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Abstract

The number of patients who suffer from colorectal cancer in Thailand has increased
during the last three decades as a result of the change to a Westem-style diet. Due to
many patients presenting at a late stage and the location of tumours in the rectum,
patients have a higher probability of needing a colostomy. This study explores the
experiences, coping strategies and the factors that influence coping strategies over a sixmonth period in a group of Thai colorectal cancer patients who have a colostomy.
The conceptual framework used in this study was based on the Moos and Schaefer
conceptual model of the stress and coping process. A case study methodology was
employed to collect both quantitative and qualitative data from eleven participants at
three points in time: within one month after the operation to create a colostomy, three
months and six months after the operation. Data were collected from structured
interviews, which followed the Coping Responses Inventory (CRI), the Ostomy
Adjustment Scale (OAS), the Personal Resources Questionnaire 2000 (PRQ 2000), the
Life Orientation Test-Revised (LOT-R), and the Functional Assessment Cancer TherapyColon (FACT-C). These data provided information on the participants' levels of coping
strategies, adjustment to a colostomy, social support, optimism and quality of life. Indepth interviews with open-ended questions provided a deeper understanding of the
participants' experiences in relation to their colostomy.
Findings from quantitative data showed statistically significant changes in the
participants' quality of life over time, particularly in their physical and functional wellbeing. An examination of the coping focus used (approach and avoidance) indicated that
participants utilised both approach and avoidance coping at the same time, although
approach coping was more common. Changes in the most frequently and the least
frequently used coping subtypes at six months after the operation were observed.
Correlation tests showed various relationships between the levels of quality of life
domains and coping subtypes as time passed. Multidimensional scaling procedures
uncovered a consistent pattern of coping which involved 'problem solving' and 'seeking

guidance and support'. Six major qualitative themes emerged through content analysis of
the in-depth interview data. The themes described how participants' psychological and
emotional concerns changed over time; the steady improvements in physical health after
the operation; the difficulties of adjusting to life with a stoma; facing up to the reality of
the new circumstances; the spiritual aspects of their lives; and the level of social support
experienced. Religious beliefs such as the 'Law of Kanna', as well as a variety of
religious rituals and other practices such as Buddhist chanting and "making merit" played
important roles in coping. The findings from the quantitative and qualitative data were
used in a complementary and confirmatory manner to provide a richer understanding of
the participants' experiences as they coped with this life changing event.
The findings of the study are significant as they provide important indicators for
improvements in nursing service, particularly the development of nursing procedures to
enhance the psychological aspects of care. In addition, they offer important indicators for
improvement of the nursing curriculum and directions for further research in Thai culture
and the health care system.
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CHAPTER 1
Introduction

"Don ' I say anything to me. You are a nurse, so you can say whatever you like
because you are not in the same position as me. How can you know what I really
feel? How can I keep working as a rubber worker? I have to carry an empty can to
collect liquidfrom a rubber tree and this can is held by a long belt at my side. How
can I have a bag offaeces in the same place as this can? The docfor told me that he
could not do anythingfor me if1 come back to see him again. He also told me that
the disease wouldprogress to a serious stage if1 refwed to undergo an operationfor
a colostomy. I have made a decision. I would rather die than have a bag of faeces at
my side. " (Researcher's own experience)

These are the words of a 60-year old man with colorectal cancer when I first met him in 1997
while I was working as a nursing lecturer in the surgical unit at the Songklanagarind Hospital,
Thailand. This meeting occurred because a student of mine told me that she could not provide
nursing care to this patient because he was never in his bed. Most of the time, he walked back
and forth around the unit, and returned to his bed only when he wanted to have a glass of
water or take medicine. One of the nurses told me that he had refused to undergo a colostomy
operation and was waiting for his son to take him home. He declined to talk with any doctors
or nurses because he thought they would try to persuade him to have a colostomy.

I found his words both confronting and challenging. I realised we had failed a patient and
wondered what we might have done differently; how we might have helped him. This clinical
incident became the starting point for this study.

1.1 Colorectal cancer: statement of the problem
Colorectal cancer, a disease characterised by a malignant growth anywhere along the colon or
rectum, is the fourth most common cancer in the world (Boyle, 1998 cited in Campbell,
1999a, p. 869), and has become the third most common cancer among men and the second
most common cancer among women in the United States (Parkin, 1992 cited in Sprangers,
Taal, Aaronson & Te Velde, 1995, p. 361).
Over recent decades, economic development and the growth of industrialisation in many
Asian countries have resulted in a change in lifestyle away from the traditional lifestyles
towards more Westernised lifestyles. This change in lifestyle, particularly the change in diet
has resulted in a rise in the incidence of colorectal cancer in Asian countries. Recent studies,
for example, have reported an increase in the rate of colorectal cancer in Japan (Ajiki,
Tsukuma, & Oshimal, 2003), Korea (Ahn, 2003) and Singapore (Huang, Seow, Shi & Lee,
19992 Hock, 2002).

In Thailand, one of the Asian countries which has experienced rapid economic growth, there
has been a dramatic increase in the number of colorectal cancer patients in recent years. A
report from Songklanagarind Hospital indicated an increase from 104 people diagnosed with
colorectal cancer in 1996, to 2 19 in 2004 (Sonklanagarind Hospital, 1996,2004), which is an
increase of 1 10 per cent. It was also reported to be the third most common cause of death by
cancer during the period 1995-1997 (Ministry of Public Health, Thailand, 200 1). The
incidence of colorectal cancer in Thailand is the third highest among all cancer diseases in
men and the fifth highest in women (Martin & Pongnikorn, 2003). Deerasamee and
Srivatanarak (1999) pointed out that the early diagnosis of colorectal cancer in Thailand was
ineffective. In addition, the primary prevention of colorectal cancer was low when compared
with that of liver cancer, lung cancer and pharyngeal cancer. Statistics reveal that this was the
reason that the number of colorectal cancer patients in Thailand increased from 4,747 new
cases in 1996 (Martin & Pongnikorn, 2003) to an estimated 10,000 new cases in 2008
(Sriplung, 2003), an increase of more thar, 100 per cent.

Five important points can be summarised from studies of colorectal cancer in Thailand.
Firstly, the advertisement of fast food in the media combined with the inadequacy of health
education leads to Thais being more at risk of having colorectal cancer. Research has
indicated that two risk factors for developing colorectal cancer in Thailand are eating and
smoking habits (Martin, Chindavijak & Khuhaprema, 1998). Pibulniyom and Poovasatien
(1 998) pointed out that people in Thailand now eat food higher in cholesterol and lower in
fibre due to a growth in the number of businesses selling pizza, hamburgers, fried chicken,
doughnuts and soft drinks. Moreover, these businesses had spread throughout all the
provinces frequented by tourists. A group of Thais who have a medium or a high
consumption of fat-rich food was three or four times more likely to develop colorectal cancer
when compared with those who had a low consumption level (Supudommungmee, 1997).
As long as Thai people remain unaware of the adverse effects of the consumption of high
cholesterol food, the incidence rate of colorectal cancer in Thai people will continue to
increase.
Secondly, the average age of Thai people who suffer from colorectal cancer is relatively low
when compared with the age of patients in Western countries, for example, Australia.
Research has reported that the average age of Thai colorectal cancer patients is 56 years old
and 32 per cent of patients are younger than 50 years old (Chongthawonsatid, 1998;
Rojanasakul, 1999). In contrast, the average age in Australian patients is 67 years old and 95
per cent are older than 45 years old (Semmens, Platell, Threlfall, & Holman 2000). This low
average age shows that the characteristics of Thai colorectal cancer patients are that they are in
middle age; some achieve a high position in their career; most earn money for their family;
they have active social interaction and they still have an active sexual life.
Thirdly, a major problem in the treatment of colorectal cancer patients in Thailand is the low
percentage of curative treatment. In general, the percentage of patients receiving curative
surgery is 85 per cent if patients come to receive treatment when they are still in the early
stage of the disease (Boyd, 1997). The chance is less if patients come when the disease has
progressed. Surgical treatment in Thailand can cure only 20 per cent of patients (Jesada &
Chanvit, 1984 cited in Rojanasakul, 1999, p. 60). This results from the fact that most patients

first come to hospital too late, when the cancer is already invasive or there is an obstruction or
perforation of the colon, rather than coming at the first sign of bleeding from the rectum
(Chongthawonsatid, 1998; Hanucharurnkul, Jirajarus & Ratanatharathorn, 1997). This means
three out of five patients continue suffering from the progress of the disease, in spite of
undergoing the palliative operation.
Fourthly, delaying the first visit to the hospital is a contributing factor in the low survival rate
of colorectal cancer patients in Thailand. Chongthawonsatid (1 998) found that 5 1 percent of
Thai patients who have a tumour in the colon survive for five years after receiving treatment
and only 45 per cent of patients who have a tumour in the rectum survive until then.
Finally, two factors involving different locations of the tumourlor the relative stage of this
disease may have an important effect on the prospect of Thai patients having a colostomy. A
colostomy is an opening in the anterior abdominal wall which is created when a tumour is in
the low part of the rectum (Hughes & Kyte, 1969), andlor when the tumour obstructs
elimination. The study of Wathanaprasan (2002) concluded that the location of tumours in
Thais is mainly in the rectum. Thai colorectal cancer patients, therefore, have a high chance
of having a colostomy.
All such evidence shows that most Thai people who have colorectal cancer are still in an
active period of their lives; have an operation for palliative care; have a 45-50 per cent chance
of surviving a further five years after treatment; they also have a high chance of having a
colostomy.

1.2 Importance of the present study
Patients with colorectal cancer who have a colostomy are at risk of experiencing a dual crisis
with a direct impact on the family (Comb, 2003). The first crisis arises from the word
'cancer' itself. The moment they hear the diagnosis, cancer patients are thrust into a state of
crisis because they know that cancer changes lives drastically (Moos & Schaefer, 1984).

Research shows that cancer patients experience feelings of shock when they hear the diagnosis
and some expect to die soon (Kuupelomaki & Lauri, 1998). Cancer also causes them to feel
loss in many areas of their lives, for example loss of physical strength and well being, reduced
independence, changed role performance and interpersonal relationships, diminished sexual
function, reduced physical integrity, life expectancy and control (Barraclough, 1999).
Colorectal cancer patients in particular may suffer not only from the negative perceptions of
'cancer', but also from the symptoms of the disease which, commonly, are chronic blood loss,
fatigue, abdominal pain and changes in bowel habit (Dest, 2000; Murphy, 1997). It is similar
to other chronic diseases which interfere with people's physical, psychological and spiritual
equilibrium.
The second crisis arises from having a colostomy. A colostomy changes a patient's physical
appearance. A colostomy also has other impacts on the patient. For example, a colostomy
also causes a sense of loss. There is a feeling of loss of control, particularly control of the
bowel as far as defecation is concerned. This is accompanied by a feeling of dependency as
well as a fear of social isolation. Therefore, patients who have a colostomy may suffer a great
deal. An understanding of these experiences may help professionals to care for these patients
more effectively. Even though the physical condition of patients may have improved, those
with a colostomy need more time to recover from their psychosocial disequilibrium (Kelly &
Henry, 1993).
Colorectal cancer patients face much suffering and stress when dealing with the diagnosis,
prognosis and progression of the disease and treatments, particularly when they have a
colostomy. Therefore, they have to manage their physical and psychosocial difficulties
through various coping strategies to maintain their normal life. If these patients do not receive
appropriate treatment and nursing care, their psychosocial and physical suffering will be
prolonged. It has been suggested that if people fail to cope with the crisis resulting from their
health problems, they will have a reduced state of mental health and quality of life (McHaffie,
1992).

Several studies pay attention to the quality of care in patients who have a colostomy and an
ostomy. One study which aimed to evaluate the quality of ostomy nursing care in Thailand
was conducted by Nuaclai and Thanooruk (1 997). An important finding from Nuaclai and
Thanooruk's study was that the nursing care provided to help patients to cope with a
colostomy or an ostomy needed to be improved. Nuaclai and Thanooruk's (1997) study also
pointed out that nurses needed to pay more attention to assessing the readiness of patients and
their families, teaching them how to manage an ostomy and reassuring them about sexual
relationships.

1.3 Research background of coping with colorectal cancer and a colostomy
Although 'coping' has been defined in different ways, the most widely used definition is that
of Lazarus. Lazarus and Folkman (1 984) defined coping as cognitive and behavioural efforts
to deal with specific external demands. Coping requires great physical and mental effort on
the part of patients. Most psychologists have tried to explain the process of coping and some
have also developed questionnaires to measure coping, for example, Folkrnan, Lazarus,
Dunkel-Schetter, DeLongis and Gruen (1986), Carver, Scheier and Weintraub (1989) and
Moos (1 992). Moos and Schaefer (1993) developed a model of the Stress and Coping
Process which explained how the environmental system, the personal system and 'life crisis
and transition' influence coping. Moos and Schaefer (1 993) also indicated that the outcome of
coping is health and well- being. In addition, the way that Billings and Moos (1981) classifieJ
coping strategies into two dimensions which include coping method ('behavioural coping' or
'cognitive coping') and coping focus ('approach coping' or 'avoidance coping'), is widely
accepted by many researchers (such as Clutton, Pakenham & Bernadette, 1999; Magley,
2002).
Nurses have a duty to provide holistic care for their patients to enable them to have the best'
quality of life possible. An important requirement for nursing intervention in the case of
cancer patients is an accurate appreciation of coping mechanisms associated with the
individual's condition. McHaffie (1992) indicated that any attempt to help patients, without
an awareness of their coping processes may be ineffective and potentially harmful.

Therefore, nurses have a responsibility to encourage patients with cancer to cope with their
situations by helping them to develop and use effective coping skills (Halstead & Fernsler,

1994). The Oncology Nursing Society in the United States has identified stress, coping, and
adaptation as top research priorities in the nursing field (Stez, Haberman, Holcombe, & Jones,
1995). In particular, nursing research into coping deserves priority attention because coping is
the means of reducing patients' stress and facilitating their adaptation to important changes in
health and life.
Compared with studies on coping with other types of cancer, only a few studies have been
conducted on coping with colorectal cancer and particularly, on coping with the creation of a
colostomy. Studies on coping with colostomy and ostomy normally pay attention to the
coping strategies which people use when they have a colostomy or an ostomy. Pieper, Mikols
and Grant (1996) conducted a study to compare the extent to which three different groups of
colostomy and ostomy patients cope with their condition. Their study included patients who
had permanent ostomies as a result of disease, temporary ostomies as a result of disease and
temporary ostomies resulting from trauma. Pieper and colleagues found a significant
difference in the level of coping used in p~tientswho had different types of colostomy and
ostomy.
Another study, by Reynaud and Meeker (2002), compared the coping styles of older male and
female patients who had had a colostomy or an ostomy for longer than six months. They
reported that there was no statistically significant difference between different genders.
'Optimistic' and 'self reliant' were the most common coping styles and also the most effective
in dealing with colostomies and ostomies.
Only one study has been conducted which investigates how colorectal cancer patients adapt to
a colostomy in Thailand. Sompoo (1 997) conducted research based on the Roy Adaptation
Model on adaptation in the role functions of women in Thailand who had a permanent
colostomy. She concluded that women with a permanent colostomy had a low level of sexual
function.

Although previous research has yielded some interesting findings about the coping strategies
used by a variety of patients, inadequate attention has been paid to studying specific groups of
patients suffering from particular diseases. The few coping studies conducted so far on
patients with a colostomy or an ostomy examined coping strategies at only one point of time,
and thus failed to observe possible changes in coping over a long period of time. In fact,
changes in the physical condition of patients after having a colostomy may affect the way they
adjust to a colostomy, which, in turn, influences their use of coping strategies. In particular,
patients' adjustment to a colostomy is also influenced by the different lengths of time that
have passed since the colostomy operation. All these factors which have not been considered
in previous studies are nevertheless very important in understanding the selection and use of
coping strategies. To gain an in-depth understanding and make a more informed analysis of
patients' coping, a combination of both quantitative and qualitative methods of investigation
can provide insightful findings about both group and individual coping responses. Such a
combined methodology can allow the researcher to take into consideration all the relevant
factors in the coping process, including the cultural context in which the patients live and cope
with the disease and the crisis it creates.
However, explanations as to how colorectal cancer patients in Thailand use coping strategies,
as yet, do not provide sufficient information to improve the quality of nursing care in order to
help this group of patients to cope effectively.
It is noted that most nursing researchers have used the Ways of Coping Questionnaires
(Folkman, Lazarus, Dunkel-Schetter, DeLongis & Gruen, 1986), COPE (Scheier & Carver,
1985) or the Jalowiec Coping Scale (Jalowiec, Murphy & Power, 1984) to measure coping
strategies and employed quantitative methods as the dominant design. Although the use of the
same questionnaires in different cultures will be useful in comparative research, it will still
have some limitations when focusing on participants' cultural backgrounds. Leventhal and
Cameron (1987, cited in Pongthavornl<amol, 2000, p. 19), indicated that different cultural
beliefs about a group of symptoms and lor the causes of illness can lead to different diseases
and also different coping strategies. It is impractical for a single questionnaire to
comprehensively cover the coping strategies of every culture.

In addition, the coping questionnaire sometimes can not capture the coping strategies in person
who are unlikely to report their real feelings (Myers, 2000). Therefore, a research design
which combines quantitative and qualitative data should be useful when it is applied to study
coping on non-western people.

1.4 Thai cultural context of the present study
As non-western people, Thais are subject to two factors which affect the use of coping
strategies. First the beliefs of Thais are based on Buddhism which is their main religion.
Buddhism influences how Thais feel about all aspects of life from birth to death. Forrnan and
Forman (1 966) described two key aspects of Buddhism which are crucial to the Thai cultural
context, namely, reincarnation and Karma. Reincarnation or rebirth which was originally part
of Hinduism, was a later adopted as an integral part of Buddhism (Wongtes, 2000a). Thai
Buddhists believe that people must be born again and again. The form of the rebirth depends
on how well they did in their past lives. Thais think that what happens to them is a result of
their actions in past lives.
This belief is linked to the law of Karma, which also came from Hinduism. The law of Karma
explains that every act has a certain result, which cannot be avoided. Good deeds will receive
good results and bad deeds will receive bad results. This belief causes Thai patients to think
about their previous karma when they are suffering from the disease. Buddhism also
emphasises gratitude. People must do good things for those who have done good things for
them, for example, sons and daughters will look after their parents. When there is illness in the
family, the patients will be taken care of by their children or close relatives. Buddhism and
the beliefs of Thais as well as relationships in the family which are unique might affect their
coping strategies. Several qualitative studies of cancer patients and patients with other
diseases have found the coping strategies to be linked to the cultural context in Thai people.

To date, none of these studies used any coping theory as a theoretical framework to explain
explained either the reasons for or the usefulness of the coping strategies used by Thai people.

Explanations as to how colorectal cancer patients in Thailand use coping strategies, as yet, do
not provide sufficient information to improve the quality of nursing care in order to help this
group of patients to cope more effectively.

1.5 Purpose
The current study uses the Conceptual Model of the Stress and Coping Process (Moos &
Schaefer, 1993) to explore the ways a group of Thai colorectal cancer patients coped with a
colostomy, from immediately after the operation to six months later. A case study design was
applied to answer the two research questions: (1) how do colorectal cancer patients cope with
a colostomy, and (2) what factors influence the process of coping with the colostomy? To
find the answer to the first research question, a case study with a combination of quantitative
and qualitative research methods was applied to collect data on the coping strategies used by
participants at three different points until six months after the operation. To answer the second
research question, selected questionnaires which measured variables including social support,
optimism, adjustment to a colostomy and quality of life were employed in the study.

1.6 Assumptions
A number of key assumptions were made in the design and execution of the study including:

1) a colostomy is a life crisis situation for individuals who have cancer of a severity that
requires surgery,

2) effective coping strategies can be measured by the frequency of individual coping strategies
used by individuals,

3) the measurements of personal relationships with family members and friends are adequate
indicators of social support; and
4) the measurement of optimism is an adequate indicator of the extent to which individuals

have a positive view of their condition.

1.7 Significance of this study
The coping strategies of Thai colorectal cancer patients with a colostomy have not been
covered in previous studies. This study, therefore, is significant in three major areas. First,
this is the first research study to explore the process of coping with a colostomy in Thailand
based on the Conceptual Model of the Stress and Coping Process (Moos & Schaefer, 1993).
Second, this is the first attempt to use a case study approach to gain an in-depth understanding
of the experiences of colorectal cancer patients over time by observing the ways in which they
adjust to the condition, and the impact of the colostomy on their daily lives over a six-month
period. Lastly, this study combines both quantitative and qualitative data to assess the most
important influential factors that shape the coping strategies of these patients. This present
study is also the first attempt in this field to combine both a case study approach and a
longitudinal design.
The results of this study should provide a detailed picture of the coping process used by
colorectal cancer patients during the six-month period immediately after the operation. In
health care settings, health care providers and educators should be able to integrate this
knowledge into the process of care including the stages of assessment, planning,
implementation and evaluation. Suggestions for improvements in nursing care for colorectal
cancer patients who have a colostomy should also lead to improvements in nursing
professional practice more broadly. An understanding of how patients cope with the
circumstances of colorectal cancer and a colostomy may also be applied in related fields, for
instance, coping with loss and grief, and coping with changed body image.

1.8 Definition of terms
Coping refers to the cognitive and behavioural efforts which constitute the individual's
response to a life crisis which is based on the individual's perceptions of his or her internal
resources, andlor external resources when faced with internal or external stimuli or challenges.
Colorectal cancer is the disease in which malignant growth occurs anywhere in the colon or
the rectum (Campbell, 1999a).

Colostomy means "an opening of the colon to the anterior abdominal wall" (Hughes & Kyte,

1981, p. 1 I ) which results in the need for an external appliance to collect wastelfaeces.
Social support refers to many kinds of support including encouragement, money, education
and suggestions which participants received from other people during the period of study, both
immediately after the operation and during the six month period after the operation.
Optimism is the positive view which participants have about their physical condition.
Adjustment to a colostomy is the patients' feelings about their colostomy whether in negative
or positive terms.
Quality of life refers to the satisfaction of patients with their physical, functional, social and
emotional condition, as well as to low levels of complication and concern about the disease.

1.9 Structure of the thesis
The thesis consists of seven chapters. Chapter Two provides details of colorectal cancer and
its treatments, particularly the colostomy operation. It also describes some of the effects of a
colostomy in terms of the physiological changes and psychosocial changes that may follow
after having a colostomy. It includes details of crisis and the effects of crisis, particularly the
spiritual impact. It also provides detail of the conceptual framework of the Stress and Coping
Process (Moos & Schaefer, 1993) which stresses the importance of social support, optimism,
adjustment to a colostomy and quality of life in relation to coping with colorectal cancer and a
colostomy. This chapter also discusses the strength of Moos and Schaefer model. The Thai
cultural context including Buddhism, the religion of the vast majority of Thais, and traditional
medicine also form part of the conceptual framework included in Chapter two. The chapter
presents an overview of research on coping in colorectal cancer patients who have a
colostomy.

Chapter Three outlines the methodology used in the current study. This chapter provides a
detailed description and justification of the research design and methods of data collection
which included both quantitative and qualitative components. The chapter also provides
details of the sample, the procedures, the measures and the process of data collection. Two
formats of interview were adopted. Thus, each interviewee was probed through a series of set
questions and through a flexible range of questions around the same themes as well as others
raised by the participants during the interviews. Problems that emerged during the study
which influenced the analysis are also presented in this chapter.
Chapter Four presents the results of the quantitative data analysis. This chapter describes the
backgrounds of the participants and highlights strategies used. In addition, this chapter
presents the quantitative analysis of the influencing factors such as social support, optimism,
adjustment to a colostomy and quality of life. Finally, with the aid of multidimensional
scaling, the patterns of coping used during the period of the study and the relationships
between coping and quality of life are uncovered.
Chapter Five provides the results of the qualitative data analysis and presents the major themes
and subthemes that emerged during the six month period after the operation in the context of
the patients' beliefs and cultural background.
Chapter Six provides a perspective based on the combination of quantitative and qualitative
results. It presents a comparison between these different data on the basis of factors common
to both interview formats referring to each interview. The chapter also describes patterns of
changes in the selected factors and qualitative data during the period of the study. The data
from quantitative and qualitative methods complement each other and provide a richer picture
of the participants' lives at this time.
Chapter Seven is a discussion of the significant findings. The relationship between coping
subtypes and quality of life is also revisited. The results of this study are viewed in the light of
those from previous studies. This provides a research context for the study and suggests how
this study has added to this general area of knowledge and research. It also offers the

conclusions of the study. Finally, it identifies a number of important implications that can be
drawn from the findings and suggests how these may be applied to develop improvements in
nursing education, nursing care and nursing research.

CHAPTER 2

Conceptual background

Introduction
This chapter consists of three sections. Firstly, it briefly addresses the key areas of research on
colorectal cancer that are most relevant to this study, including risk factors, screening and
diagnostic tests, and the treatment and techniques used for a colostomy. Secondly, it raises
issues which provide an important perspective on the potential impact of colorectal cancer and
colostomy on peoples' lives. It will also review nursing care for colorectal cancer patients
who have a colostomy. Finally, the chapter will offer a conceptual model of stress and coping
in the light of research on coping.

Section 2.1: Colorectal cancer
2.1.1 Risk factors

Although the causes of colorectal cancer are still unclear, many researchers indicate that
environmental factors and genetics have a direct influence on the incidence of colorectal
cancer (Wilkes, 2005).

The environmental factors that are believed to be responsible include diet, particularly a higk
level of caloric intake, combined with a low level of activity, as well as, a low intake of fibre,
calcium and vitamin D (Cohen, Minsky, & Schilsky, 1997; Cummings & Bingham, 1998;
Dest, 2000; Robertson, Bound & Segal, 1998). Of all the environmental factors, diet is
believed to play the predominant role in causing the development of this disease (Cohen,
Minsky, & Schilsky, 1997; Cummings & Bingham, 1998; Robertson, Bound & Segal, 1998).
There is considerable evidence to support this idea. Firstly, most colorectal cancer
(approximately 80 per cent) can be attributed to some extent to diet (Cummings & Bingham,
1998). Secondly, a study by Levin (2000) reported the different average fat intake between
two groups of people, in high risk and low risk countries. People in high risk countries have a

fat intake which is about 40 per cent of total calories, whereas people in low incidence
countries have fat intake which is only 15 to 20 per cent of total calories (Levin, 2000).
Finally, research has demonstrated that Asian people who migrate to western countries
experience a higher rate of colorectal cancer than in their home countries (Cohen, Minsky, &
Schilsky, 1997).

For this reason, researchers have conducted many studies on diet during the last decade.
Cummings and Bingham (1998) for example, indicated in their review that the high
consumption of red meat and processed meat was directly correlated with the incidence of
colorectal cancer. In this instance, 'red meat' consists of beef, pork and lamb, and processed
meat includes sausages and hamburgers, as well as smoked, cured and salted meat, and canned
meat. In contrast, many studies, for example, Cummings and Bingham (1998), indicate that
eating fruit and high fibre can reduce the risk of colorectal cancer. All of these findings can be
linked with the knowledge of the effects of nutrition on the physiology of the bowel.

In a review of numerous studies in the field, Murphy (1997) reported that fats and meat affect
the concentration of cholesterol and bile salts, and the number of the normal flora in the
intestine. In contrast, Levin (2000) pointed out that the actions of fibre from vegetables and
fruit are still under investigation. However, Levin acknowledge that it is possible that fibre
from vegetables and h i t reduces and binds with carcinogens, modifies normal flora and
acidifies the colonic lumen, which are the causes of colorectal cancer. Robertson, Bound and
Segal (1998) concluded f?om their research review that low physical activity, obesity and a
high consumption of saturated fat increase levels of insulin. Moreover, they suggested that a
high level of insulin might reduce bowel transit time, and vitamin D and minerals from fruit
and vegetables may reduce the toxic effects of bile acid.

In addition, a high level of alcohol consumption is thought to be related to the incidence of
colorectal cancer (Cohen, Minsky & Schilsky, 1997). Giovannnuci and colleagues concluded
that daily alcohol consumption caused a twofold increase in the incidence of colorectal cancer
(Cohen, Minsky & Schilsky, 1997). In contrast, Aspirin and other nonsteroidal
antiinflammatory drugs provide some protection against the incidence of colorectal cancer.

Genetics represent another group of factors that have an influence on the incidence of
colorectal cancer. Dunlop (1997) pointed out in his clinical review that both Familial
Adenomatous Polyposis (FAP) and Hereditary Non-Polyposis Colorectal Cancer (HNPCC)
accounted for 2 to 10 per cent of all patients who suffered from colorectal cancer. Campbell
(1 999a) indicated that in the case of Familial Adenomatous Polyposis (FAP), which is an

autosomal dominant genetic disorder, there is a 90 per cent chance that affected parents will
pass this disorder on to their children. She also concluded that HNPCC, which is also
transmitted to the next generation through genes (an autosomal dominant genetic disorder),
usually appears in patients of the mid forties age group.
Cummings and Bingham (1998) referred to the work of Fearon and Vogelstein (1990) which
suggested that colorectal cancer is correlated with an increase in mutations of genes called
'APC', 'p53', 'k-ras', and 'MSH2'. All of these genes are connected with cell growth or DNA
repair.
In addition, a past history of inflammatory bowel diseases, including ulcerative colitis and
Crohn's disease, is linked with the presence of the hypertrophy of the colon and malignant
lesion (Cohen, Minsky, & Schilsky, 1997; Dest, 2000). This means that people who have
suffered from ulcerative colitis for more than ten years will have a five to seventeen-times
greater risk of developing colorectal cancer than people without ulcerative colitis (Herrnanek
1998 cited in Campbell 1999a, p. 871).

As a result of the dietary changes that characterise moves to more Westernised lifestyles,
colorectal cancer has also become one of the most common cancers, with a growing incidence
in Thailand. It is clearly notable that eating patterns of Thai people have shifted fi-om a
traditional Thai diet, which is high in cereal content and low in fat, to a more Westernised diet,
which is high in animal products and fat (Kosulwat, 2002). In the past, rice was the major
staple food of Thais, and was eaten in all three meals of a day with other main dishes
(Kosulwat, 2002). The majority of Thai menus combine a variety of ingredients and need
accompanying dishes. For example, if Thais eat rice and fried fish, the meal will also include
Num Prik (chilli paste), and a variety of vegetables (Wongtes, 2000b). Thus, the Thai diet

contains a good balance of fibre and vitamins (Wongtes, 2000b). Herbs are also used for
cooking Thai recipes, for example, Tom Yum Gung, which is one the best well known dishes,
contains lemon grass, galangal, kaffir lime leaves, bird chillies and lemons as ingredients
(Wongtes, 2000~).
Five factors have led to this significant and important change in Thai diet. Firstly, women nc
longer have time to cook in the traditional Thai manner, particularly as there has been a
decrease in support from the older generation. The movement towards a more industrial
economy has resulted in inequitable income distribution among the Thai population. Many
men and women have moved fi-om a rural to an urban setting to find a job, and a more
substantial means of supporting their families. This has led to changes in the social structure
and lifestyle of many families with an increasing emphasis on the nuclear family. Thus, older
people and relatives may now live alone, and have fewer opportunities to cook food for a
young generation who are working and living in other parts of the country. Increasing
numbers of women go out to work resulting in women having less time to spend on domestic
chores such as cooking. Secondly, instead of preparing ingredients for Thai dishes, people
spend money on ready-to cook and ready-to-eat food which require less time and less skill to
prepare (Pibulniyom & Poovasatien, 1998). Changed dietary behaviour is also influenced by
commercial activities and successful advertising (Kosulwat, 2002). Thirdly, indulging in fast
food is also quite fashionable for the younger generation, which results in fast food shops
often being meeting points for young people (Pibulniyom & Poovasatien, 1998). Fourthly,
one benefit of fast food is that it is handy to cany and eat in other places (Pibulniyom &
Poovasatien, 1998). Finally, Thais have not received enough health education on the
importance of diet in the prevention of colorectal cancer.
Pibulniyom and Poovasatien (1998) pointed out that consumption of pizza, hamburgers, fried
chicken, doughnuts and soft drinks has increased in Bangkok, and spread to other tourist
provinces throughout Thailand during the last decade. Pibulniyom and Poovasatien (1998)
also pointed out that fast food contains higher levels of cholesterol than Thai food. A
comparison of the nutritional value of fast food and Thai food is shown in Table 2.1.

Table 2.1

A comparison of the nutritional values offast food and Thaifood in nailand
Food

Weight

Carbohydrate

Fat

Cholesterol

Pizza Seafood

221.89

66.19

15.22

76.74

Pizza Supreme

230.04

49.00

28.06

81.78

Hamburger Big Mac

211.78

41.44

27.62

83.74

Beef ball rice noodles

401.4

38.05

5.14

29.98

Rice noodle with duck

413.23

25.78

21.28

54.22

Chicken green curry on rice

348.22

60.24

10.20

42.55

Fast food

Thai food

Source: Pibulniyom and Poovasatien (1 998)

The change towards consumption of high levels of cholesterol contributes to an increase in the
incidence rates of non-infectious diseases in Thailand, including, obesity, heart disease and
colorectal cancer (Kosulwat, 2002; Pibulniyom & Poovasatien, 1998).

2.1.2 Symptoms, screening tests and presentations
People who have colorectal cancer, and do not know about the disease, often assume that the
bleeding in the stools is the result of haemorrhoids (Warmkessel, 1997). This causes a delay
in visiting a doctor when the disease is in the early stages. The other symptoms occur later
when the disease has progressed to a more harmful level.

Patients with colorectal cancer suffer from different symptoms depending on the location of
the tumour. Generally, they may have bowel habit changes, blood in stools, abdominal pain,
anorexia, flatulence and indigestion (Murphy, 1997).

Schofield and Jones (1993) pointed out that in a quarter of the cases of patients presenting
with a tumour in the right colon, the small bowel was obstructed at the lowest part of the small
bowel, with symptoms of colic pain, vomiting, constipation and distension. Other patients with
a right colon tumour, but no obstruction, might come to the hospital with a history of anaemia
and weight loss. To confirm the presence of a tumour, the physician performs a physical
examination which determines whether or not there is a palpable mass at the right iliac fossa.

In contrast, 25 to 30 per cent of patients who have a tumour in the left colon first present at
hospital as emergency cases due to obstruction or perforation of the large bowel with periodiabscesses or peritonitis. The diagnosis of a tumour at the left side is confirmed by an
emergency colonoscopy (Schofield & Jones, 1993). Other patients with left sided tumour
initially come to hospital with symptoms which include disturbance of bowel habit such as
constipation, diarrhoea and blood in stools, as well as, low abdominal pain and weight loss and
sometimes feelings of a mass in their abdomen.

According to Schofield and Jones (1993), it is also notable that it is extremely rare for patients
with a tumour of the rectum to present as emergency cases. Patients usually notice bleeding
from the rectum, bowel habit alteration, cramps and feelings of incomplete defecation. These
feelings make them strain repeatedly in order to emit the stools more frequently, and result not
in stools, but only in blood and slime. If the tumours are located in the upper rectum, they can
be detected by a sigmoidoscopy.

The practical screening tests for colorectal cancer are faecal occult blood testing and
sigrnoidoscopy /colonoscopy (Campbell, 1999a). The use of faecal occult blood enables the
detection of blood in the faeces. Many cancers and polyps tend to bleed only intermittently, ~9
that this test may not accurately detect up to 80 per cent of cases, so results of the negative
faecal occult blood test may need to be confirmed by another test. Patients who have a
positive Faecal Occult Blood test always require further examination by sigrnoidoscopy or
colonoscopy.

Sigmoidoscopy and colonoscopy are the internal colon screenings of people who are at risk of
colorectal cancer. Campbell (1999a) suggested that the main benefit of sigmoidoscopy is for
biopsy and colonoscopy.
The adoption of an early detection policy is essential in order to prevent the progress of this
disease. For instance, the American Cancer Society (Boyd, 1998) recommends an internal
rectal examination once a year for everybody, once they reach the age of forty. It is
recommended that people at the age of fifty, have a faecal occult blood test every year, and a
flexible sigmoidoscopy every three to five years. In addition, persons who have predisposing
factors such as Familial Adenomatous Polyposis (FAP) should have a screening test following
the recommendation of the specialists. Regarding gene detection, Dunlop (1997) pointed out
that children who have a history of Familial Adenomatous Polyposis should be tested by direct
mutation tests between the ages of 13 and 14, whereas endoscopy should be used for people
who come from families who are carriers of the mutation, and whose cancer cannot reliably be
detected by a mutation test.
Unfortunately, the level of primary prevention of colorectal cancer, indicated by the W.H.O.
National Cancer Control Programme, is only partly effective. The level of early diagnosis is
ineffective in Thailand (Deerasamee & Srivatanakul, 1999). Sriplung (2003) stated that
colorectal cancer was therefore chosen for inclusion in the project for cancer prevention in
Thailand.

2.1.3 Prognosis and survival rate

Based on the modem management of colon and rectal cancer, it is evident that colorectal
cancer is a disease which progresses through a series of clearly defined stages (Lyerly, 1997).
The development of this disease starts from normal colonic epithelium, premalignant
adenomatous polyps and becomes an invasive carcinoma. If the adenomatous polyps can be
found and treated, the disease does not develop to the invasive and metastasis stage.
Therefore, the prognosis of colorectal cancer depends on the stage at which the cancer is
diagnosed and the number of lymph nodes affected. The colorectal cancer survival rate can be
estimated by examining the level of carcinoembryonic antigens (CEA) which is normally

characteristic of people who have colorectal cancer in the period before surgery (Boyd, 1997).
The survival rate also depends on the degree of obstruction at the point of diagnosis and the
type of tumour cell differentiated (Murphy, 1997). Patients who have metastasis, for example,
usually survive less than a year. Both the plan of treatment and the prognosis of colorectal
cancer depend on the progress of the disease being defined by the staging system, and the
extent to which lymph nodes are involved (Lyerly, 1997).

There is a lack of routine screening tests in Thailand, with the result that patients always
present at the hospital when the disease has already progressed. The survival rate of colorectal
cancer patients in Thailand is, therefore, relatively low (Hanucharurnku, Jirajarus &
Ratanatharathorn, 1997). Chongthawonsatid (1999) reported that whereas 5 1 per cent of colon
cancer patients survived longer than 70 months, only 45 per cent of rectal cancer patients
survived longer than 42 months. Her study also pointed out that in young patients at an
advanced stage colorectal cancer have a very poor prognosis (Chongthawonsatid, 1999).

2.1.4 Treatments for Colorectal Cancer
Patients who suffer from colorectal cancer, and are not in the early stage of the disease,
normally receive a combination of treatments. Surgery is considered as the first choice for
treatment, whereas other treatments aim to reduce the chances both of the tumour spreading
and of recurrence.

Surgery
The primary treatment for potentially curable cancer is surgical resection. Approximately 85
per cent of patients who are diagnosed with colorectal cancer when tumours are at the
localised stage can be cured by surgery (Boyd, 1997). Boyd (1997) suggested that the goals of
surgery are to remove the tumorous tissue and preserve as much functional capacity as
possible. This means the surgeon will remove the tumour, tissues surrounding the tumour, and
all lymphatic ducts and blood vessels which are involved in the primary tumour (Rolandelli &
Roslyn, 1997). In the tumour resection technique, the surgeon cuts off a margin of normal
colon above and below the tumour about three centimetre in length (Levin, 2000). Depending
on the location of the tumour, the degree of the tumour invasion, tumour

mobility, accessibility size, and the extent of involvement of the lymph nodes, other surgical
procedures are also carried out at the time of the removal process (Rolandelli & Roslyn,
1997).
Long, Phipps and Cassmeyer (1993) have explained the procedures which the surgeon
performs with colorectal cancer patients. After the removal process described above, the
surgical technique which the patient receives, involves the two ends of the bowel being joined
together, known as "end to end anastomosis". This technique is suitable for colon cancer,
which occurs in the ascending colon, the descending colon, the sigrnoid colon and the upper
rectum. The technique is called right hemicolectomy, left hemicolectomy and rectosigrnoid
resection respectively. If the colon cancer is located in the lower rectum, both the rectum and
the sigrnoid are removed completely. In this case, the end of the bowel is opened on to the
surface of the abdomen. This surgical technique is called abdominoperineal resection with
colostomy (Long, Phipps & Cassmeyer 1993).
There is a new technique called sphincter-preservation or sphincter-saving which was
developed to reduce the negative impact on a person's quality of life following the creation of
a colostomy. This technique can be used in patients who have tumours located at 3 to 6 cm
from the edge of the anus. Patients who are undergoing the sphincter-saving operation need to
receive radiotherapy and chemotherapy in the pre-operation period to enhance the benefits of
the operation (Luna-perez et a]., 2003). However, the sphincter-saving technique is only
appropriate when the disease is detected at the early stage of the disease and the tumour is
small (Levin, 2000).
Whilst there are some limitations in applying the sphincter-preservation techniques, some
colorectal cancer patients still have a chance of having a colostomy the rest of their lives.
Crane and Skibber (2003) concluded that 42 per cent of patients who had a tumour at below
six centimetres from the edge of the anus at the M.D. Anderson Cancer Centre (MDACC)
underwent the sphincter-saving operation. The national data of Belgium revealed that 50 per
cent or more of patients with a tumour in the rectum underwent abdominoperineal excision
and 32 per cent of patients who have a tumour in the lowest part of the rectum underwent the

sphincter-saving operation (Di, D'Hoore, Filez & Penninckx, 2003). The success of
sphincter-preservation depends on the distance of the tumour fiom the edge of the anus, the
year of treatment, and the response to the chemo-radiation at the pre-operative period.
It is likely that a colostomy will be created temporarily in patients who undergo left
hemicolectomy (colon cutting), sigrnoid colectomy and anterior resection,and will remain in
place until the two ends of the bowel are ready to be connected. This is known as a temporary
colostomy. However, patients who have abdominoperineal resection will have a permanent
colostomy (Lunn, Hunrell & Campbell, 1999). This precludes the possibility of reconnecting
the bowel in the future.

A colostomy is the name given to the opening of the colon at the skin surface of the abdomen,
and is normally created either on a temporary or permanent basis. Rolandeli and Roslyn
(1997) highlighted the four major criteria for the creation of a colostomy. Firstly, a colostomy
can be created when the distal colon or rectum has been removed. This is called a permanent
colostomy. Secondly, the surgeon creates a temporary colostomy to divert the faeces from the
remaining part of the end of the bowel following the removal of a tumour. A temporary
colostomy allows time for the two ends of the bowel to heal before they are connected.
Thirdly, a temporary colostomy is created when the surgeon needs to release a colonic
obstruction. Lastly, a colostomy is created to divert the faeces from the pathology process.

Rolandeli and Roslyn (1997) explained the different types of colostomy as a loop or doublebarreled colostomy, a transverse colostomy and a permanent colostomy. A colostomy which
is created for temporary diversion, is called a loop or double-barreled colostomy. In the
procedure to make a loop or double-barreled colostomy, the surgeon uses stapling of the distal
segment to create the opening of a colostomy. The surgeon will not create a transverse
colostomy because the faeces that are emitted at this part of the colon are frequently
semiliquid, and this creates difficulties for the patient when attaching the appliances in this
area.

In Western Australia, of all surgical procedures, right hemicolectomy was the most common
colon procedure, and right hemicolectomy in combination with both sigmoidectomy and left

hemicolectomy accounts for 84 per cent of all procedures in colon cancer (Semmens, Platell,
Threlfall & Holman, 2000). In addition, anterior resection (with or without synchronous
colostomy) was the most common rectal procedure (65 per cent) with abdominoperineal
resection accounting for 34 per cent of the procedures (Semmens, Platell, Threlfall & Holman,
2000).
Lunn, Hunrell and Campbell (1999) have suggested that palliative surgery is sometimes
camed out to relieve obstruction, alleviating the local effect, and reducing the risk of bowel
perforation in patients whose tumour has spread. Sometimes a loop end or an end colostomy
will be created.
The decision to operate on patients who have secondary tumours is determined by the size, the
number and position of the tumours and the general health of the patient concerned (Lunn,
Hunt-ell & Campbell, 1999). 25 to 35 per cent of these patients can expect a five-year survival
rate (Penna & Norlinger, 1998 cited in Lunn, Hunrell & Campbell, 1999, p.55). The incidence
of surgical treatment of colorectal cancer patients in Western Australia is shown in Table 2.2.
Table 2.2
Surgical treatment of colorectal cancer patients in Western Australia

Topic

Per cent

Colon cancer
Left hemi-colectomy

84

Rectal cancer
Anterior resection (with or without a colostomy)

65

Abdominoperineal resection

34

Source: Semmens, Platell, Threlfall & Holman, 2000
Adjuvant therapy

Colorectal cancer patients who are in the second stage of the disease or beyond will receive
adjuvant therapy including radiotherapy, chemotherapy and gene therapy. Adjuvant therapy

was developed to reduce the risk of local and regional recurrence. However, one study
concluded that 40 per cent of patients who receive adjuvant therapy had a recurrence at five
years after treatment (Cohen, Minsky, & Schilsky, 1997).
An alternative form of treatment for colorectal cancer is ionising radiation. Radiation
treatments such as 5 fluorouracil(5FU) and folinic acid can be used to kill the malignant cells
(Nakagaki & Himoto, 1997, cited in Lunn, Hunrell & Campbell, 1999, p. 55). The total
treatment dose which is usually divided for delivery into daily doses, is calculated according
to the tumour volume and the tissue origin. However, at the same time, the deoxyribonucleic
acid (DNA) in all cells including normal cells has an effect on the replication-inhibited cell
division. This damage can be reduced by the use of sophisticated diagnostic imaging
technology to direct radiotherapy to the tumour. The skin of patients is marked to ensure the
consistency of the treatment (Lunn, Hunrell & Campbell 1999).
The aim of radiotherapy in the pre-operative period is to reduce the size of the tumour, making
it smaller and eliminating micro metastasis disease. Some patients who are reported to be at
high risk of residual disease will also receive radiotherapy after the operation. Radiotherapy
can also be used for relieving symptoms in advanced colorectal cancer patients who have not
received radiotherapy to the pelvic area (Lunn, Hunrell & Campbell, 1999). Unfortunately,
patients suffer from the adverse effects of radiation to the pelvic area, which include fatigue,
cystitis, diarrhoea, an inflamed rectum, and haemorrhoids (Dest, 2000).
Chemotherapy is a treatment for all stages in many kinds of cancer. This treatment uses
cytotoxic chemotherapy drugs to cause anti-tumour effects through individual cancer cells
(Priestman, 1989 cited in Lunn, Hunrell & Campbell, 1999, p. 56). These drugs can be
classified by their biochemical action into five groups: alkylating agents; antimetabolites;
anti-tumour antibiotics; vinca-alkaloids and plant derivatives; and miscellaneous agents
(Priestman, 1989; Tortorice, 1997; Sikora & Halnan; Wikes et al, 1997, cited in Lunn, Hunrell
& Campbell, 1999, p. 56). Cytotoxic chemotherapy drugs can be administered in a variety of

forms including intravenous, oral, intramuscular, intra-arterial preparations (Priestman, 1989,
cited in Lunn, Hunrell & Campbell 1999, p. 56).

Neo-adjuvant chemotherapy is the use of chemotherapy in the pre-operative period in order to
reduce the tumour before an operation and minimise the degree of surgical invasion (Lunn,
Hunrell & Campbell, 1999). This treatment may improve the prognosis of the disease in some
patients (Giannini, 1994, cited in Lunn, Hunrell & Campbell, 1999). It can also be used as an
early treatment for the micro metastases to promote a good response to other treatments
including surgery (Hellman & Vokes, 1997, cited in Lunn, Hunrell & Campbell, 1999, p. 56).

Adjuvant chemotherapy entails the use of chemotherapy in combination with surgery or
radiotherapy. This kind of treatment aims to treat the metastases, and is used when patients
have greater growth of tumour, greater oxygenation and fewer resistant younger tumours, all
of which indicate that the patients are likely to be more responsive to chemotherapy (Lunn,
Hunrell & Campbell, 1999).

Sometimes chemotherapy is used to improve the duration and quality of life in patients who
are in the advanced stage of the disease (Seymour, 1998, cited in Lunn, Humell& Campbell,
1999, p. 56). The majority of patients usually receive cytotoxic drugs before they experienc~
symptoms of the advanced illness. Patients who receive chemotherapy often experience severe
adverse effects such as fatigue, nausea, skin and nail changes, stomatitis, and low resistance to
infection as a result of suppression of bone marrow (Dest, 2000).

Other treatments which have been developed for colorectal cancer patients are immunotherapy
and gene therapy. Levamisole, which has been shown to enhance the immune responses in
mice, is a synthetic phehylimidothiazole which is used for immunotherapy. Levamisole is
used with 5-FU in advanced colorectal cancer. It has not been yet proved itself to be a
successful agent in preventing recurrence (Cohen, Minsky & Schilsky, 1997).

Gene therapy is considered to replace the p53 or APC gene in patients who have colorectal
cancer resulting from the mutation mentioned above. Dunlop (1 997) concluded that the APC
gene exhibits anti-tumour activity in animal studies, whereas the replacement of p53 is useful
in sensitising cancer cells.

Treatment for colorectal cancer patients in Thailand

Some Thai specialist physicians have been trained in western countries in the provision of
treatment for colorectal cancer patients. Moreover, participation in conferences and training
programs encourage Thai specialists to share their knowledge in this field and to adopt the
National Comprehensive Cancer Network (NCCN) guidelines (2002) which are used in
western countries (Sirichainan et al., 2005). Therefore, patients in Thailand now receive
similar treatment to that in other Western countries. That treatment includes both surgery and
adjuvant therapy.

However, the chances of a colostomy creation in Thailand are higher when compared with the
rate in western countries such as Australia. There are two main reasons for these. Firstly,
unlike Western countries, the location of tumours in Thais is mainly in the rectum which
would usually necessitate a colostomy. Secondly, Thai patients normally present at hospital
for the first time when the disease has already progressed to a very serious stage which would
require a colostomy for palliative treatment (Hanucharurnkul, Jirajarus & Ratanatharathorn,
1997). This latter characteristic is noted by Hanucharurnkul, Jirajarus and Ratanatharathorn
(1997), who reported that Thai patients thought the symptoms they experienced, for example
changes in their bowel habits, were not symptoms of the disease. Thus, they did not go to visit
a doctor until they had severe pain.

Most colorectal cancer patients first come to hospital when the disease has already become
invasive. Surgical treatment, therefore, can cure only 20 per cent of patients: palliative care
can assist about 59.6 per cent. For the remaining 17.7 per cent of patients, surgical treatment
is not possible (Jesada & Chanvit, 1984 cited in Rojanasakul, 1999, p. 60). In 1996, 34 out of
104 patients who came to Songklanagarind hospital were treated by the creation of a
colostomy. In contrast, this method is used for only 2.6 per cent of patients in Western
Australia (Semmens, Platell, Threlfall, & Holman, 2000).

Wathanaprasan (2002) reviewed the medical records of Vachira Phuket Hospital during the
period 1995 to 2002. He found that there were 103 colorectal cancer patients with the ratio of
male to females at 1.24:1. Most patients were aged between 50 and 80. A majority of patients

had tumours at the rectum, the left side of the abdomen and the right side of the abdomen.
Only 89 out of 103 patients had the curative operation. The remaining patients were treated
palliatively.

Sirichainan et al. (2005) indicated that Ramathibordi Hospital has provided adjuvant treatment
for colorectal cancer patients, including chemoradiotherapy for advanced rectal cancer, for
more than five years. This regimen follows the National Comprehensive Cancer Network

(lVCCN) Guidelines (2002) which indicate that rectal cancer patients whose tumour invades
through muscle layer, subserosa or other organs, whether the lymph node is involved or not,
should receive adjuvant radiotherapy and chemotherapy, either preoperative or postoperative.

Sirichainan and colleagues (2005) reviewed medical records of patients who received
chemotherapy and radiotherapy at the preoperative period between 1998 and 2003. They
pointed out that all patients had an abdominal CT scan before and after adjuvant therapy, and
then five to six weeks later completed their adjuvant therapy.

Sirichainan and colleagues (2005) described adjuvant therapy provided at Ramathibordi
Hospital during both the pre-operative and the post-operative period. In the period before the
operation, colorectal cancer patients received 5-FU-based treatment, with or without
leucovarin, and this was followed by pelvic radiotherapy. Then patients who received a
course of radiotherapy underwent a curative operation. Moreover, these patients would have
had the sphincter-preservation surgery performed when it was appropriate. Other patients
whose tumours were still large received chemotherapy and radiotherapy instead of undergoing
the operation. After the operation or chemotherapy, patients receive 5-FU based
chemotherapy. Sirichainan et al. (2005) concluded that 11 out of 12 patients were at the
advanced stage. Their overall response rate was 41.7per cent. All patients who had tumours
in the lower rectum, and one with the tumour in the middle rectum, had a colostomy.

In conclusion, the incidence of colorectal cancer has been increasing as a result of the change
in diet from traditional Thai food to a more Westem-style diet. Colorectal cancer itself is a
life threatening disease with serious symptoms. Colorectal cancer patients normally receive a

combination of treatments including surgery, radiotherapy and chemotherapy and suffer from
the adverse effects of these treatments. Most Thai people still do not have enough awareness
of the disease, particularly with regard to prevention of the disease and essential screening
tests. In Thailand, the percentage of colorectal cancer patients who are under the age of 50 is
higher than in Western countries and only half the patients live longer than five years after the
treatment. Thai patients are more likely to have a colostomy because of the location of the
tumour and the advanced state of the disease when they present diagnosis and treatment.

Section 2.2: The impact of colorectal cancer and a colostomy
Colorectal cancer patients who have undergone a colostomy operation suffer not only from the
disease itself, but also from the impact of the colostomy, which results in changes to their
body image and changes in bowel function. These changes lead to changes in their
psychosocial life.

2.2.1 The physical impact
Colorectal cancer patients who have a colostomy face the problem of physical changes
including changes in faeces and defecation routines and practices. There are also risks
associated with the cleaning and preparation of appliances, the kinds of food consumed, and
the level of consumption, as well as complications at the colostomy site and possible sexual
dysfunction.

After a colostomy has been created and a part of the colon has been cut out, the way in which
the patient defecates and the appearance of the faeces change. Normally, water and specific
electrolytes are absorbed when the faeces pass through the colon (Rolandeli & Roslyn, 1997).
However, the shortened colon affects the appearance of the faeces that are excreted from a
colostomy. Semi-fluid stools will be excreted from a colostomy at the transverse colon,
whereas formed faeces may well be excreted from a colostomy created from the sigrnoid
colon. For patients who have had a colostomy, flatus, diarrhoea and constipation will be more
irregular and potentially embarrassing than for people who have normal bowel anatomy
(Elcoat, 1986).

According to Rolandeli and Roslyn (1997), the frequency of defecation in colostomy patients
differs from person to person. However, Rolandeli and Roslyn also indicated that the
frequency of evacuation can be regulated by diet. Patients with a colostomy have to eat
healthy food and a high fibre diet to aid the formation of stools (Black, 1998).
The most common problem for patients with a colostomy is peristomal hernia, which is causcd
by a weakness in the abdominal muscle in most elderly patients (Black, 1998). Prolapse of the
stoma is more common in patients who have undergone an emergency operation. Stenosis
may be caused by the scar tissue. Retraction of the stoma may occur if the skin surface is
under tension, or if there is inadequate fixation of a stoma and the patient gains weight after
the operation. Patients may suffer from sore skin if the epidermis is damaged by constant
exposure to moisture, or by stripping adhesive material from the skin.
Follick, Smith and Turk (1 984) pointed out that the most frequent technical problem resulting
from taking care of a colostomy and other openings (ostomies) was skin problems (57 per
cent, N=13 1) followed by irrigation (38 per cent), leakage (38 per cent), the appliance (37 per
cent) and odour (37 per cent). Moreover, Semmens, Platell, Threlfall and Holman (2000)
reported that 6.5 per cent of colorectal cancer patients came back to the hospital with
anastomotic leakage. Postoperative infection occurred in 8.3 per cent of all patients who
returned to the hospital. Nearly twice the number of patients with rectal cancer as opposed to
colon cancer were readmitted for reasons other than chemotherapy and radiotherapy
(Semmens, Platell, Threlfall & Holman, 2000).
Sexual problems are also cause for concern in colorectal cancer patients with a colostomy.
The formation of a colostomy may not only create physical limitations on sexual activity, but
also produces an emotional effect in many instances (Golis, 1996). Yarbro (1999) maintains
that patients who have undergone low anterior resection or abdomino-perineal resection
experience the highest percentage of sexual problems compared with those who had a high
anterior resection. Some 65 per cent of men who were sexually active pre-treatment became
inactive; 50 per cent were unable to ejaculate; and 45 per cent reported erectile dysfunction. A
study by Wade (cited in Black, 1994b, p. 707) showed that 30.2 per cent of stoma patients

experienced a complete loss of libido and 6.3 per cent some reduction of libido. In addition,
some patients felt embarrassed to ask questions about sex and were not given opportunities to
talk about this matter.

In addition, colorectal cancer patients with a colostomy have other problems in daily living,
including learning how to adapt basic instructions to their individual body, wearing the
appliance in the bathtub, and going swimming. Northouse, Schaefer, Tipton, and Melivier
(1999) found that 80 per cent of patients and spouses reported changes in lifestyle after
diagnosis while 57 per cent of patients experienced more changes in functional ability,
particularly in regard to managing their colostomy care and symptoms such as diarrhoea
(Northouse, Schaefer, Tipton, & Melivier, 1999).

2.2.2 The psychosocial impact
Patients who are diagnosed with colorectal cancer can also suffer from emotional problems,
and psychosocial problems related to treatment including fear, anxiety, depression,
hopelessness and loss of control (Dest, 2000; Northouse, Schaefer, Tipton, & Melivier, 1999).
The majority (85 per cent) feel fear about having a colostomy and delay seeking therapy
(Beart, 1994).

After having an operation for an ostomy, patients face many problems related not only to the
change in their physical condition such as altered function of the bowel, but also to
psychological problems, for instance, body image and altered self-concept (Trunnell, 1996).
The removal of a part of the colon results in such changes as loss or alteration of sexual
attractiveness and function; disfigurement and scarring (Bycroft, 1994).
Elcoat (1 986) indicated that patients with a stoma may suffer from psychological effects
resulting from their altered body image. These effects include low self-esteem, poor selfconcept, a tendency to become obsessional, denial, phantom rectum, repression, psychosocial
problems and psychosexual problems.

The most serious psychological effect of a colostomy relates to the change in body image
(Dest, 2000). Body image is the mental picture that a person has of his or her own body
appearance and is central to self-concept and self-esteem (Gorman et al, 1989). According to
Price (Bycroft, 1994), body image comprises body reality; the construction of the ideal of the
body; the imagination of one's body and body presentation. Body image changes over time,
particularly when a person has an illness or surgical treatment, which affects hislher
appearance. Colostomy creation, therefore, is one of the major causes of altered body image
which can lead to serious psychological consequences affecting a person's quality of life.

Changes in body image cause anxiety resulting in patients using a variety of coping
mechanisms to deal with their altered body image (MacGinley, 1993). Newell (1999)
suggests that altered body image elicits fear-avoidance behaviour in patients who have
disfigurement. The model of fear-avoidance behaviour occurs when patients withdraw from
activities or events that are expected to cause pain (Lethem, Slade, Troup & Bentley, 1983,
cited in Newell, 1999, p. 1233).

Although there are many references to body image, no specific studies appear to have been
conducted on the relationship between colostomy and body image. It is useful, therefore, to
examine studies which deal with the effect on body image of other populations, for example
mastectomy patients. Clearly, mastectomy is an operation which has a major effect on body
image. Reaby and Hort (1994) conducted research on breast cancer patients who had had
mastectomies and who wore external breast prostheses compared with women who had not
undergone a mastectomy. The results of the research showed that a mastectomy results in
psychiatric morbidity caused by altered body image and suggested that health professionals
should not make assumptions about the psychological response of women to mastectomy.

Mihalopoulos, Trunell, Ball and Moncor (1994) found that there was little difference between
men and women who were older than 50 years in the negative psychological impact of having
an ostomy. However, in their study, men experienced difficulty with emotional adjustment,
particularly depression, which it was found to be twice the rate of that among women.

Deeny and McCrea (1991) studied stoma care from the perspective of the patient.
Six newly diagnosed patients in America who had a stoma were asked about their needs in
four categories: biophysical, psychological, socio-cultural and interpersonal needs. The
results of this study showed that psychological needs, such as the need for information about
the size of the stoma, the need for support to maintain self-esteem and self-concept and
autonomy are primary. It is impossible to separate the body from the person. In addition, they
mentioned the frightening experience of first seeing the colostomy, and the embarrassment
caused by odour and leakage (Deeny & McCrea, 1991). All patients (N=6) emphasised their
need for more information about the surgery. Patients also felt that it would be beneficial if
there were someone to talk to and answer their questions before having the operation. To
meet this need, the study concluded that a good relationship between patients and nurses is
essential (Deeny & McCrea, 1991).

The findings of Wade's study thus confirm those of Deeny and McCrea which showed that
'one-quarter of colostomates were assessed as anxious or depressed; 6 per cent were severely
depressed and 5 per cent had contemplated suicide' during the period of 10 weeks following
the surgery (Wade, 1990). Patients who had encountered more leakage from an appliance than
others experienced more anxiety andlor depression. Wade's study also showed that 25 per
cent of the patients who were anxious at 10 weeks after surgery died after a year, and 13 per
cent died within a year. Wade did not suggest specific reasons for these deaths.

Following a colostomy, there is an identified tendency for most colorectal cancer patients to
reduce the level of social engagement with others. Some express strong feelings of
uncertainty and stigmatisation. This social impact is obviously closely related to the
psychological changes described above.

Every society has established ways of categorising people as normal (Breckman, 1981).
When patients think they do not have a normal appearance after having a colostomy, they feel
they do not conform to the stereotype of what a 'normal' individual should be. This can lead
to stigmatisation of this group of patients (Breckman, 1981). Mihalopoulos, Trunell, Ball
and Moncor (1 994) indicated that patients with a colostomy, particularly men who

were older than 50 expressed difficulties with social interaction afterwards and tended to
withdraw socially from others.

Follick, Smith and Turk (1984) reported that 34 per cent of patients with ostomy expressed
anxiety in social situations and 28 per cent of patients were fearful of the reaction of others to
their ostomy. In addition, Northouse, Schaefer, Tipton, & Melivier (1999) reported that 27 per
cent of colon cancer patients described a change in social activity (reduction in the level of
sociability) and 20 per cent of patients revealed that there had been a change in their role in
their relationships with other people since the surgery.

In conclusion, colorectal cancer patients who have a colostomy suffer from many physical,
psychological and social changes in their lives. Longitudinal studies such as the present one,
about the ways in which colorectal cancer patients who have a colostomy cope with these
changes in their lives and the outcomes of coping, are therefore clearly important and serve to
inform both healthcare professionals and the patients affected.

2.2.3 The spiritual impact
There are many definitions of spirituality. One was provided by Taylor (2002), who defined
spirituality as an innate, universal aspect of being human, which integrates, motivates,
energises, and influences every aspect of a person. In another definition of spirituality,
Renetzky (1979, cited in Ronaldson, 1997, p. 12) included as facets of spirituality, the need to
find meaning, purpose and fulfilment in life and suffering and death, the need for hope and the
will to live, and the need for belief and faith in self, others and God.

According to Reed (1992), there are different levels of spirituality. People experience a sense
of relatedness which is linked to spirituality through three dimensions; intrapersonally,
through which people have purpose, satisfaction and values; interpersonally, through which
people express giving and receiving in relationships; and transpersonally, through which
people express the link between themselves and a higher being. Spirituality manifests itself in
the ways in which a person relates to self, to others and to that which is transcendent, as well

as in the ways in which groups of people relate among and within themselves (Taylor, 2002).

Spirituality is linked with nursing care for two reasons (Ronaldson, 1997). It is a profound
and central aspect of the existence of many people, and is therefore an important component of
holistic care (Ronaldson, 1997; Narayanasamy, 2002). In addition, spirituality plays an
important part in the power of recovery, and the ability to cope with and adjust to varying
states of health and illness (Oldnall, 1995; Reed, 1992; Ross, 1994). Therefore, it is crucial
for nurses to be sensitive to the spiritual needs of patients who are in crisis (Ronaldson, 1997;
Narayanasamy, 2002).

Aldridge (1987, cited in Narayanasamy, 2002, p. 1461) concluded that when people learnt
about the diagnosis of chronic illness, there was a critical point of transition which demanded
significant changes in lifestyle. At the same time, people normally express their spiritual
needs (Taylor, 2002). For example, patients suffer from spiritual distress when searching for
the meaning of illness as manifested by the question 'why me?' or they are unable to fulfil
religious requirements. For example, they feel they are disobeying Allah's commands when
they cannot kneel to pray as usual (Taylor, 2002). Moreover, some patients express their
spiritual concerns during a period in hospital; they express anger towards God, grief and
anticipatory grief, and fear of dying and the afterlife (Taylor, 2002).

The recent study of Narayanasamy (2002) aimed to describe the life experience and spiritual
coping mechanisms in patients who have chronic illness. The subjects in the Narayanasamy
(2002) study were adults who had had chronic illness for six months or longer. The majority
was Christian; the minority was Hindu, and the remainder had no specific religion. After a
process of phenomenological method analysis, five themes emerged: reaching out to God in
the belief and faith that help will be forthcoming, feeling connected to God through prayer, a
search for meaning and purpose, a strategy of privacy, and connectedness with others.

It is interesting that there is only one research study on spirituality in colorectal cancer
patients. Femsler, Klemm and Miller (1999) studied the relationship between spiritual wellbeing and the demands of the illness of colorectal cancer patients. They defined 'demand

of illness' as "the perception of the changes in environment, the changes in family and work
roles, and the pressure that alters internal processes such as decision making" (Fernsler,
Klemm & Miller, 1999, p. 135). Fernsler and colleagues (1999) concluded that subjects who
reported higher levels of spiritual well-being experienced significantly lower changes in their
physical symptoms and treatment. Fernsler and colleagues (1 999) suggested it is important for
nurses to assess the needs and plan to fulfil patients' spiritual needs.

To sunmmarise, being diagnosed with colorectal cancer and having to have a colostomy for
the rest of their lives might have had a major physical, psychosocial and spiritual effect on the
participants in the current study. The data collecting process allowed the researcher to explore
this impact during the period of in-depth interviews. Such knowledge will add valuable
information to the field and will be contribution to improvements in nursing field.

Section 2.3: Nursing care for colorectal cancer patients with a colostomy
2.3.1 Physical nursing care
For approximately three days after recovering from the post-operative period, patients are
normally encouraged to observe how nurses change the appliance and to learn about living
with a colostomy. The patients and their partners or spouses are then encouraged to
participate in the procedures, including the preparation of the equipment, changing and fixing
the appliance, and disposing of the used appliances (Black, 1994a). Patients may also learn
how to irrigate a colostomy when they want to solve a problem, for example, changing the
appliance during the day and/or releasing air when flatus develops (Hughes & Kyte, 1969).
Patients who have undergone a colostomy operation are at risk of general complications, such
as haemorrhage, shock, thrombophlebitis, pulmonary embolism and sepsis, similar to other
persons who undergo abdominal surgery (Bradley & Pupiaies, 1997). These patients may also
experience other complications, such as paralytic ileus, intestinal obstruction, anastomotic
leak, stoma necrosis and mucocutaneous separation (Bradley & Pupiales, 1997).

Nurses, therefore, need to prepare patients for the possibility of these complications. Nurses
need to observe patients carefully, so that they can provide appropriate interventions.
Paralytic ileus, for example, occurs during the period before the peristalsis improves. Patients
who have paralytic ileus suffer from a range of symptoms including a distressful sense of
fullness or bloated abdomen, absence of bowel sounds, failure to pass flatus or stools and
nausea and vomiting (Bradley & Pupiales, 1997). Patients in this group need to be supplied
with a gastric tube to decompress the abdomen for two to three days.

Bradley and Pupiales (1997) stated that intestinal obstruction could occur in a colostomy
patient as a result of adhesion. Symptoms depend on the location of the adhesion and the level
of obstruction. If the adhesion occurs in the small bowel, patients will have nausea and
vomiting. If an obstruction occurs in the large bowel, patients will suffer from abdominal
distension. This complication can be resolved by the use of a nasogastric or small bowel tube
which is connected with a suction machine (Bradley & Pupiales, 1997). In some cases, an
emergency operation is needed.
Patients sometimes suffer from an anastomosis leak (Bradley & Pupiales, 1997). This
complication is caused by the use of steroids, malnutrition, surgical techniques or infection.
Patients feel abdominal distension and notice leakage of urine or stools from the drain or
incision. In this case, patients require further surgery. Stoma necrosis occurs as a result of
inadequate blood flow to the distal bowel or a stoma within a period of five days after the
operation. It is noticed that a stoma becomes dry, firm or flaccid, and its colour is dark red,
purplish or black. Patients are required to undergo an operation to prevent perforation and
peritonitis (Bradley & Pupiales, 1997).
Mucocutaneous separation is an immediate complication that occurs when the suture line is
broken down. It is a result of long term corticosteroid use, malnutrition or inappropriate
suture techniques, infection or abdominal radiation therapy. It is the nurse's role to give
support, identify the causes and dress the wound. Surgery is required when there are
symptoms of peritoneal contamination or sepsis (Bradley & Pupiales, 1997). A nurse can
detect the complications referred to above by assessing the stoma. To do this, the nurse

needs to be familiar with the type of stoma, and be able to recognise a healthy stoma,
identify a protruding stoma, observe the location of the stoma, and record the size of the stoma
as well as the output from the stoma (Bradley & Pupiales, 1997).
Bradley and Pupiales (1997) indicated that patients who have a colostomy are at risk of skin
problems including mechanical breakdown, chemical breakdown, and stoma irregularities.
They also suggested that nurses need to help patients who have these problems. Raw, moist
and painful skin which are signs of mechanical breakdown are caused by the too frequent
removal of the pouch. Nurses should advise patients that it is not necessary to remove the
pouch with each bowel movement. Erythema, discomfort and pain in the skin around the
stoma are signs of chemical breakdown caused by irritation by stools or urine. Nurses should
tell patients to use appropriate solvents when attaching a pouch. The solution to stoma
irregularities such as leakage and prolapsed stoma lies in choosing appropriate appliances. If
patients have stenosis, the nurse needs to report to the physician immediately.
Patients may be concerned about feelings of thirst, dry, decreased skin turgor (tissue tension),
muscle weakness and abdominal cramps, all of which are signs of fluid and electrolyte
imbalances (Bradley & Pupiales, 1997). Such patients have to drink two or three quarts of
fluid each day including fluids rich in sodium and potassium such as juice or electrolyte added
fluid. After surgery, the wound normally takes five to nine days to heal. Dietary
considerations are essential knowledge for patients with a colostomy. Patients should be
aware that they need to chew thoroughly and avoid foods that easily upset the stomach.
Patients should also be advised of the need to keep a good food diary and add new foods one
at a time (Bradley & Pupiales, 1997).
Most patients are concerned that a colostomy will create odour and gas. To prevent this
problem, patients need to avoid the causes of flatus, for example, smoking or chewing gum,
skipping meals and drinking beer (Bradley & Pupiales, 1997). Black (1 998) offered some
positive guidelines for this group of patients with regard to food consumption. These included
avoiding eating too little, eating three meals a day at regular times, having a balanced diet and
being aware of which kinds of food cause difficulty (Black, 1998). Generally, patients should

be informed about the kinds of foods which may cause problems such as flatus, foul odour,
diarrhoea and constipation. Vegetables and rice, for instance, may cause flatus and pain
(Black, 1994b). Onions, green sprouts and pulses may also cause excessive flatus (Bradley &
Pupiales, 1997). Odour is normally caused by leaking and foul odour may be caused by
asparagus, broccoli, cabbage, Brussels sprouts, eggs, fish, garlic, cauliflower, cucumber,
mushrooms, peas and cheese (Black, 1994b; Bradley & Pupiales, 1997). Fruit, fruit juices,
chocolate and mints (with sorbital) may cause a liquid output (Black, 1994a). Yoghurt,
buttermilk and cranberry juice, on the other hand, are useful because they help to reduce
flatulence and odour (Black, 1998; Bradley & Pupiales, 1997). Furthermore, some appliances
contain odour barriers such as charcoal or deodorisers (Bradley & Pupiales, 1997).

Patients who have an abdominoperineal resection may experience a loss of sexual
performance (Bradley & Pupiales, 1997). Men may be unable to ejaculate or have an erection.
Nurses should make recommendations to their patients about medication that promotes
erection, and discuss the possibility of penile implants with them. Women, on the other hand,
may experience diminished lubrication, which causes discomfort during vaginal intercourse.
Nurses may suggest water-based lubricants, and reassure patients that they do not have to give
up sex (Bradley & Pupiales, 1997). It is important, however, for nurses to help patients adapt
to different and more appropriate ways of continuing their sexual experience.

As previously stated, both the radiotherapy and chemotherapy that patients receive as adjuvant
therapy cause adverse effects. Nurses, therefore, have to be aware of these effects as well as
any specific symptoms, and provide appropriate care for them.
The effects of radiotherapy and cytotoxic drugs are predictable. Nevertheless, they vary from
person to person (Campbell, 1999b). One common side effect for most patients is bone
marrow suppression which results in anaemia, thrombocytopenia and neutropenia (Campbell,
1999b). Thus, nurses have to inform patients about the risks associated with having an
infection, and the ways in which they can monitor their temperature and other signs of

infection (Campbell, 1999b). Patients have to have a complete blood count on a regular basis,
and a check for normal bacterial flora (Campbell, 1999b).
The gastrointestinal tract is sensitive to cytotoxic drugs, and may create symptoms such as
diarrhoea and ulceration or mucositis (Campbell, 1999b). Moreover, diarrhoea also occurs as
an effect of a high dose of radiotherapy (5-FU) following abdominal surgery. Diarrhoea
causes numerous problems, particularly for patients with an ostomy. Nurses have to advise
patients about the possibility of having diarrhoea and of the need for a change in habits, for
example, a change to a semi-solid diet, the need for increased attention to skin care, increased
fluid intake, and the need for anti-diarrhoea drugs (Campbell, 1999b). Most patients who
receive chemotherapy (5-FU) suffer from mucositis. It is important, therefore, for nurses to
advise them about taking care of oral hygiene to prevent infection (Campbell, 1999b).
One of the effects of receiving the 5-FU chemotherapy drugs is Palmar-Planter syndrome
(Campbell, 1999b). Palmar-planter syndrome is a condition in which the palms of the hands
are inflamed and sore, and the feet feel as though they are walking on hot coals. Nurses have
to advise patients to report their symptoms immediately, if these symptoms appear. Patients
are required to take pyridoxine (vitamin B6) every day to prevent blistering and desquamation
of affected areas.
Skin changes occur as a reaction to radiotherapy and are located at the area that has been
directly exposed to radiation. Nurses have to advise patients to apply a suitable emollient
cream, and radiotherapy may have to be reduced while the skin recovers.
As Campbell (1999b) has also stated, fatigue is a common complaint in patients who receive
adjuvant treatment. The severity of fatigue depends on the site of the treatment as well as the
dose involved. Fatigue also results from bone marrow suppression as well as anaemia and/or
diarrhoea. Nurses have to find the causes of a patient's fatigue. If fatigue occurs as a result of
anaemia, a blood transfusion is essential. It is also important for nurses to realise that patients
may need to take short naps during the day (Campbell, 1999b).

2.3.2 Psychosocial nursing care

In the United Kingdom, Nichols (2005) noticed that patients admitted to the renal unit and
their partners experienced emotional suffering from inadequate information and emotional
care. Nichols (1993) explained that this might be because of the influence of 'medical style'.
He also elaborated the conflict that physicians might have when they treat patients suffering
from severe illness. Physicians might develop defensive strategies to reduce their tension by
denial, distancing and blocking of personal feeling. For the nursing profession, Nichols
indicated that nurses who seemed to be abnormally cold and unfeeling tended to be more
detached from their patients.
Nichols (1993) stated that nurses who took care of patients with psychoIogical problems such
as worry and depression, also experienced anxiety. He referred to Menzies (1970) who
pointed out that the level of anxiety for nurses relates to the level of their relationship with
patients. Moreover, the shift system and rotation of duties also produce distancing effects and
as a result nurse may tend to minimise the level of their relationship with patients.
Nichols (1993) indicated that a nurse is a suitable person to provide psychological care for
three reasons. Firstly, the number of psychologists is inadequate in comparison with the
number of patients. Secondly, nurses can provide care with collaboration from
psychotherapists and social workers. Lastly, nurses are the largest group of healthcare
professionals in hospitals, and also the only professionals who have contact with patients on a
day-to day basis. Nichols (1993) also pointed out that psychological care should cover
monitoring of both the psychological state and the psychological needs of patients. Nurses
can do such monitoring by observing their patients and ensuring that appropriate actions are
taken to maintain their psychological health.
Four functions were recognised by Nichols (1993) as being part of psychological care. The
first function is the provision of information and educational care to patients, their partners
and their families. The second function is the provision of emotional care by inquiring about
the well-being of patients and making time available to listen to their concerns and assess their
emotional state. The third function of nurses in providing psychological care is counselling.

Counselling is more concerned with the appropriate approach to patients rather than the
provision of specific advice. For example, patients should be encouraged to talk through
issues. The last function is advocacy. Nurses have to be advocates for their patients' needs
and negotiate with other health care providers on behalf of patients.

2.3.3 Spiritual nursing care
Spiritual care is a very significant aspect of nursing practice which nurses need to provide to
patients since patients know that the diagnosis of 'cancer' is a threat to their lives.
Commonly, nurses exercise assessment, planning, implementation and evaluation, to provide
spiritual care for each patient.

Ronaldson (1997) suggested that discussion with patients and

listening to patients are essential in nurses' assessment of patients' spiritual needs. She also
indicated that by creating depth in the caring relationship and showing integrity encourage
self-disclosure on the part of patients. Finally, nurses need to evaluate whether the patients'
spiritual needs have been met (Ronaldson, 1997).

When patients are faced with the crisis of illness, they are at risk of suffering 'spiritual
distress'. At this stage patients express feelings of abandonment by God or doubts about
religious or spiritual beliefs (Taylor, 2002). Nurses have to ask questions to encourage
patients to speak out. In cases in which nurses may be unfamiliar with the particular religious
beliefs of their patients, it is important for them to call on an appropriate person, such as a
monk or another person with the same beliefs, to help patients express their feelings (Taylor,
2002). In addition, nurses have to facilitate coping strategies which patients will accept, such
as meditation or reading.

Nursing care for patients who express their suffering from illness and come to the process of
searching for meaning is an integration of many types of spiritual care, including being
present, encouraging resiliency, encouraging patient disclosure, responding appropriately and
having strategies to facilitate making meaning (Taylor, 2002).

Taylor (2002) suggested that nurses could promote the spiritual health and well-being of
patients by supporting their rituals, creating rituals, praying with patients, facilitating

meditation and using imagery to enhance rituals.
The context of nursing care in Thailand

The role of nurses

In Thailand, the Thai Professional Nurse Association of Thailand (2005) listed five categories
of nursing activities. Firstly, nurses have to perform tasks in teaching, advising, counselling
and solving health problems. Secondly, nurses also have responsibilities to look after the
physical and psychological well-being of normal pregnant women and their babies at all stages
of pregnancy and the post-partum period. Thirdly, nurses have to do physical examinations,
obstetrics and family planning. Finally, nurses also assist physicians in providing treatment to
clients.
In Thailand, a nurse performs similar functions to a nurse in Western countries, for example
teaching, consulting and using nursing processes. Thai nurses also take up the role of midwife
and perform medical tasks such as injections and specimen collection. Nurses in Thailand,
however, play less of the role of supporter and comforter to the patient than Western nurses
(Chirawatkul, et al, 1997). There are two explanations for this. Thai nurses are very task
oriented; therefore they have less time to give psychosocial support to their patients (Burnard
& Naiyapatana, 2004). Further, Thai nurses hold a less positive attitude towards providing

psychological care to patients, and it is generally thought that consulting patients who have
mental problems is a difficult and time-consuming task (Wattanapailin, 1999).
Nursing and Thai culture

One Thai belief which relates to the nursing profession is that nursing is regarded as a 'making
merit' activity (Burnard & Naiyapatana, 2004). Ekintumas (1999) pointed out that although
there have been initiatives to improve the quality of nursing in the Thai context, including new
nursing curricula, essentially nursing still follows the Western pattern. For example, nursing
educators have translated Western textbooks rather than writing their own textbooks
(Ekintumas, 1999). As a result of this, problems occur from the conflicts between nursing
theories and cultural concepts.

An increased number of nursing studies are being conducted with respect to Thai culture (for
example, Pongyart,1999; Subgranon & Lund, 2000; Tongprateep, 2000; Songwathana, 2001).
Pongyart (1 999) developed Buddhist meditation training to relieve anxiety in colorectal cancer
patients. Subgranon and Lund (2000) studied the process adopted by Thai caregivers in
looking after their elderly relatives who suffered from a stroke. Tongprateep's (2000) study
focused on the essential elements of spirituality in rural Thai elders, and Songwathana's
(2001) study examined the cultural construction of AIDS care at home in the southern part of
Thailand.
Nursing education in Thailand

Nursing education in Thailand was first established in 1869 (Anders & Kunaviktikul, 1999;
Ekintumas, 1999; York, Bhuttanvas & Brown, 1999; Burnard & Naiyapatana, 2004). At that
time, the curriculum aimed to provide a one year study of pregnant women and infant care and
an additional one year practicum in assisting patients in their daily activities such as meal
preparation, massage, vaccination, and sewing (Anders & Kunaviktikul, 1999; York,
Bhuttanvas & Brown, 1999). Three years of elementary school was the requirement for
entrance to the nursing program (Anders & Kunaviktikul, 1999; York, Bhuttanvas & Brown,
1999). Foreign physicians were lecturers. This made nursing the first education-based
occupation for women at that time (Ekintumas, 1999).

The development of nursing education from 1925 to 1935 was supported by Prince Mahidol of
Songkhla, one of King Rama V's sons, who received his medical education at Harvard
University in Massachusetts, USA (Anders & Kunaviktikul, 1999). He arranged for
government scholarships supported by the Rockefeller Foundation, for nursing students to
study abroad in countries such as China, the Philippines and the United States (Ekintumas,
1999; York, Bhuttanvas & Brown, 1999). York, Bhuttanvas and Brown (1999) indicated in
their review that Prince Mahidol of Songkhla also invited two professional nurses from the
United States to develop and teach new nursing curricula in Thailand. These two foreign
nurses strengthened the nursing profession by raising the educational requirement for entry to
the tenth grade and the period of studying for nursing to three years, with six months in
midwifery.

A typical baccalaureate nursing curriculum is a four year program in which students are
required to compete 150 credits, including 30 credits in general education, 90 credits in core
education and three or more elective subjects (Anders & Kunaviktikul, 1999). Nursing
students normally complete basic science courses before entering nursing courses. The
Baccalaureate nursing course in Thailand consists of the Fundamentals of Nursing, Nursing
Care for Adults, Geriatric Nursing, Psychiatrics and Mental Health Nursing, Obstetrics and
Gynaecology, and Public Health Nursing (Anders & Kunaviktikul, 1999). Nurses can choose
their special interest when they enter the course for continuing education and study in the
Master's Degree Program. The areas of specialisation are Maternal and Child Nursing, Public
Health Nursing, Medical and Surgical Nursing, Mental Health and Psychiatric Nursing
(Tantipalacheewa, 1998).
Teaching and learning process to help patients to cope

There are currently sixty-three nursing institutions that offer baccalaureate degree programs
and most curricula are moving toward a community-based focus, while a hospital-based
concept still remains (Burnard & Naiyapatana, 2004). Thai nurses spend half their time on
medical tasks, and want to move away from a medical model towards a 'nursing-as-caring'
model. In this way nurses would spend more time understanding patients' needs.
Two examples of nursing curricula were obtained from Bromrajchonanee Narathiwat Nursing
College (Praboromarajchanok Institute Health Workforce Development, 2002) and the Faculty
of Nursing, Burapha University (2002), in Thailand.
The curriculum which is used at Boromrajchonanee Narathiwat Nursing College was
developed by the Praboromrajchanok Institute Health Workforce in 2002. This curriculum is
used in other nursing colleges around Thailand. The students who are studying in the nursing
program at Narathiwat Nursing College are now entering the third year and have studied
subjects that are related to psychological care as shown in Table 2.3.

Table 2.3
Subjects and topics related to helping patients to cope at Boromrajchonanee Narathiwat
Nursing College

Year of study

Subject

Topics

First year

Psychology

Emotions, IQ, stress, coping and
defence mechanisms

Personality Development and

Development of the personality

Emotional Quotient
Second year

Basic concept, Nursing Theories

The concept of nursing, nursing

and the Nursing Process

care, nursing techniques, theories
of nursing including the Roy
Adaptation Model

Third year

Teaching and Counselling in

Techniques in teaching and

Health

counselling

Nursing Care of Persons with

Theories of psychiatric care and the

Mental Illness

role of nurses, nursing care for
children, teenagers, adults and
elderly people who are at risk of
mental health problems, for
example, anxiety, emotional crisis
and the application of Thai culture
in helping patients to cope

Source: Praboromrajchanok Institute Health Workforce, 2002
Another cumculum used in the Faculty of Nursing, Burapha University includes two topics on
the psychological care of patients under stress. The first topic is 'Stress and coping', which is
entailed in the subject of 'Health Care for Acute Illness I' for second-year nursing students.
Students who are studying in the 'Stress and coping' course discuss many sub-topics such as
stress and coping in the family and community, the Roy Adaptation Model, Thai culture and

coping, and stress management. The second subject is 'Nursing care for Critical Illness'.
Third-year nursing students study counselling techniques and practice how to provide
counselling to patients. Nursing students are expected to apply their knowledge in this topic
when they go for practical experience in a hospital. The content of these two subjects is shown
in Table 2.4.

Table 2.4

Subjects and topics related to helping patients to cope at Burapha University
Year of study

Subject

Topics

Second year

Health Care for Acute Illness I

Stress and coping, helping patients to
cope with their problem by using a
variety of techniques including
biofeedback, meditation and the
application of coping techniques
relevant to Thai culture

Third year

Nursing care for Critical Illness

Counselling techniques and
application

Source: Faculty of Nursing, Burapha University, 2002

Although these two institutes have different curricula, both include the nursing care of patients
who are under stress during times of illness and ways of helping these patients. Both also
provide basic knowledge of stress and coping for second-year students. Students from both
institutes are expected to integrate their knowledge of stress and coping through the use of the
nursing process in the practice setting. Both institutes take into account Thai culture in
discussing coping strategies, as reflected in the topics and subtopics of the curriculum.
Moreover, it is notable that nurse educators pay more attention to mental health care than in
the past and they integrate the cultural context into nursing care through the application of
psychology and counselling.

A closer comparison of the two curricula shows that the curriculum used in Boromrajchonanee
Narathiwat Nursing College seems to propose other basic knowledge for nursing students
during their first year. The second year nursing students learn and practise counselling skills,
for example, communication skills. The number of hours that students are expected to learn
and practise counselling are important in psychological care.

The results of two studies (Chirawatku et al., 1997 and Wattanapailin, 1999) which were
conducted in Thailand recommended a continuing education program for professional nurses
in Thailand. These results are discussed below.

2.3.4 Research on the competencies of Thai professional nurses in mental health nursing

Two Thai studies (Chirawatku et al., 1997 and Wattanapailin, 1999) suggested that
preparation for nursing at the Bachelor's degree level required revision and that a continuing
education program in mental health is now essential for professional nurses in Thailand.

Chirawatku et al. (1997) studied the competencies needed for professional nurses to perform
mental health and psychiatric nursing. They collected data from 37 patients, 38 nursing
administrators, 62 nursing educators and 201 professional nurses who participated in focus
group discussion and in-depth interviews with 17 mental health and psychiatric experts. Data
collection covered all regions throughout Thailand. The results showed that nursing curricula
included basic mental health and psychiatric nursing, both theory and concepts, and practicum
which aimed to prepare professional nurses in the assessment of simple mental health
problems and helping patients who suffered from these problems. In practice, professional
nurses did not perform those competencies. They also concluded that the competencies
needed were self-awareness, communication, counselling and therapeutic relationship skills,
group therapy and interviewing skills, as well as problem analysis in some groups of patients
such as patients who were depressed and exhibited hopelessness. No differences were found
between professional nurses in general hospitals and those in psychiatric hospitals.
Chirawatku and colleagues concluded that it was essential to organise continuing education
programs for professional nurses in order to develop such competencies and to foster positive

attitudes, and further, that it is essential to provide psychological care for patients in general
hospitals.
Wattanapailin (1 999) asked first-year Master of Nursing students in the Faculty of Nursing,
Mahidol University about psychosocial nursing care. These students were professional nurses
who had work experience varying from one to twenty years. Content analysis was applied in
the process of data analysis. She concluded that 60 per cent of participants expressed
compassion and 59.13 per cent felt empathy and a desire to explore patients' causes and needs.
68.8 1 per cent of participants in Wattanapailin's (1999) study also responded that they thought
knowledge, skills, abilities and experience were essential for providing psychosocial nursing
care. 58.06 per cent thought psychosocial nursing care was difficult and complicated, whereas
56.98 per cent expressed the view that psychosocial nursing care emphasises the unique skill.
and individual role of nurses. Wattanapailin (1999) suggested that a course which included a
communication skills practicum and training in therapeutic relationships was essential for
master's degree nursing students.

2.3.5 Research on the nursing care for colorectal cancer patients
Several recent studies have been conducted in this area. Jirajarus (1996) used an action
research approach to develop the self-care agency model for colorectal cancer patients. The
participants in the study were 17 colorectal and anal cancer patients who received treatment in
the outpatient clinic at Ramathibodi Hospital, Bangkok. Quantitative data relating to patient
attitudes towards cancer and its treatment as well as patients' quality of life were gathered.
The quantitative data were collected before patients entered the program and three months
after the program. Initially, Jirajarus found that colorectal cancer patients expressed concerns
in several areas including treatment, career and financial problems, family concerns, image,
sexuality, social relationships and accommodation during hospital visits. After participating in
the self-care development program for three months, participants' quality of life as well as
their attitudes towards cancer and its treatment improved, but the improvement did not reach
statistical significance.

Pongyart (1999) conducted research on the practice of meditation to relieve anxiety in
colorectal cancer patients. She too employed an action research method to collect data on 14
colorectal patients on chemotherapy who were receiving inpatient treatment at Chulalongkorn
hospital, Bangkok. Six continuous processes were performed: nurse preparation, establishing
care relationships, reflections on health problems, providing information and developing
knowledge, demonstrating and developing the meditation process, continuing follow-up and
counselling. Sixteen strategies were involved throughout the processes, three of which were
strategies conducted by nurses, eleven by patients, one by the families of patients. The data
were collected by in-depth interviewing, observation and field notes, and validated by
triangulation techniques (Pongyart, 1999). Pongyart indicated that participants' State-Trait
anxiety score decreased significantly compared with the score before training. Patients
revealed their anxiety about treatment, treatment outcomes and survival, relatives, treatment,
the side effects of chemotherapy, the hospital environment, career and financial problems,
body image, health condition and self-care, being a burden on family and friends, and sexual
problems. She concluded that the model for the facilitation of Buddhist meditation that can
reduce anxiety was transpersonal caring. Significant positive outcomes of meditation
technique emerged when participants practiced the 'Anapanasati'. This type of meditation
included learning processes via six stages: body-mind awareness, reflecting and considering to
reach faithfulness, comprehension and decision making, practising and modifying, attempting
to practise and self-actualisation on the outcomes and the usage of this practice. The
facilitating factors included faithfulness, intention and attempting, pre-training meditation or
meditation knowledge, offers of family support, helping other cancer patients, appropriate
location, adopting the behaviours of others who have succeeded in meditation and the use of
meditation manuals. Inhibiting factors included workload, laziness, previous health problems,
incorrect use of or lack of a tape player, non-proficient reading, visual problems, annoyance
with meditation measuring instruments and no faith in religion.

Suteerawut (2001) used quantitative research methods to collect data on the sense of
coherence, the perceived benefits of participation in health-promoting behaviours, and healtl.
promoting behaviour. Her participants were 120 colorectal cancer patients who received
treatment from the NCI, Chulalongkorn Hospital and Siriraj Hospital, Bangkok. The results of

Suteerawut's study showed that the overall health- promoting behaviour and the perceived
benefits of action in the health-promoting behaviour of colorectal cancer patients who joined
her study were at a good level, and the overall the patients' sense of coherence was high.
Considering each aspect of health-promoting behaviour, spiritual growth was at an excellent
level; stress management, nutrition, interpersonal relations and health responsibility were at a
good level. However, health-promoting behaviour with regard to physical activities was only
at a fair level. Further study indicated to Suteerawut that health-promoting behaviour had a
positive correlation with a sense of coherence and the perceived benefits of action in healthpromoting behaviour were at a statistically significant level. Meanwhile, the stepwise multiple
regression revealed that the sense of coherence and the perceived benefits of action in healthpromoting behaviour predicted 52.30 per cent of variances in the health-promoting behaviour
of colorectal cancer patients.

2.3.6 Research on nursing care for colostomy patients and quality of care in Thailand
A few studies have been conducted with a view to improving the quality of nursing care for
colostomy patients.

Hanucharurnku, Jirajarus and Ratanatharathorn (1 997) conducted a study on the development
of the self-care agency model in colorectal and anal patients receiving treatment in outpatient
clinics. They collected data on patients' attitudes towards the disease, and treatment and
quality of life were assessed monthly before and after they entered the three months program.
The qualitative data revealed that the program was useful for this group of patients, although
there was no statistically significant difference in patients' attitudes before and after the
program.
Nuaclai and Thanooruk (1997) studied the quality of the ostomy nursing care carried out by
registered nurses and practical nurses in the Surgical Division of Ramathibodi Hospital. This
study aimed to evaluate the application of standards in the care of colostomy, ileostomy and
urostomy patients. The samples in this study were randomly selected and included 85
regrstered nurses and 110 practical nurses. The quality of ostomy nursing care was reported

from all samples and compared with the standard of ostomy care developed by the Quality
Control Committee of the Nursing Department.

The results indicated that six activities were "very good" practice and eight activities were
"good practice". On the other hand, four activities needed to be improved. The first activity
that needed to be improved was 'helping patients and their families accept an ostomy by
explaining the reasons for having it and its importance'. The three activities that needed to be
improved were 'assessing the readiness of patients and their families', 'teaching patients how
to manage an ostomy', including how to provide and practice bowel training, how to prevent
bad odour and how to choose clothes, and 'reassurance about sexual activities' (Nuaclai &
Thanooruk, 1997). The researcher found that nurses were reluctant to explain the reasons for
having a colostomy and its importance because they feared patients might still be in a period
of grief and experiencing feelings of rejection or anger. In addition, nurses did not feel
confident about how they could prepare the readiness of patients and their families, or about
teaching patients how to manage ostomy. So it is not clear whether nurses did not know how
to do these tasks because they involve specialised training. Nurses were also reluctant to talk
or ask about sexual activity, which is embarrassing for Thai people, as pointed out by the
Sirilertakoon, Jirajarus, Ratanatharathorn & Hanucharurnkul (2000) study of reliability testing
for the Functional Assessment of Cancer Therapy (Thai version). Sirilertakoon and
colleagues indicated that one-third of participants refused to answer items about their sexual
relationships, while the remaining findings about sexual relationships were unreliable due to
the embarrassment of the participants. Participants explained that it was a part of Eastern
culture to think that personal sexual activity is not a topic that people talk about with each
other in public (Sirilertakoon, Jirajarus, Ratanatharathorn & Hanucharurnkul, 2000).
The results from the study of Nuaclai and Thanooruk (1997) support the conclusion of Nichols
(1993) that nurses in general hospitals did not provide sufficient mental health care to patients
who were admitted with physical illness.

Laiphun (1999) studied the effect of a teaching program on stoma care self-efficacy and the
stoma care behaviour of colorectal cancer patients who had a colostomy and received
treatment at the surgical wards, Maharaj Nakorn Chiang Mai Hospital. A quasi-experimental

study was employed to examine the effects of the program and the stoma care behaviour of
patients with a colostomy. Patients in the control group received routine nursing care whereas
the experimental group attended the teaching program conducted by the researcher. Laiphun

(1999) concluded that the level of the stoma care self-efficacy of patients with a colostomy
who attended the teaching program was statistically significantly higher than that of those wko
received routine nursing care both after attending the program and one month after discharge.
The stoma care behaviour of the patients with colostomy who attended the teaching program
was statistically significantly higher than that of those who received routine nursing care
immediately after attending the program, three days after attending the program, and one
month after discharge.

One recently published research article pointed out that nurses need to improve their activities
when they take care of ostomy patients. Prasungsit (2001) conducted a study on the effects ef
a social support program on the improvement of body image perception in adult rectal cancer
patients with permanent colostomy. Her study was quasi-experimental, The experimental
group received the social support, whereas the control group received conventional nursing
care. Participants in the study of Prasungsit initially had negative reactions to a colostomy
after the operation. However, six days after the operation, and two weeks after discharge, the
participants reactions significantly improved, particularly patients who attended the social
support programme.

The majority of studies conducting research on quality of care in colostomy patients indicate
that patients' physical health improves after the operation, but the nurses need to improve to
provide quality psychological care. The current study, therefore, paid attention to the
exploration of colorectal cancer patients' coping and experience after the operation. This
bowledge will lead to improvements in the nursing field.

Section 2.4: Crises and Coping
2.4.1 Dual crises after hearing the word 'cancer' and 'a colostomy'
All the important changes in our lives lead to reactions and emotions. Although some changes
provide positive consequences such as promotion to a higher position at work, people can still
feel stressed because others may have higher expectations of them, and they have a
responsibility to perform in an enhanced way. People have to adapt to the new role and if they
fail to do so, they experience additional stress, which may lead to some physical and
psychological symptoms (Caplan, 1964, cited in Frisch & Frisch, 2002, p. 161; McHaffie,
1992).

The life changes that are unexpected events requiring some level of personal adjustment and
coping may be called 'crises' (Frisch & Frisch, 2002). Frisch and Frisch (2002) categorised
crises into four kinds. The first category is 'a situational crisis' which is caused by any event,
such as having cancer and makes the individual feel threatened or challenged. The second is
'a maturational crisis' which is caused by a stage in persons' lives, during which they have to
adjust and adapt to their new roles, such as becoming a teenager. The third is 'a cultural
crisis' which is caused by the experience of the change from one culture to another. Finally,
there is 'a community crisis', which refers to crises that are caused by any interruption, such as
social anxiety which inhibits persons from engaging in the society.

Having colorectal cancer and a colostomy cause people to become victims of two crises. The
first crisis arises when they are diagnosed as 'colorectal cancer' patients (Northouse, Schaefer,
Tipton & Melivier 1999). Many studies suggest that being diagnosed with any kind of cancer
results in feelings of shock and sometimes, thoughts of death (Kuupelomaki & Lauri 1998).
This means cancer patients feel that their lives are in a state of crisis (Shelton, 2000). Moos
and Schaefer (1984) pointed out that any chronic physical illness is a kind of crisis because it
leads to many changes and a point of transition in the lives of patients.

The second crisis occurs when patients discover they need a colostomy, an opening of the
bowel at their abdomen. A colostomy is categorised as one of the crises resulting from

treatment (Moos & Tsu, 1977a) because patients experience a sense of loss, and a colostomy
involves severe disjunction between self-image and the new appearance (Seymour, 1989).
Again, many studies have concluded that patients express feelings of anxiety when they realise
that a colostomy is the only option available for them (Dest, 2000; Northouse, Schaefer,
Tipton, & Melivier, 1999). They ponder the number of changes in their lives, including
physical changes such as the opening of the bowel at their abdomen, habit changes such as
defecation through this opening, and lack of control of such important bodily functions
(Rolandeli & Roslyn, 1997). Most patients regard themselves as abnormal and avoid
engaging with society (Northouse, Schaefer, Tipton, & Melivier, 1999). According to a study
by Mihalopoulos, Trunell, Ball and Moncor (1994), patients with a colostomy expressed
difficulties with social interaction following the creation of the colostomy, and tended to
withdraw socially from others. Some reports showed that patients became depressed and
entertained thoughts of suicide (Wade, 1990). In addition, Freitas and Pel&(2000) conducted
research on Portuguese partners of patients who had had a colostomy and concluded that these
partners regarded a colostomy as a great danger to their general and sexual integrity.

These dual crises are possibly the cause of severe problems, particularly when patients face a
further crisis fi-om a colostomy, and exhaust resources which are already severely depleted
while they are still in the process of coming to terms with the disease of colorectal cancer
(Parry, 1990).

2.4.2 Effects of crisis

At the same time when discovering any chronic diseases, such as cancer, people in crisis may
think about dramatic changes in their lives. They may feel uncertain about how to
accommodate the changes and to deal with them effectively (Moos & Schaefer, 1984).

People respond to crisis with various emotions and behavioural changes. They also tend to
express their spiritual distress. This is because people attempt to rescue themselves fiom the
crisis and maintain a normal life (Moos & Shaefer, 1984). Parry (1990) described the
emotional and behavioural aspects of people's response to crisis. After experiencing feeling;

of shock, people may have a series of changes in their lives. Some are involved in
bereavement or grief processes and have a profound sense of loss. According to Parry (1990),
they normally have anxiety which produces thoughts and images that disrupt their thinking
and judgement. In addition, these individuals sometimes feel numbness as if the crisis has not
happened (Parry, 1990). Although they try to avoid thinking, they sometimes have a mental
preoccupation with thoughts and memories and some have flashbacks which refer to a reexperience of what previously happened in their lives (Parry, 1990). They may also respond
by withdrawing from social occasions, and experience depression including negative moods
such as a lack of intention and energy. Furthermore, some become depressed as a result of
anxiety and may be overwhelmed with other powerful emotions including anger, shame and
guilt. Parry's (1990) explanation has some content that relates to the concept of loss
developed by Kubler-Ross (1 969).
Health care professionals widely accept the concept of loss which was developed by KiiblerRoss in 1969. Kubler-Ross (1 997) suggested that health care providers should gain an
understanding of the origin of behaviours and emotions that people express during their grief
process. She also indicated five stages of bereavement which arise when people are facing
their own death, including denial, anger, bargaining, depression and acceptance. Kiibler-Ross
(1997) concluded that denial is an initial phase that occurs when people learn about their
disease. People frequently think 'No, not me'. Some consult a number of doctors in search of
reassurance about their condition, whereas the majority stop talking about their real situation
with the health care providers, and even isolate themselves. After the denial and isolation
stage, people come to partially accept their condition with the thought of 'Yes, it's me'.
According to Kubler-Ross, people then go through the next stage, during which they have
feelings of anger, rage, envy and resentment. They ask the question, 'Why me?'. At this
stage, people may vent their anger against health care providers and their own environment. If
they feel they are respected, they recover from anger and go on to the next stage, bargaining.
They usually bargain with medical staff or with their God. The next stage is depression,
which results fiom the aftermath of treatment and hospitalisation, loss of ability to function,
and loss of their job. If they are allowed to express their feelings, they progress to the next

stage, which is acceptance. Acceptance is the final stage, which refers to the stage at which
people stop fighting and become peaceful and attain a sense of dignity. They sometimes say.

'I just cannot make it any more'. On the other hand, people who keep fighting until the end
and still hope to survive, find it is difficult to reach the stage of acceptance.

Kiibler-Ross suggested that it is important for health care providers to assess the emotional
state of patients to determine whether they are more accepting. If patients are accepting,
health care providers should stop encouraging patients to fight. She also pointed out fkom her
observation that she found expressions of hope in the majority of patients who become
accepting and realistic. Kubler-Ross finally explained that these five stages are non-linear.
Patients may have two feelings at the same stage, or stages may overlap each other.

However, some psychologists argue that these stages have not been proved by any scientific
method (Jones & Bright, 2001). Despite this, knowledge and understanding of these stages
are fundamental for healthcare professionals who have the responsibility to provide care for
people who are in crisis (Jones & Bright, 2001).

The concept of bereavement (Kubler-Ross, 1969, 1997) is used in the current study to explairl
the feelings of colorectal cancer patients who have a colostomy. Hence, patients' reactions to
diagnosis and the loss of an organ are explored, so that health care providers can prepare
themselves and make action plans to deal with this group of patients or other similar groups in
the future.

The concept of bereavement (Kiibler-Ross, 1969, 1997) is applied to explain some of the
feelings of the participants in this study after they had learnt the diagnosis of 'colorectal
cancer' and realised that they would have to have a colostomy for the rest of their lives.
Hence, the patients' reactions to diagnosis and the loss of an organ were explored in this study
to enable health care providers to prepare themselves and make action plans to deal with this
group of patients or other similar groups in the future.

People who face a crisis go through the process of using their abilities to cope in order to
maintain their physical and psychological equilibrium. Caplan (1964, cited in Frisch and
Frisch, 2002, p. 161) suggested four phases in the stage of dealing with crises. At first, people
who face a crisis have anxiety. Then they use coping mechanisms to release their anxiety. In
the second phase, their anxiety is increased, and the capacity to cope is reduced. If their use of
coping strategies is not successful, they go into the third phase. In the third phase, they
exhaust all their coping strategies and resources to control the situation. When they come to
the last phase, they may panic, become depressed or have mental problems (Caplan, 1964,
cited in Frisch & Frisch, 2002, p. 161).
Kelly and Henry (1 993) proposed that the emotional processes that occur in patients who
undergo colostomy can be explained by two theories. They stated that the loss of sphincter
control, for example, may be associated with the return to child-like incontinent dependency
according to Freudian principles. In the view of Kelly and Henry, incontinent dependence is
at the root of the problems experienced by colostomy patients (Kelly & Henry, 1993).
Another theory that can be applied to explain the intense emotions involved in having a
colostomy is the loss and grief theory (Lindemann, 1944 cited in Kelly & Henry, 1993, p.
101). The focus of patients' feelings is on the separation and experiences of loss rather than
on sexuality (Parkes, 1972, cited in Kelly & Henry, 1993, p. 101). Patients may express loss
in many ways, for example by denial or by searching for meaning, and have feelings of
internal loss, which are similar to reactions experienced during bereavement (Kelly & Henry,
1993). Nurses need to be aware that these are normal reactions, not pathological reactions.
Kelly and Henry (1993) suggested that nurses should help patients who have undergone stoma
surgery (including a colostomy) by providing them with information about strong emotional
experiences they are likely to have, and letting them express their emotions and anxieties. If
patients lack the opportunity to release their feelings, they may have complicated
psychological problems as a result (Kelly & Henry, 1993). It is normal to find that the period
of psychological recovery is longer than that of physical recovery. It is also extremely
important for nurses to be aware that the psychological pain of loss may never disappear
completely (Kelly & Henry, 1993).

A major problem for colostomy patients as discussed by Kelly and Henry (1 993) is their
interactions with family friends and colleagues. Nurses should encourage patients to consider
carefully what they are willing to divulge to others in response to enquiries about their illness.
Kelly and Henry (1993) suggested that an honest answer which is kept short and simple is the
best. They indicated that nurses should talk to patients needing a colostomy about anticipated
concerns and methods of coping with them. Patients normally express fear of loss and death,
and react negatively to changes in their body image. It is also important for family and friends
to discuss their feelings about the creation of a colostomy with nurses. The best way to
maintain good relationships with family and friends is to acknowledge and accept that the
patient's family and friends also need to make adjustments in their lives to a colostomy (Kelly
& Henry, 1993). Nurses should encourage patients to be independent and self-reliant.

Patients who have undergone a colostomy operation as emergency cases might think that they
are happy to be alive at the beginning, but express denial and rejection later (Kelly & Henry,
1993). Nurses should acknowledge the change, and encourage colostomy patients to return to
their normal lives as soon as possible. It is important to educate the families of patients about
how to express love, and to accept the rights of patients to select how they will take care of a
colostomy.

Another important issue for colostomy patients is the changes that are necessary in their sex
lives after having a colostomy. Nurses should provide information to patients' partners,
spouses and lovers so that they can monitor patients' thinking about their colostomy (Kelly &
Henry, 1993). This is a sensitive issue because people feel hurt by apparent loss of love when
they experience sexual rejection. Partners, spouses and lovers have to be aware that patients
may also feel hurt if their partners do not give them the opportunity to help rebuild their selfimage.
Kelly and Henry (1 993) stated that patients normally try to understand and make sense of the
world and try to find meaning in their activities. Patients will wonder why this has happened
to them (Kelly & Henry, 1993). Some of them will think that they are being punished for
something they have done in the past. Nurses should encourage in their patients a spirit of

enquiry and a willingness to work through answers.
Many psychologists have offered different explanations for the responses to crises. One of the
most famous theories which is applied to help people is the Crisis Theory which was
developed by Moos and Schaefer in 1984 (Morrison, 2005; Nilven, 2000). The Crisis Theory
explains how people cope with major life crises and transitions. This theory is concerned with
the pattern of behaviour and lifestyle that maintains a balance in the lives of people in crisis.
It consists of three major parts: the conceptual framework of a crisis, and adaptive tasks and
coping subscales. This theory provides an understanding of people's experiences in their life
crises and suggests application of such knowledge to preventive mental health care.

2.4.3 Crisis Theory and a Conceptual Model of the Stress and Coping process: Moos and

Schaefer (1993)

Drawing on a wide range of theoretical ideas, Moos and Schaefer (1984) focused initially on
crisis theory. This theory was developed from the merging of the grief process elaborated by
Erich Lindemann and the concept of 'development crises' developed by Erikson. The crisis
theory was developed to help explain how people deal with the stress, changes or problems
that occur during a period of life crisis. Moos and Schaefer (1984) indicated that persons use
problem-solving mechanisms to maintain their equilibrium and when they have unpleasant
feelings such as fear and helplessness. The crisis is also a transition. That is, whenever a crisis
occurs over a short time frame and people are able to solve their problems as a result, those
persons will have a new sense of balance and good health, both of which encourage personal
growth and maturation. Moos and Schaefer (1984) also indicated that those people who are
unable to solve their problems or deal with the crises are at risk of having mental or
psychological problems.
In crisis theory, people who suffer from an unexpected physical illness encounter feelings of
ultimate threat. Such people may be away from family and friends, have overwhelming
feelings of pain, experience constant changes in their body, functions and roles, and have
feelings of uncertainty about their future. They may even contemplate death.

Moos and Schaefer (1984) suggested adaptive tasks and categorised them into two
major sets. The first set is called 'illness-related tasks' which people use to deal with illness.
This set of tasks includes (a) dealing with pain, incapacitation, and other symptoms, (b)
dealing with the hospital environment and specific treatment procedures, and (c) developing
and maintaining adequate relationships with health care staff. The second set of tasks is called
'general tasks' which people use when they come to stay in a hospital regardless of the disease
they suffer. The 'general tasks' consist of (a) preserving a reasonable emotional balance, (b)
preserving a satisfactory self-image and maintaining a sense of competence and mastery, and
(c) sustaining relationships with family and friends, and (d) preparing for an uncertain future.

Moos and Schaefer (1984) also made important points regarding the use of coping skills.
Firstly, these coping skills are used individually, consecutively or more likely, in various
combinations. Secondly, coping skills which are effective in dealing with one situation, are
not necessarily effective in other situations. For example, problem solving is an appropriate
coping strategy for dealing with the management of problems such as taking a pill when
feeling sick, but problem solving is not appropriate when that person is feeling great sadness.

Moos and Tsu (1 977) highlighted several factors that encourage successful coping responses.
They suggested, for example, that the environment may offer practical and emotional
resources, such as social agencies and support from family and friends (Moos & Tsu, 1977b).
According to Moos and Tsu (1977b), the environment also sets limits, in the form of cultural
norms and expectations, within which the individual must operate. In addition, the nature of
the stressor, including the intensity and duration, has a major influence on environment, which
in turn affects the capacity to cope.

Moos and Tsu (1976) suggested that there are two sets of coping strategies which are related
to each other. Normally, individuals deal with the external situation and the internal situation
such as their feelings or emotions at the same time. The process of coping is dynamic because
it depends on the situation and thus there is a change in the coping strategies used as time
passes (Moos & Tsu, 1976).

In 1993, Moos and Schaefer introduced 'A conceptual Model of the Stress and Coping
Process'. They emphasised its potential for highlighting the coping resources and the
processes that influence how people manage in stressful situations. They define 'coping
resources' as "the relatively stable personal and social factors that influence how individuals
try to manage life crises and transitions" (Moos & Schaefer 1993, p. 234). This theory
describes the environmental system (Panel 1) and personal system (Panel 2) which have an
effect on life crises and transitions (Panel 3). All three variables may create cognitive
appraisal and coping responses (Panel 4). The outcomes of coping responses may be
improved health and well-being (Panel 5). These factors may act in two-way direction paths
with the previous variables at every stage. Three positive outcomes which result from the
coping process are enhancement of social resources, enhancement of personal resources and
the development of new coping skills (Moos & Schaefer, 1992).

Although the conceptual fi-amework of Moos and Schaefer is complex because it involves
major factors which contain many variables, it is very helpful to explain the process of coping.
It is also recommended as an appropriate model for application in health sciences including
nursing. Moreover, Moos and Schaefer also created a new way of understanding the
categorisation of coping.
Moos and Schaefer (1993) suggest that coping processes can be measured by more than one
method. Previous researchers monitored coping processes by focusing on the way a person
behaves or which coping strategies are adopted. However, Moos and Schaefer developed their
concept of the coping process by combining two ways of considering coping. Firstly, they
pointed out that the focus of coping could be identified by the mode of the responses to
stressors, including whether approach coping or avoidance coping is preferred. Approach
coping refers to efforts to deal directly with a problem. However, avoidance coping involves
individuals focusing on their emotions rather than on the problem (Moos, 1992; Moos &
Schaefer, 1993; Moos, 1997). Secondly, Moos and Schaefer pointed out that each person
deals with stress by cognitive or behavioural attempts, which Moos and Schaefer defined as
methods of coping (Moos, 1992; Moos & Schaefer, 1993; Moos, 1997).

Moos (1 992) developed a questionnaire named the Coping Responses Inventory (CRI), which
comprises two parts. The first part includes a set of 10 items that provide information on how
the individual appraises the focal stressor and its outcome (Moos, 1992). The second part
consists of 48 items which are coping strategies related to eight coping subtypes and are
categorised as approach-cognitive, approach-behavioural, avoidance-cognitive, and
avoidance-behavioural. The eight coping subtypes are outlined in the following Table 2.5.
Table 2.5
The Eight coping subtypes in the Conceptual Model of the Stress and Coping Process

Coping subtypes

Definition

Coping focus

Logical analysis

Attempts to understand a stressor and

Cognitive-approach

plan to handle the stressor.

coping

Reframing the stressor in a positive

Cognitive-approach

1 (6 items)

Positive reappraisal

1 (6 items)

light (while accepting the reality of the coping

I

situation)
Seeking guidance

Efforts to get information and help

coping

Problem solving

Behavioural-approach

1 (6 items)

I

II

Behavioural-approach

and support (6 items) from others
Taking action to handle the stressor.

I

coping

1

Attempts to avoid realistic thinking

Cognitive -avoidance

about the stressor

coping

I

Acceptance or

Accepting that little can be done to

Cognitive -avoidance

Resignation

resolve the problem

coping

Engaging in other satisfying activities

Behavioural -avoidance

I Cognitive avoidance
1 (6 items)
(6 items)
Seeking alternative
Rewards (6 items)

I Emotional discharge
(6 items)

coping
Venting negative emotion

Behavioural -avoidance
coping

Source: Chung, Langenbucher, Labouvie, Pandina and Moos, 2001

I

Moos and Schaefer (1993) suggested that cognitive avoidance protects the individual for a
while, with the result that he or she feels less overwhelmed. For example, when a person does
not pay attention to a problem, it can be a good way to cope with some short-term stressors,
such as mild pain, especially when the individual cannot do much to make the situation better.
Avoidance protects that individual temporarily fi-om feelings of disappointment, and it also
gives him or her time to find and use other resources for coping. Moos and Schaefer (1993)
argued that people who contextually use cognitive avoidance and less problem solving coping
may need to attend training programs which emphasise behavioural problem solving strategies
and cognitive approach strategies. They also pointed out that people who consistently use
emotional discharge are at risk of greater distress and are less likely to resolve the problem.
Emotional discharge can help persons when they face sudden, unexpected problems. Moos
and Schaefer (1986) also expressed the belief that seeking guidance and support is typically
used together with logical analysis as persons try to restore a sense of control in their lives
when facing a significant problem.

It is clear that an understanding of all the panels in the Moos and Schaefer Conceptual Model
of the Stress and Coping Process sheds light on how people select coping strategies and how
their coping skills can be improved. The panels which are included in the Moos and Schaefer
model, as well as their relationships with each other, are supported by many studies, a point
elaborated in below.

2.4.4 Research supports the conceptual framework of the Moos and Schaefer model

Many studies have been conducted on coping in cancer patients. The following section will
categorise these studies into panels and review the studies in the light of the coping model
developed by Moos and Schaefer (1993). Although researchers have conducted coping
research on different types of patients in different health conditions, the findings of their
studies can be categorised on the basis of the Moos and Schaefer model.

It is clear that a

large body of research supports the major domains of the Conceptual Model of the Stress and
Coping Process of Moos and Schaefer (1 993).

Panel 1 The Environmental System
The first panel is the environmental system. Morse and Fife (1998) studied the psychosocial
adjustment of spouses of patients and reported that emotional response, cognitive response,
family support, and partner cohesion had a significant direct effect on psychosocial
adjustment. Pomsemapituk (1992) conducted research on 160 elderly patients in medical and
surgical departments in Thailand. She concluded that educational level, perception of illness,
satisfaction with the hospital environment, support fkom hospital personnel, and family
support were positively and significantly related to the psychosocial adjustment of elderly
patients.

Panel 2 The Personal System
The second panel, the personal system covers sex, age, marital status, education, religion and
health status (demographic variables), and personal factors: self-efficacy, optimism and,
finally, coping style. All these variables have been found to be linked to coping by various
researchers. Some studies examined gender differences. For example, Mihalopoulos, Trunell,
Ball and Moncor (1994) pointed out that after ostomy surgery, men reported lower life
satisfaction than women. Twice as many men as women also suffered mild to moderate
depression. Several studies have been conducted to identify any differences related to age.
The study of Mihalopoulos and colleagues (1994) concluded that older and unmamed wometl
with an ostomy reported less life satisfaction than younger or married women.
In 1994, Halstead and Fernsler (1 994) studied the coping strategies of long-term cancer
survivors in the USA using network sampling. They reported finding a significant difference
in the attitudes of middle-aged and older people towards the use of coping strategies. The
elderly group made significantly greater use of and were more effective in optimistic and
palliative strategies than the middle-aged group. The different levels of optimism were
examined according to the effect on coping. Halstead and Fernsler also claimed that optimism
is one of the most commonly used coping strategies of long term survivors. This finding
supports the research carried out by Carver et al. (1 993).

Panel 5 Health and well-being

The variables in Panel 5 will be measured in terms of the patient's quality of life which
consists of four domains: physical well-being, sociallfamily well-being, emotional well-being
and functional well-being. Rustoen (1995) pointed out that coping is important for the
experience of quality of life. This is because a reduction in stress can improve the level of
health and well-being. Similarly, Ferrans (1990) and Courtens, Stevens, Crebolder and
Philipsen (1996) suggested that patients with higher ability in coping with their new situation
will have higher quality of life. Sprangers, Taal, Aaronson and te Velde (1995) studied quality
of life among colorectal cancer patients and reported that stoma patients had a higher level of
psychological problems than nonstoma patients. Problems of restricted social functioning
occurred more frequently among patients with a colostomy. In addition, sexual
functioning in stoma patients was more impaired than that of patients with intact sphincters.
Klemm, Miller and Fernsler (2000) showed that patients who were diagnosed with colorectal
cancer indicated that the personal meaning domain was the most important domain for them,
while psychological demands and existential concerns were the most intense.
The research studies surveyed above provide further support for the Conceptual Model of the
Stress and Coping Process (Moos & Schaefer, 1993) as a model that is applicable in many
types of chronic disease, particularly cancer.
Some researchers have suggested that the Conceptual Model for Understanding Life Crises
and Transitions (Moos & Schaefer, 1986) is a good model for application in the nursing field.
Oleson and Shadick (1 993) encouraged nurses to apply it to the nursing care of elderly persons
in nursing homes. They also pointed out that the benefit of using the Moos and Schaefer
model is that it facilitates positive outcomes and encourages elderly people to cope effectively
when nurses pay attention to the adaptive tasks as defined in the concept of Moos and
Schaefer (1986).
Murphy (2003) applied the Moos and Schaefer model in caring for terminally ill
patients in collaboration with a multidisciplinary team. She concluded that the Moos and
Schaefer model is appropriate for caring for terminally ill patients. Murphy also indicated that

this model is useful because it clearly explains adaptive and coping techniques.
Moos and Schaefer's Conceptual Model of the Stress and Coping Process has been chosen as
a conceptual framework in the current study for four reasons. First, many studies support this
model as being clear enough to explain the phenomena of coping in people who have had
colorectal cancer and a colostomy. Second, the categorisation of coping, with its attention to
coping focus (approach and avoidance) and coping method (cognitive and behavioural), is
related to the ideas of Gottlieb (1 997) and has been used in many studies (Magley, 2002;
Livneh, Livneh, Maron & Kaplan, 1996). Thirdly, the explanation of the use of religious
rituals, though set in a Christian context, can be related to Thai Buddhist rituals. For example,
Moos and Schaefer categorised praying as seeking guidance and support, which is a
significant purpose of Buddhist prayer. In addition, they also mentioned that logical analysis
is sometimes based on religious orientation. This can be related to what Buddha taught about
the Law of Karma (Cause and Effect). Moreover, some rituals such as merit making may be
categorised as seeking alternative rewards. Finally, the Moos and Schaefer model offers the
means for health care providers to develop a plan to help people to cope.
The current study chose to use the Moos and Schaefer model with the intention to gain more
understanding of the coping process characteristic of Thai patients. Moreover, the conceptual
model developed by Moos and Schaefer contains some important points which need to be
elaborated on in a different cultural contexts of nursing practice.
The strength of the Moos and Schaefer model in comparison with the Lazarus theory
Although Moos and Schaefer's theory (Schaefer & Moos, 1992) was derived from Lazarus'
theory, the two theories have differences as well as similarities. Both look at coping as a
dynamic process, a bi-directional interaction among the components of coping and they also
pay attention to the efforts of people who cope with a stressor. The differences between the
two are the relationship between coping and influencing factors, the application of the
concept, the categorisation and the questionnaire items.

Thus, it is important to indicate the strengths of the Moos and Schaefer Model, particularly in
comparison with Lazarus Coping Theory. Moos and Schaefer's categorisation of coping
strategies allows for an enhanced understanding of the coping process because it distinguishes
cognitive from behavioural coping strategies, which are not differentiated in the Lazarus
model. Influenced by the Freudian theory of personality development, Moos and Schaefer
consider personal factors, including coping style, as important components of their model,
while Lazarus, who had strong objections to Freudian theory, tended to emphasise
environmental factors. Taking personal factors into account will enable the researcher to
explain why choice of coping strategies differs fi-om person to person.
Finally, the question items are also categorised differently. In Folkrnan, Lazarus, DunkelSchetter, DeLongis and Gruen (1986) praying is categorised as 'positive reappraisal' coping,
which means they regard praying as one of the strategies that create positive meaning by
focusing on personal growth, which also has a religious dimension.

On the other hand, Moos

and Schaefer (1 993) categorise praying as a method of seeking guidance and support to make
people feel more confident.
The current study was conducted in a non-Western country with Thai colorectal patients. An
awareness of Thai culture is clearly important when interpreting the findings because an
understanding of the cultural context can contribute to a more complete picture of the coping
process (Lazarus & Folkman, 1984).

2.4.5 The Cultural factors which influence coping in Thai patients

This section will focus on Thai culture, including the beliefs, characteristics and attitude which
affect coping preference in the Thai context. The researcher looked at the environmental
system, the personal system and Buddhist activities to find specific variables that relate to the
Conceptual Model of the Stress and Coping Process (Moos & Schaefer, 1993, Figure 3.1). In
the current study, the environmental system can be identified as Thais' attitude toward faeces
and Thai beliefs about birth and illness. These attitudes and beliefs affect the capacity for
adjustment to a colostomy. Finally, the relevance of Buddhist rituals which may influence the
use of coping will be presented.

The word 'culture' has many definitions. A well-known definition of culture is that of E.R.
Tyler (1958, cited in Burnard & Naiyapatana, 2004, p. 2), who defined culture as a complex
concept, covering knowledge, beliefs, art, morals, law and customs. Helman (1 990) pointed
out that 'culture' also included other capabilities and habits acquired by man as a member of
society.
Culture is an important aspect of coping research because it can provide an understanding of
how people think and how they react to stressors. Firstly, people from different cultures may
interpret the meanings of an actual event and respond to that event in different ways
(Ellsworth, 1994). For example, people from some cultures which view illness as a
punishment from God, may take part in rituals or other activities to ask for the forgiveness
from God when they are suffering from illness. Secondly, culture also influences people's
emotions (Lazarus, 1991). It is commonly known that each culture has developed its own
norms about what feelings are accepted and what are not accepted (Moos & Tsu, 1977).
Therefore, children need to learn the norms of their society to be culturally acceptable when
they grow up (Ellsworth, 29).
Thus, psychologists point out that culture is a basis of appraisal (Hobfall, 1996; Lazarus,
1991). Stressful events and how important they are in one's life can be predicted if the
psychologist is familiar with the particular culture (Hobfall, 1996). Moreover, Hobfoll (1996)
pointed out that cultural differences produce different coping patterns.
The cultural perspective is important in the current study because having colorectal cancer and
a colostomy may affect patients' feelings as members of the society. This feeling is different

from culture to culture. The Thai context, therefore, will play an important part in the current
study when the patients' feelings and coping with a colostomy are explained.
Buddhism in everyday life

Understanding the context of religion in Thailand, which has an absolutely general place in the
culture, is important for studying coping. The religious community is a key variable which
affects people's mental health in two ways (Shams & Jackson, 1993). First, it provides

social support to people. Secondly, the religious community offers both emotion- focused and
problem-focused coping (Shams & Jackson, 1993).
The Buddhist religion, which had its origin in India more than 2500 years ago, has two main
forms, Thevarada Buddhism and Mahayana Buddhism (Loewenthal, 1995). Lord Buddha's
teaching includes how to deal with suffering. The ultimate goal of Buddhist practices is to
reach the stage of Nirvana, the stage where one will not be reborn (Loewenthal, 1995).
Loewenthal (1995) claimed that Buddhist practices and thoughts are able to promote the relief
of many, if not all, f o m s of mental illness.
Buddhism came to Thailand more than two thousand years ago (Plamintr, 1991). Buddhism in
Thailand is the 'Theravada'fonn, also known as ' Hinayana' form, which preserves the
original canons that were developed in the early Buddhist period (Burnard & Naiyapatana,
2004). It is claimed that Buddhism is one of religions that teach about mental health
(Loewenthal, 1995). The teachings of Lord Buddha focus mainly on suffering and how to
deal with this suffering and they encourage people to face and accept facts in life without
depending on imaginary concepts (Dhammananda, 1996). Thus, Buddhism is known as one
of the religions which teach one to become self-reliant. The most famous sermons are called
'the Four Noble Truths' and 'the Middle Path' or 'the Noble Eightfold Path'. The Buddha
taught that 'the Four Noble Truths' identify how suffering happens, the causes of suffering,
the solution to suffering and the way to prevent suffering (Plamintr, 1991). 'The Noble
Eightfold Path' identifies the factors that prevent suffering. These are: correct understanding,
correct thought, correct speech, correct action, correct livelihood, correct effort, correct
mindfulness and correct concentration.
Othaganont, Sinthuvorakan and Jensupakarn (2002) studied the life satisfaction of the Thai
elderly and concluded that most of those surveyed regularly followed religious teaching. They
stressed the importance of good practice in religion, including donating to religious activities,
providing support for religious activities, maintaining peace and following religious teaching,
all of which contribute to a difference in the level of life satisfaction in elderly people.

Buddhist rituals are an essential part of everyday life for Thai people. These rituals include
making merit, observing the five basic precepts, the process of training and developing the
mind, study, research and insight (Pawana) and meditation (Plamintr, 1991).
Firstly, good Buddhists have to make merit. Making merit (Tham bun) is the activity that
occurs when Buddhists offer food to monks at the temple or while the monks are doing
morning rounds for alms (Manilerd & Kesten, 1997) in the early morning or when they give
donations to charity or poor people (Burnard & Naiyapatana, 2004).
Secondly, good Buddhists have to observe the five precepts. H.R.H. Somdet Phra Maha
Samana Chao Krom Phraya Vijiirananavarorasa (Vijiirafii?tgavarorasa, 1999) insisted that Lord
Buddha taught Buddhists to observe the five precepts which are called Sila to prevent violent
offences. Violent offences comprise both physical and verbal violence. People who observe
these five precepts, therefore, will not cause problems in society.
The five precepts forbid taking the life of another living being, taking that which is not given,
sexual misconduct, telling falsehoods and consuming distilled and fermented intoxicants
(which also includes drugs) which occasion carelessness (VijiiraiiBpavarorasa, 1999).
Vijiiraiiiigavarorasa explained the five precepts. The first precept aims to prohibit killing,
hurting and torturing. The second precept forbids stealing, any actions supporting stealing and
actions analogous to stealing. The third precept aims to ensure chastity in sexual actions and
faithfulness in mamage. The fourth precept forbids people from telling a lie or breaking a
promise. The fifth precept forbids the use of intoxicants including alcoholic drinks of all
descriptions, as well as other intoxicating substances and illicit drugs.
Thirdly, good Buddhists have to practise mind development or Pawana, which refers to the
process of training and developing the mind, concentration and insight by applying the
precepts (Plamintr, 1991). Pawana is also called Kammatthana (Dokbua, 1999).
Rftjadhammanidesa (1992) explained that pawana consists of three stages, which are called
the primary stage, the access stage and the full absorption stage. During the primary stage, the
one who practisespawana has to recite such words as Bud-dho (Buddha), with every breath,

both inhaling and exhaling to develop concentration in the mind. At the access stage, the
result of contemplation will sometimes cause one who practices pawana to experience visions.
Finally, one who continues contemplation will feel satisfied with hisiher strength of mind.
Finally, devout Buddhists have an obligation to practise meditation. Meditation refers to a
process of mind development which leads to benefits which help people to arrive at a state of
mental calm. This process helps to strengthen the mind to face all life's problems and
difficulties, helping individuals to concentrate on their work, and fi-eeing them from worries
(Plamintr, 1991). Two types of meditation in Buddhism are 'concentration meditation' and
'insight meditation'. Plamintr (1 991) explained that 'concentration meditation' aims to
develop attentiveness and personal awareness, whereas 'insight meditation7 aims to purify
one's mind and acquire deep insights into the reality of situations. To practise meditation,
people are encouraged to meditate in company with mentors and experts, particularly at the
beginning.
Tongprateep (2000) studied the essential elements of spirituality in rural Thai elders. She
concluded that their spirituality could be explained by their beliefs, religious practice and
consequences of spirituality (Tongprateep, 2000). Participants in Tongprateep' s (2000) study
expressed views that spiritual belief consisted of belief in the law of karma and belief in life
after death. Thai elders' religious practices included merit making, gratitude and caring in the
family and meditation. The consequences of spiritual coping with the vicissitudes of life were
being hopeful and having a peaceful mind.
Characteristics of Thais and social support

Thai people and culture are heavily influenced by Buddhism. It is clear that Buddhism has
enormous influence on the way Thai people live their lives, on the attitudes of Thai people,
and on the ways in which they cope with the various crises of life that come their way
(Pinyuchon & Gary, 1997).
Dokbua (1999) indicated that Thais have 12 unique characteristics. Nine of the 12 are linked
with the ways in which they behave when they are sick or others are sick. Firstly, Thais

respect the Triple Gems which consist of Phra Buddha (Lord Buddha), Phra Dharma (Lord
Buddha's teaching) and Phra Song (Sangka or monks). They normally chant and pay homage
to Lord Buddha's image or a respected monk's statue in the morning and before they go to
bed. Burnard and Naiyapatana (2004) observed that people who pay homage to Lord
Buddha's image in the temples chant three times with three burning incense sticks which refer
to the Triple Gems.

Secondly, Thais respect their parents. This is one of the Buddha's teachings which
emphasises how parents love their children, taking care of them, protecting them from harmful
things and teaching them how to be good. According to Buddhist teachings, people have an
obligation to express a sense of gratitude to their parents. If they fail to do so, they are not
good Buddhists (Plamintr, 1991). Therefore, Thai people need to take care of their sick
parents and sometimes sick teachers or others who have done good things for them. Showing
and expressing gratitude to parents is intrinsically important then for people raised in the Thai
cultural context, a point also mentioned in Burnard and Naiyapatana (2004).

Third, Thais respect teachers. Thai people are grateful to their teachers because teachers are a
major source of knowledge and it is believed that teachers are second only to parents because
they instruct their students on how to be a good person and how to behave appropriately in
society. In return, students are expected to express their gratitude whenever they have an
opportunity. For example, students will give flowers, candles and joss sticks to their teachers
on Teacher's Day, which is the sixteenth of January each year.

Fourth, Thai people are expected to be kind and to make merit. Thais like offering food to the
monks because they believe that in this way they will gain more Bun (merit) than from other
activities. Thais also believe that Bun will result in fulfilment of their wishes and realisation
of their hopes. In this way, they will make merit when they are sick. They may perform merit
making and make a wish to recover soon.

Fifth, the life of a Thai person is, on the face of it, simple, as Buddhism teaches that it is not
possible to take anything with one when one dies.

Sixth, Thais do not have high expectations. This is influenced by Buddhism which teaches
that one must be satisfied with one's property.
Seventh, Thai people also pay a great deal of attention to psychological needs. They believe
that the mind is the basis for achieving personal happiness.

Eighth, good deeds in life are important. Thai people believe that doing good things will
result in happiness.

Finally, Thais believe in the Law of Karma. If they do bad or good things, they will receive
bad results or good results respectively in the future.

Subgranon and Lund's (2000) study on the caregiving process of Thai caregivers for their
elderly relatives who had suffered a stroke found that religion, culture, and traditional ways
were important background which influenced the commitment to providing care for their
relatives. Buddhism is the backbone of what caregivers feel when they perform their duties.
Firstly, caregivers considered taking care of their parents as a moral duty of all sons and
daughters. Secondly, Buddhist teaching, including the law of karma, bunkhun (gratitude for
help or support received from other people and repayment to these people), merit (doing good)
and the consequences of sin (bad actions), encouraged caregivers to maintain caring for their
relatives. Subgranon and Lund's study also found that Islamic caregivers expressed their
beliefs in heaven based on Islamic instruction. All caregivers received support from other
family members, for example, assisting in caregiving tasks, providing financial support and
giving emotional support. Caregivers who stayed alone with their parents received various
types of support from community members.

Thai beliefs about birth and illness
Thai people believe that they are born as a result of bad actions (Karma) in their previous lives
(Sakunaphat, 2004). The belief that people will be born again (reincarnation) is influenced by
Brahmanism, which was already practised in Thailand before Buddhism was brought to

Thailand from India (Wongtes, 2000a). The Thais incorporate these beliefs in Thai Buddhism
(Wongtes, 2000a). They believe that if they do not do anything wrong, they will not be born
again. It is this belief and the influence of Buddhism generally that lead Thai people to work
towards making merit or doing good things throughout their lives. They believe that the more
they make merit, the less likely they are to be born again and thus they will not have to face
further suffering in their lives.

Payutto (1 998), a famous Thai monk, believed that most people misunderstood that all
happiness and suffering arised from previous karma (past-action). He suggested that 'Such a
view encourages inactivity; a passive waiting for the results of old karma to ripen and taking
things as they come without thinking or improving them. This is a harmful or mistaken view'
(Payutto, 1998).

Payutto (1998) concluded that the Buddha did not dismiss the importance of previous karma,
because it does play a part in the cause and effect process and thus has an effect on the present,
in its role as one of the conditioning factors. Nevertheless, it is simply one of several
conditions, rather than a supranatural force to be clung to or submitted to passively.

Sakulnaphat (2004) indicated that ancient Thais categorised illness and its causes into four
types. These four different types of illness result from different causes. Some common
sickness occurs as a result of bad karma (Burnard & Naiyapatana, 2004) or eating unhealthy
food. Some sicknesses are believed to occur because a person has committed some wrong
against a spirit, thus occasioning 'spirit punishment'. Thai beliefs about the spirits have also
been mentioned in the work of Burnard and Naiyapatana (2004) and Klausner (1993), who
explained how some Thais believe in the power of the supernatural from their views, for
example in spirits and demigods which have the power to upset human beings. There are two
beliefs that are related to the causes of illness. Firstly, Thais believe that some people perform
black magic to make other people sick. Secondly, some people suffer from serious sickness
merely because they have come to the end of their lives. Therefore, Thai people are likely to
earn considerable merit if they have an illness because they think this merit can minimise the

result of previous bad karma, repel black magic and prolong their lives. Some go to the
temple and offer food to the monks.

Bumard and Naiyapatana (2004) claimed that Thais think their illness is caused by bad karma,
so they make merit to make good karma. Burnard and Naiyapatana (2004) also noticed that
some visit fortune tellers who can tell them about their karma from a previous life
and can tell their future, whereas some go as far as attending a prolonging life ceremony or

rebirth ceremony. The monk chants and sprinkles Nam Mon (lustral water) over them to
syrnbolise this change (Manilerd & Kesten, 1997).

These beliefs about birth and illness, which follow pure Buddhist teaching are 'folk'
interpretation of Buddhism, will also influence Thai people's perceptions about having cancer
and the need for a permanent colostomy.

Belief in Traditional medicine
About 500 types of flora in Thailand are used in Thai herbal medicine (Pramoch, 1982 cited in
Wongtes, 2000c, p. 94). Use of herbal medicine occurred as a result of trial and error in the
traditional medicine of the ancestors. Subsequently, a book was compiled which included
recipes for the medicine used to treat common illness, for example headache, stomach pain,
fever and nausea (Wongtes, 2000~).

Subcharoen (1995, p. 52) defined '"Thai traditional medicine as traditional philosophies,
bodies of knowledge and modes of practice to care for Thai people's health and to cure their
disease and illness in ways that are congruent with the Thai way of life and culture".

Thai traditional medicine consists of herbal medicine, manual therapy or massage, traditional
healing of bone injuries, the application of Buddhist rites and rituals to mental health,
traditional midwifery, traditional practices and natural therapy (Subcharoen, 1995). In this
case, Thai traditional medicine means all knowledge and practice about healing of illness
which Thais have received fiom the ancestors. Some patients, in fact, prefer traditional

medicine as a first choice before seeking help from Western medicine and services (Burnard 5(
Naiyapatana, 2004).

Subcharoen (1995) concluded from her study that Thais used traditional medicine even before
the Sukhothai period (12th-14th centuries), the first recorded period of Thai history. Some
Thai people apply herbal medicine in their daily life, using a mixture of herbs as medicine
whenever they feel sick, for example, eating guava leaves when they have diarrhoea
(Wongtes, 2000~).

Thai attitudes to faeces
It is important to be aware of Thai attitudes to elimination and 'faeces' so that there is some
understanding of how Thai people feel when they know that their faeces have to be emitted
through a colostomy in the abdominal wall.

The Ratchabandittayasathan (1999), the institution that is the authority on the meanings of
Thai words, states that the Thai use of the word 'faeces' or 'Khee' occurs in three forms, as a
verb, a noun and an adjective. Firstly, 'Khee', as a verb means the action of the bowel in
defecating the end products after the process of digestion. Secondly, if used as a noun, it
refers to the end products from the process of digestion or the discharge from any part of the
body. Examples are Khee Tha (eye discharge) and Khee Hoo (ear wax). As a noun, it also
refers to other unwanted products that result from a particular activity, such as Khee Leauy
(wood shavings from carving). In addition, Thais use 'Khee' as an adjective in a negative
sense to describe undesirable behaviour, such as Khee Nuew (selfish) or Khee Geaug (lazy).
In a review of the literature on hygiene and cleanliness in Thailand, Chaiyawiset (2002)
pointed out that 'Khee' (faeces) implies 'bad smell', 'dirty' and 'disgusting' characteristics.
She also noted that Thais sometimes use the word 'Khee' to label actions and behaviour that
are unacceptable.

Chaiyawiset (2002) also concluded from her historical review that Thais have placed great
emphasis on the need to keep their bodies clean since the time of the Ayutthaya monarchs
(nearly a thousand years ago). According to 'Sawadiraksa' a manual of cleanliness of the

body and safety, the ancient Thais believed that they had to face towards either the north or the
west when they defecated or urinated. This is because these two directions are believed to be
bad directions for important activities, such as travel. In addition, Thais believed that they
should take a bath after defecation.
It is clear from Chaiyawiset's review that the beliefs and attitudes that Thais have towards
faeces and the necessity to be clean must influence the way Thais feel about having a
colostomy.
Having a colostomy, therefore, must be a particularly unpleasant experience for Thai patients
when this facet of culture is taken into account. Imagine, for instance, how Thai patients who
have a colostomy must feel about having faeces emitted at the abdomen and about the
difficulties of keeping the surface clean. For Thais, faeces are something dirty which makes
them feel dirty and disgusting and they are therefore embarrassed to let others h o w they have
a colostomy. Moreover, they are also reluctant to let nurses and doctors, or even members of
their immediate family, take care of the colostomy for them.

2.4.6 Research on coping with colorectal cancer and a colostomy

Several studies have been conducted on coping with colorectal cancer and particularly, on
coping with the creation of a colostomy. Pieper, Mikols and Grant's (1996) study was the first
study that compared the adjustment levels of three different groups of colostomy and ~ s t o m ; ~
patients. Pieper and colleagues used the Ways of Coping Questionnaires (Folkman &
Lazarus, 1988) to conduct research on the comparison of the adjustment to an ostomy among
patients who had permanent ostomies as a result of disease, temporary ostomies as a result of
disease and temporary ostomies resulting from trauma. An important point that emerged
from the study is that physical condition is linked with the use of coping strategies. For
example, patients with permanent colostomies or ostomies resulting from disease reported a
lower use of coping skills than patients who had a colostomy or an ostomy on a temporary
basis. Another important finding from the study is that the support of health care providers
through health education and the provision of information has positive effects on the outcomes
of coping. Participants in their study who received health education and information had a

high level of adjustment to their colostomies and ostomies when they went home. However,
the study by Pieper and colleagues has two limitations. First, they did not consider the
difference that age might have on coping. The average age of respondents was 43.5 years, but
patient ages ranged between 18 and 80 years. The second limitation was that this study could
not track changes in coping skills because data collection was limited to one point only.

Another study was by Reynaud and Meeker (2002) who employed the revised Jalowiec
Coping Scale to compare the coping styles of males and females in old age who had had a
colostomy or an ostomy for at least six months. They reported that 'optimistic' (for example
'increased hope') and 'self reliant' (such as 'did something about the problem') were the most
common coping styles as well as the most effective in dealing with their colostomies and
ostomies. They found no statistically significant difference between the use of coping styles
in men and women. The result of the Reynaud and Meeker study could also be applied to
colostomy and ostomy patients who are 50 or older. However, neither the length of time that
had elapsed since having the colostomy, nor the underlying physical health of the respondents
which might affect the levels of adjustment to a colostomy was considered in their study.
Furthermore, they did not collect data on coping over a long period of time. Therefore, once
again, it was not possible to consider possible changes on coping style.

Only one study has been conducted to investigate how colorectal cancer patients adapt to a
colostomy in Thailand. Based on the Roy Adaptation Model, Sompoo (1997) conducted
research on adaptation in the role functions of women in Thailand who had a permanent
colostomy. Sompoo collected data from women aged between 20 and over 60 who had had a
permanent colostomy ranging from one year to nine years. One important finding of this
study was that most women who had a permanent colostomy had problems in performing
sexual activity. The participants in Sompoo's study ranked sexual function as the lowest of
the adaptive performances. These were between 1.35 to 1.85 out of four. The limitations 01
the Sompoo study include the group of coping strategies covered, the concentration on
physical health to the exclusion of emotional health and the period involved in data collection.
Her study mainly presented findings on the coping strategies which respondents used to deal
with their physical well-being, while ignoring possible emotional changes. There was no

report in the study on the underlying physical health of respondents, which might be one factor
that affects the level of coping used. Moreover, the study only collected data at one point after
the operation so any changes in level of coping used care were not found from Sompoo's
study.

Summary
This chapter has included an overview of colorectal cancer, its treatment and effects on
patients, particularly the significant effects of this disease in Thailand. A review of the impact
of colorectal cancer and a colostomy on patients' lives, as well as studies which have been
done in this area were also indicated. A review of the crisis theory (Moos & Schaefer, 1984)
and the Conceptual Model of the Stress and Coping Process (Moos & Schaefer, 1993),
which have provided the theoretical and methodological framework for the current study, was
also outlined. The chapter has also provided contextual background for the present research,
that is Buddhism and Thai culture. In particular, it provided information regarding religious
beliefs and practice, characteristics of Thais and relationships in Thai families which influence
Thai patients' coping strategies. Finally, it concluded with a review of research directly
relevant to this study. The limitation of much research suggested an opening for the current
study, which reports on research, in the Thai context, that breaks new ground. The following
chapter will present the methodology used in the current study.

CHAPTER 3

Research Methodology

Introduction
This chapter provides a detailed description of the methodological approach taken to address
the core research questions. It includes an account of the conceptual framework, the primary
design features of the study, the sample, the procedures, the established measures used, and
some information about the data collection and analysis methods employed.

3.1 Conceptual framework
The conceptual framework chosen for this research is Moos and Schaefer 's Model of the
Stress and Coping process (1993). This model explains the relationship between an
environmental system, a personal system and the life crises which affect coping responses,
people's perception of these crises, and health and well- being. This framework consists of
five major variables represented in five panels (see Figure 3.1).
The environmental system (Panel 1) deals with life stressors and social resources. According
to Moos and Schaefer (1 993), one example of life stressors is chronic physical illness whereas
social resources include physical health, finances, and relationships with family members anci
friends. The personal system (Panel 2) combines demographic characteristics and personal
factors. Moos and Schaefer (1 993) define personal factors as personal coping resources such
as ego development, self-efficacy, optimism, sense of coherence, cognitive styles, coping style
and problem-solving skills. The variables in both Panel 1 and Panel 2, influence Panel 3,
which covers life crises and transitions. Life crisis and transition relates to personal factors,
such as physical injury or illness, or environmental factors, such as the death of a spouse
(Schaefer & Moos, 1992).
In addition, Panels 1 , 2 and 3 may contribute to cognitive appraisal and coping responses
(Panel 4). All the panels influence health and well-being (Panel 5). In this model, the

variables in each panel interact. For example, the social support that individuals perceive
themselves to have affects how they think about their crisis. In turn, how individuals think
about their crisis influences how they perceive the levels of social support they experience.
All variables and their interactions are shown in Figure 3.1.

Figure3.1 A conceptual Model of the Stress and Coping Process
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(Source: Moos & Schaefer, 1993, p. 237)

Justification of the conceptual model
The Stress and Coping Process model was chosen for this study for four main reasons. First,
the classification of coping strategies into coping method ('behavioural coping' or 'cognitive

coping') and coping focus ('approach coping' or 'avoidance coping') is used to explain the
phenomenon of coping in many related studies (see for example Livneh, Livneh, Maron &
Kaplan, 1996; Livneh, Antonak & Gerhardt, 2000; Magley, 2002). Second, the Stress and
Coping Process model explains clearly the interaction between major factors, coping and the
outcome of coping. Third, Moos developed the Coping Response Inventory (CRI) to measure
coping which consists of six items under each coping subtype. This questionnaire has high
reliability and has been used in a range of related studies because it has similar numbers of
items in each coping subtype.
Finally, but importantly, Moos and Schaefer (1993) included in the model, religious activities
which can be regarded as similar to the rituals of religious practice in Buddhism, the
predominant religion in Thailand. For example, praying is categorised as a means of seeking
guidance and support and contemplating what happens in life using religious belief as a basis
of logical analysis. These two religious activities are included with the approach coping
strategies in this model.
Justification of the variables in this study

The current study applies the Moos and Schaefer Conceptual Model of the Stress and Coping
Process (1993) because this model will assist in making health care professionals more aware
of influencing factors, and help them to plan and encourage effective coping in their patients
(Meas, Leventhal & de Ridder, 1996). However, the current study also includes a time factor
to examine the different coping strategies, which refer to the interpersonal and intra-personal
studies that are suggested by Lazarus (1 991).
Information about the environmental system was gathered by measuring levels of social
support in that environment as perceived by the participants. There is strong evidence that the
level of social support is high in the Thai context. A number of other key variables including
the individual's level of optimism and a measure of quality of life were also chosen. Other
variables, for example, self-efficacy, are not included in the current study where the researcher
found the self-efficacy questionnaire contained some items which overlap with coping
strategies, while sense of coherence items are difficult to understand in the Thai context.

Environmental System: Social support (Panel I )

Social support is one significant factor that affects the way people deal with the stressors in
their lives, so it is also important for a study of coping to include this factor (Nilven, 2000).
The level of social support can be measured by looking at the supportive behaviour of family
and friends, the nature of the social network, and the person's perception of level of support
from friends and family (Cobb & Jones, 1984 cited in Nilven, 2000, 1214)
Wills (1985, cited in Ogden, 2004, p. 273) wrote about four types of social support: esteem
support, information support, social companionship, and instrumental support. He also
provided definitions for these types of social support: esteem support refers to the way that
other people increase one's self esteem; information support is the way that other people
provide guidance; social companionship refers to any activities that provide support; and
instrumental support refers to any physical help that has been provided. Moos and Tsu (1976)
argued that people receive different levels of support, dependent upon their culture and
environment.
In Thailand, Kasemkijwatana, Numpetch, Sriyuktasuporn and Prasungsit (1 996), examined the
causal relationship between symptom distress, social support, self-esteem, and powerlessness.
Kasemkijwatana and colleagues' (1996) results indicated that social support increased selfesteem and reduced symptom distress and powerlessness. In addition, Songwathana (2001)
examined the ways in which AIDS patients were taken care of by their families and
communities. She concluded that kinship, karma and compassion were mutually reinforcing,
and explained the ability of individuals and families to care for AIDS patients in Thailand
(Songwathana, 200 1).
Personal System: Optimism (Panel 2)

According to the belief that psychological state is correlated to physical state, encouraging
people to have a good psychological condition may help to enhance the level of well-being.
Peterson and Bossio (1991) suggested that optimism is one psychological state that
affects health. Scheier and Carver (1985) defined an optimist as a person who has positive
expectations, and is not limited to a particular behavioural domain or class or setting. A

pessimistic person is one who often gives the appearance of being universally unhappy
(Scheier & Carver, 1985).
Moos and Schaefer (1993) suggested that a person who has a high level of optimism will have
better physical and psychological adaptation to stressful conditions. Saneha (1999) conducted
her research on the relationship between optimism, cognitive appraisal, coping strategies and
psychosocial adjustment in Thai women newly diagnosed with breast cancer. She concluded
that optimism had a positive relationship with problem-focused coping, as well as, a positive
relationship with health care orientation adjustment.
Health and well-being: Quality of llfe (Panel 5)
Quality of life refers to the state of being in good health and well-being. Rustoen, Moum,
Wiklund and Hanestad (1999) indicated that there were various definitions of quality of life
and presented a case in support of a definition of quality of life for the nursing field as one
which relates to happiness and satisfaction. Quality of life can be measured by responses from
subjects and their responses in both negative and positive directions (Rustoen et al, 1999). Oiie
of the most widely accepted definitions of quality of life is that of Ferrans (1990) who
suggested that quality of life is the personal sense of well-being. She indicated that quality of
life consisted of a healthlfunctioning domain, a socio-economic domain, a psychological/
spiritual domain and a family domain. This could be equivalent to the health and well-being
variable in Moos and Schaefer's concept of the stress and coping process (1993).
Puavilai and Stuifbergen, (2000) conducted research into the quality of life of Thai women
with diabetes by determining the participants' life characteristics. The results indicated that
the important life characteristics for diabetic Thai women's quality of life were family, living
conditions, success in life, health, and personal faith. It is notable that three of these five life
characteristics, living conditions, success in life and health, were also outcomes of the process
of coping. It was concluded that successful coping in the participants in this study was related
to higher levels of quality of life (Puavilai & Stuifbergen, 2000). Therefore, the use of coping
can be considered as a part of the quality of life for Thai women with diabetes.

3.2 A flexible case study design
The aims of the study indicated that a flexible approach to the design was warranted. The use
of a hybrid strategy was considered to be of particular value when exploring real world
settings and issues (Robson, 2002). This approach seemed well suited to the study context as
it allowed for a measure of sensitivity on the researcher's behalf in a research setting which
was not unfamiliar, yet not a well researched area of care. The approach to the study was
essentially a qualitative one and used a case study methodology.

The case study is a qualitative research approach in which a researcher aims to study "how",
"why" (Yin, 1994), "who" and "what" (Burns, 1997) in contemporary life events when little
control over those life events can be established (Yin, 1994). This is a commonly used
approach in many different fields such as clinical studies (Sharp, 1998), psychology,
sociology, political science and business (Yin, 1983, cited in Yin, 1994, p. 2). Sandelowski
(1996) described how case study methodology has recently received great interest from many
nurse researchers as it offers a valuable way to maximise the understanding of individuals in
the field. Moreover it could be a strategy for generating new knowledge as well as testing
theoretical ideas.

JustiJication of the research design
LoBiondo-Wood et a1 (1994) claimed that many interesting phenomena in the nursing field are
well suited to case study methodology. Sharp (1998) added weight to this view by providing
three primary reasons. Firstly, most nursing activity is centred on individual patients or cases.
Secondly, case studies are research-based practice in the modem era. Thirdly, case studies are
conducted in the health care environment, so the people who are well suited utilise them are
health care providers themselves, particularly nurses.
The core strengths of case study design arise from the fact that the this design provides an
opportunity to discover unexpected findings in the nature of a case (Rothe, 1994; Nisbet &
Watt, 1984 cited in Cohen et al, 2000, p. 184), in a format that can be easily understood for

a wide audience, including non-academics (Nisbet & Watt's, 1984 cited in Cohen et al, 2000,
p. 184). They are process-oriented and directed to further research projects (Rothe, 1994).
This design has an ability to capture unique features that may be lost in large scale
research (Nisbet & Watt's, 1984 cited in Cohen et al, 2000, p. 184), and provides insights into
other similar situations (Nisbet & Watt's, 1984 cited in Cohen et al, 2000, p. 184).

However, a number of weaknesses in the case study approach have been described in the
literature including the need to be acutely aware of the nature of confidential data that might
arise (Rothe, 1994). There is also a very real risk of introducing researcher bias (Rothe, 1994),
and of subjective views distorting or influencing others' views along the way (Nisbet & Watt,
1984 cited in Cohen et al, 2000, p. 184). Furthermore, a researcher may be involved in the
issues or events under the study, and this could undermine the study (Rothe, 1994). Of course,
the result from case study research may not be generalised to larger populations (Nisbet &
Watt, 1984 cited in Cohen et al, 2000, p. 184).

While acknowledging these potential weaknesses, efforts to circumvent these can be employed
to good effect. The quality of the data can be enhanced following some of the suggestions
offered by Yin (1994) such as repeating data collection procedures, and varying these,
identifying the emergence of similar results from different participants, having a colleague
check any transcribed data, and doing time series analysis. These and other initiatives were
employed in this study.

Many psychologists have suggested that research on coping needs to pay more attention to the
combination of different types of data and to prefer longitudinal studies. For example, Myers
(2000) suggested that the data from self-report measures are an unsatisfactory way to obtain
information about coping strategies because the researcher needs to be aware that people
report their feelings with differing accuracy, particularly people who use avoidance coping.

Table 3.1
A profile of the interview schedule over timefor eleven participants

Initial

3 month

6 month

Total number

Total time

Meanlperson

Structured

Structured

Structured

33 interviews

24.75 hours

2.2 hours

interview

interview

interview

In-depth

In-depth

In-depth

33 interviews

33 hours

3 hours

interview

interview

interview

3.5 Sampling procedure
Purposive sampling was used to identify and select potential participants for this study. The
researcher discussed with responsible physicians and senior nurses in the field the choice of
typical colorectal cancer patients with a colostomy who could provide details of their coping
experiences. This process helped to ensure that ordinary people were identified rather than
seeking especially articulate individuals. Yin (1994) indicates that the most important factor
in sampling multi-case studies is how to select cases that can provide similar or contrasting
results. In addition, purposive sampling is one of the most commonly used techniques for indepth studies, due to the fact that most qualitative researchers value the deep understanding
gained from information-rich cases, as this permits an appropriate range of factors to be
investigated (Sandelowski, 1995).

3.6 Ethical considerations
The ethical considerations are some of the most important aspects in any human study of this
nature and especially so when seeking to work with especially vulnerable groups. To ensure
that the study was completed with the utmost care and appropriate ethical consideration, a
three- stage process was adhered to the project and was approved by the organisation involved
in this research study. Permission to use questionnaires or measures developed by other
researchers was sought, and patients' informed consent was given. The researcher also told

participants that their names would be kept confidential. Reference to participants in the
research would be restricted to pseudonyms to protect their anonymity.

3.6.1 Project Approval

The Committee for Ethics in Human Research of the University of Canberra approved the
study. Approval was also received approval from the Ethics Committee, Faculty of Medicine,
Prince of Songkla University, the Research and Ethics Committee, National Cancer Institute
and the Research and Ethics Committee, Ramathibodi Hospital. The National Cancer Institute
and the Ramathibodi Hospital requested that the researcher wear a white gown with a name
card while interviewing participants. This signified to patients that the researcher was an
approved health care provider. At the same time, all officers would know that the researcher
had received ethics approval and permission to conduct a research study in the hospital.

3.6.2 Permission to use questionnaires
The researcher sent e-mails and faxes to the copyright owners of the following five
questionnaires: Personal Resources Questionnaire (PRQ2000), Life Orientation Test- Revised
(LOT-R), Ostomy Adjustment Scale (OAS), Coping Responses Inventory (CRI) and
Functional Assessment Cancer Therapy-Colorectal (FACT-C) to ask for their permission to
use these questionnaires. Most of them gave permission by e-mail, while the owners of the
PRQ2000 and CRI sent letters of permission.

3.6.3 Patients' rights

All participants in this project, both in the period of the pilot study and the research project
proper, received a written explanation about the project and their right to withdraw from the
study at any time during the process of data collecting. The researcher gave the participants
time to ask questions, and then asked them to provide their informed consent to take part in the
study on the consent form.

3.7 Research sites
Two hospitals and one institute agreed to collaborate on this project. They were
Songklanagarind Hospital, Ramathibordi Hospital, and the National Cancer Institute,
Thailand.

3.7.1 Songklanagarind Hospital

Songklanagarind Hospital is a tertiary hospital of the Faculty of Medicine, Prince of Songkla.
University. It was established in 1982 in Songkla Province, the southern part of Thailand
(Songklanagarind Hospital, 2000). The purpose of the hospital is to act as a teaching
institution for students of medicine, nursing and public health. Therefore, it has supporting
facilities for teaching and the conduct of research. It has expanded the range of services
continually and currently has 703 beds and an average of 1500 out-patients per day from all
provinces in the southern part of Thailand.

3.7.2 Ramathibodi Hospital

Ramathibodi Hospital was established in 1969 to increase the number of doctors and nurses to
meet the needs of the country (Ramathibodi Hospital, 2000). It is attached to two faculties of
medicine within Mahidol University and located in the Phyathai area in Bangkok, Thailand.
Ramathibodi Hopital provides medical treatment and care for people from the Bangkok region
and other provinces outside of Bangkok. In addition, it offers advanced services such as organ
transplantation, toxicology information and the Sirikit Medical Centre (Ramathibodi Hospital,
2000). The number of out-patients is 700,000 per year.

3.7.3 National Cancer Institute, Thailand

National Cancer Institute, Department of Medical Services, Ministry of Public Health was
established in 1959 (National Cancer Institute, 2001). It is located on Phyathai Road
Bangkok, Thailand. The primary functions of the institute are to study cancer, educate and
train medical personnel in the specialist area of cancer, to study and provide treatment for
those suffering from cancer and to direct and supervise Cancer Institutes in other parts of

Thailand (National Cancer Institute, 2001). The institute also collaborates with other
organisations and institutions.

3.8 Data collection

Data was collected at three distinct stages: initial, three months and six months after surgery.
Each participant participated in a structured interview followed by an in-depth interview at
each stage.

3.8.1 Gaining entrance to the research sites

The researcher went to see the coordinators responsible for colorectal surgery and taking care
of patients who had a colostomy in Songklanagarind Hospital, Ramathibodi Hospital and the
National Cancer Institute. This process enabled the researcher to establish rapport with these
key personnel and build a good working relationship over time, so that these individuals were
well informed about the study, and happy to offer support to the researcher. There was one
coordinator in each of the research sites who kept track of potential participants.

3.8.2 Recruiting the participants

The researcher made a schedule for visiting the three settings by contacting the coordinators.
Every week, the researcher telephoned to ask whether any suitable patients (undergoing
colostomy) might be available during that week. Initially, the researcher travelled to
Songklanagarind Hospital every week, to establish contact with any potential participants.
The researcher also kept in contact with the other coordinators in Bangkok.

3.8.3 Location of interviews

During the period of data collection, the researcher kept in contact with the participants and
their family members to ensure that arrangements for interviews were confirmed and
convenient. Hence, the researcher interviewed most participants at two different places during
the period of data collection. This meant that the researcher had to make repeated trips to

meet with participants over the time of the study (see Table 3.2).
Table 3.2
Location of interviews over time

Name

Time 1

Time 2

Time 3

Nuan

Daughter's home

I.P.D.

Daughter's home(Songk1a)

(Songkla)
Pi tt

1.P.D

I.P.D.

Convenient place

Sri

1.P.D

O.P.D.

Home (Yala)

Chai

I.P.D.

I.P.D.

Home (Nongkhai)

Duan

I.P.D.

I.P.D.

I.P.D.

Sak

I.P.D.

Home (Songkla)

Home (Songkla)

Choke

I.P.D.

Home (Yala)

Home (Yala)

Sang

I.P.D.

Home (Songkla)

Home (Songkla)

Noy

I.P.D.

O.P.D.

Home (Bureerum)

Chorb

I.P.D.

O.P.D.

Convenient place (Nakhon
Sri Thamarat)

Thon

I.P.D.

Convenient place

Home (Phuket)

IPD= In- patients Department, OPD= Out-patients Department

3.9 Emergent issues in the data collection

A number of issues emerged during the data collection phase of the study that precluded some
potential participants taking part in the study. There were several potential patients (potential
participants) at Songklanagarind in a serious condition suffering with general weakness,
deafness and depression and who did not therefore meet the inclusion criteria. After her son
read the consent form to her, another potential participant refused to take part. It is unclear
why. The researcher focused on explaining the study in simple terms and in a non-threatening
manner. In addition, the option to withdraw from the study at any time was reinforced if
participants felt uncomfortable or significantly inconvenienced. Moreover, the researcher

spent a good deal of time building friendly relationships with participants.

In most cases, the researcher conducted the first interview while the participants were in
hospital. The second and third interviews were conducted after they were discharged. All
participants said that they wanted to be interviewed when they had an appointment with the
doctor, and the most convenient time appeared to be the period when they were waiting in
front of the Outpatient Department. This created two new problems: time limitations, and an
inconvenient location where people could not talk openly about their lives and experiences.
Some patients had to travel back and forth with their relatives between their homes and the
hospital. On occasions, participants were concerned that they were keeping their children who
were caring for them waiting while the interviews were being conducted.

The researcher found that interviewing participants in the Out-patients Department (OPD)
areas was not appropriate because of the noise and lack of privacy. Sometimes, participants
had to pay attention to the announcements by nurses to know when it was their turn to see the
doctor. One participant told the researcher that she wanted the interview conducted
somewhere outside because she felt uncomfortable talking about problems in her relationship
with her husband while her mother was around. She did not want her mother to worry about
this.

3.10 Resolution of problems
The researcher solved the problem of limited time and inconvenient location by asking
participants to suggest another place and time. Some participants replied that their home
would be more convenient for them. The researcher, therefore, decided to visit their homes,
and this required a significant level of travelling to different provinces. The researcher had
never been to most of these areas. While this added considerably to the researcher's
workload, it helped to ensure that the participants were engaged in the study and focused on
the topic. They were more willing to share their experiences when conversing with the
researcher in more appropriate surroundings.

3.1 1 Quantitative data collection
The first part of the data collection entailed the completion of a small scale survey comprising
a number of questionnaire measures. De Vaus (1990) defined the characteristics of a survey
as a structured or systemic set of data fiom at least two cases which allows a comparison
between cases using a data matrix. Alreck and Settle (1995) suggested that there are eight
kinds of information that could be obtained by survey method: attitudes, images, decisions,
needs, behaviour, lifestyle, affiliations, and demographics.

Justification of the small scale survey
This facet of the study enabled the researcher to describe the characteristics of cases and gauge
the extent of change in these characteristics over time.

Denscombe (1998) outlined a number of characteristic strengths in survey type studies: the
researcher can obtain data in the real world that may enhance small scale qualitative research
projects. Surveys can elicit a substantial amount of data in a very short time when compared
with other types of research. However, the weaknesses of survey design include the fact that a
researcher may ignore highly relevant data. Moreover, surveys cannot provide in-depth
perspectives, and run the risk of supporting incorrect conclusions, if there is any lack of
honesty in the respondent group.

Although this study was conducted on a small number of patients with colorectal cancer

(N=l I), the opportunity to collect quantitative data that would complement the qualitative data
seemed highly appropriate, and fitted well with the conceptual framework adopted, and the
background literature. The design of the study also lent itself to a small scale survey with
three discrete data collection points. These data could be assessed and tested for differences in
time and correlated with qualitative differences.

The small survey addressed variables that are included in the conceptual framework. Data on
these were collect by structured interviews using five validated questionnaires. The survey
was considered highly appropriate to collect data on coping strategies (behaviour), perceptions

on social resources (attitudes), optimism (attitudes), adjustment to colostomy (attitudes),
quality of life (attitudes) and independent variables (demographics). This made comparisons
over time possible and measurable.
Justification of the coping questionnaire used in this study

The choice of questionnaire to measure coping in this study was considered carefully,
comparing the definitions and items of the Ways of Coping Questionnaire, the Coping
Response Inventory and the Jalowiec' Coping Scale. It is important to understand the way the
questionnaires were structured by the compilers of the questionnaires. This is useful for
researchers in the justification process and for the consumers who might want to use the
results from coping studies.
As religious practice is an important part of the cultural context in Thailand, the researcher
looked at the way that Lazarus and Moos categorised items related to rituals. It is interesting
to find that praying (or chanting in Buddhism) is categorised as a positive reappraisal coping
strategy in the Lazarus theory, whereas it is a seeking guidance and support coping strategy in
Moos and Schaefer's concept. Thus, using the Moos and Schaefer categorisation is more
appropriate for interpretation in the Thai context.

3.11.1 Structured interviews

Structured interviews were used to collect data about environmental resources, personal
resources, the extent of adjustment to a colostomy, coping strategies and quality of life. The
researcher asked questions following all items from five valid questionnaires including: the
Personal Resources Questionnaire (PRQ2000), Life Orientation Test- Revised (LOT-R),
Ostomy Adjustment Scale (OAS), Coping Responses Inventory (CRI) and Functional
Assessment Cancer Therapy-Colorectal (FACT-C). PRQ (2000)' LOT-R and FACT-C. PRQ,
LOT-R and FACT-C had already been translated into Thai already and have been used in
many research projects (Kasemkijwatana, Numpetch, Sriyuktasuporn & Prasungsit, 1996;
Saneha, 1999).

The researcher translated OAS and CRI with the permission of the owners. The details of this

process will be mentioned in the discussion of the pilot study.
Justification for the structured interviews

Structured interviews were the most effective way of collecting data for categorising
quantitative data. First, most respondents were poorly educated. Thus, it was easier easy for
them to answer questions by listening and indicating their answers to the researcher. Second,
the pilot study indicated that a few items were difficult for some participants to understand.
Structured interviews helped to address this problem effectively. Third, this approach allowed
an interviewer to observe respondents during interviews (Wagenaar & Babbie, 1998).
Moreover, this approach has the added advantage of obtaining higher response rates compared
with the self-administered questionnaires (Wagenaar & Babbie, 1995). Although, structured
interviews may raise some difficulties when answering questions which are sensitive in
person-to-person contexts (Bums, 1997), the researcher attempted to overcome this problem
by creating a professional relationship before commencing the interview.

3.1 1.2 Questionnaire measures

The questionnaire measures cover a number of key variables mentioned above by posing the
questionnaire items to participants and recording their responses on the interview schedule.
The following questionnaires were used:
Demographic background

All participants were asked about age, religion, educational background, occupation, their
income, while gender and the date of the operation were also noted.
The Personal Resource Questionnaire (PRQ2000)

The Personal Resources Questionnaire (PRQ2000) was first developed by Weinnert and
Brandt in 1981 and improved in 1985. This questionnaire measures participants' perceptions
of the social support they receive. The original questionnaire, Personal Resources
Questionnaire (PRQ85), consists of two parts; part one included ten life situations in which

one might need assistance, and part two is a 25 item scale based on five dimensions of
support; worth, social integration, intimacy, nurturing and assistance.

In part two, the answers to each item are scored on a seven-point Likert scale ranging from 1
(strongly disagree) to 7 (strongly agree). The alpha reliability of Part two is .90 (Wienert,
1981). The PRQ2000 consists of 15 items which indicate social support in three main areas:
worth, intimacy and social integration. A total score is calculated by adding all items. A
higher score indicates a high level of perceived social support while a lower score indicates a
low level of perceived social support. This questionnaire has been utilised by 160 researchers
from 58 countries since 2000 (Montana State University, 2005)
The Personal Resources Questionnaire (PRQ85) has been used worldwide and translated into
seven languages. The reliability is 0.90 (McNicholas, 2002). Kasemkijwatana, Numpetch,
Sriyuktasuporn and Prasungsit (1996) and colleagues studied symptom distress, social support,
self-esteem and powerlessness in colorectal cancer patients in Thailand and reported a
coefficient alpha reliability of PRQ (85) 0.82.
The Life Orientation Test-Revised (LOT-R)
The Life Orientation Test-Revised (LOT-R) was used to measure optimism. This
questionnaire was developed by Scheier and Carver (1985) and was revised in 1999. This tool
consists of six items plus four filler items with a five-point Likert scale ranging from 1 (I
disagree a lot) to 4 (I agree a lot). Some item scores are reversed before analysis. The total
score is calculated by taking out the fillers, but adding the remaining 6 items together and then
dividing by 6. A higher score indicates greater levels of optimism while the lower score
indicates the opposite. The alpha reliability of LOT was .073-0.78 (Scheier, Carver &
Bridges, 1994). King and colleagues repeated the LOT four times and reported the
reliability of LOT ranged between 0.73-0.78. Ai and colleagues (2004) reported the reliability
of LOT in their study as 076. McNicholas (2002) reported the reliability of LOT-R as 0.68. In
Thailand, Saneha (1 999) conducted research to examine the relationship among optimism,
cognitive appraisal, coping strategies and psychosocial adjustment in Thai women newly who

had been newly diagnosed with breast cancer. The study reported an internal reliability (Thai
version) of 0.78.

The Ostomy Adjustment Scale (OAS)
The Ostomy Adjustment scale reports respondents attitudes and feelings as well as the coping
strategies used after having a colostomy. This tool was developed by Olbrisch in 1983. This
study used the short form of OAS which correlates highly with the full version (Olbrisch,
1938). There are 17 items. This scale uses a Likert scale ranging from 1 (strongly disagree) to

6 (strongly agree). A total score is calculated by reversing some items and then adding up all
the items. A higher score indicates a positive adjustment after a colostomy. A lower score
indicates a negative adjustment after a colostomy. It is reported to have a reliability
coefficient of 0.85 (Olbrisch, 1938). This questionnaire has high internal consistency, for
example, Piwonka and Merino reported the reliability (Cronbach's alpha) as 0.93 and Brydolf
and colleagues reported the reliability (Cronbach's alpha) of OAS (Swedish version) as 0.95.
However, there are no reports about the use of this questionnaire in Thailand.

The Coping Responses Inventory (CRI)
Coping strategies can be measured by The Coping Responses Inventory (CRI) which was
developed by Moos (1993). This tool contains two parts. The first part aims to discover the
most important problem or stressful situation in participants lives and consists of 10 items.
Respondents answer by choosing a number on a four-point Likert scale ranging from 1
(Definitely No) to 4 (Definitely Yes).

The Coping Responses Inventory (Part 11) indicates how people cope with these stresses. It
contains 48 items about the coping strategies people use to deal with stress. The answers in
this part use a four-point Likert scale ranging from 1 (No, Not at all) to 4 (Yes, Fairly Often).
There are two major coping domains: approach and avoidance. The approach coping subtypes
include 'logical analysis' (LA), 'positive reappraisal' (PR), 'seeking guidance and support'
(SG) and 'problem solving' (PR). The avoidance coping subtypes consist of 'cognitive
avoidance' (CA), 'acceptance1 resignation' (AR), 'seeking alternative rewards' (SR) and
'emotional discharge' (ED). Specific strategies can be found within these subtypes.

A total score is calculated by adding up the scores for all items in each coping subtype. A
higher score indicates a high frequency of use for each subtype. A lower score indicates a
lower frequency of use for each coping subtype. The reliability of this questionnaire was
reported to be 0.66-0.73 (Moos, 1992). Irving and colleagues (1997) reported the overall
reliability of CRI was 0.67 in their study while Ebata and Moos (1994) reported that the
internal consistency ranged from 0.61-0.79. However, there are no reports about the use of this
questionnaire in Thailand.
The Functional Assessment Cancer Therapy- Colorectal (FACT-C)

Quality of life can be measured by the Functional Assessment Cancer Therapy- Colorectal
(FACT-C) which was developed by Cella in 1999 (Ward et al, 1999). This is a self- report
questionnaire. This tool contains 27 general questions in four dimensions: physical wellbeing, social/family well-being, emotional well-being and functional well-being. In the
colorectal version, there are nine specific items and another two items which deal specifically
with a colostomy. The total score is calculated by reversing some items and then adding the
scores from these five domains, divided by the total number of items. A high score indicates
high quality of life. A low score indicates low quality of life. The reliability of FACT-C was
reported to be 0.85 (Ward et al, 1999). Lev and Owen reported the reliability of FACT-C as
0.95. In Thailand, Sirilertakoon and colleagues (2000) tested the reliability of FACT-C (Thai
version) and reported reliability as 0.87 and for people with colorectal cancer, 0.66.

3.11.3 The pilot study

A pilot study was undertaken in Thailand between December 2000 and April 2001. The
primary aim of the pilot study was to assess the effectiveness of the five translated
questionnaires with Thai colorectal cancer patients who had undergone a colostomy.
The researcher translated CRI and OAS with some modifications from an expert translator.
To validate the translation, three Thai lecturers in psychology were invited to provide

comments on the translation process for the CRI and OAS. Two academics from Prince of
Songkla University then translated the Thai version of these questionnaires back to English.
These translated questionnaires were then sent to the original authors for comments, and their
suggestions were incorporated into the questionnaires. Finally, to assess the validity of these
translations, the three lecturers in psychology compared each item in both the originaI and the
translated questionnaire to check for any inconsistencies.
The translated CRI and OAS were tested on patients at the National Cancer Institute in
Thailand. In addition, the PRQ2000, LOT-R and FACT-C were used with patients at
Songklanagarind Hospital. The pilot study showed that five patients had some difficulties in
using the seven-point scale to answer the PRQ2000 questionnaire and could not understand
four items in LOT-R. The researcher decided to cut the third question from the Life
Orientation Test-Revised (LOT-R) and modified four questions minimally. The scales in the
Personal Resources Questionnaire had to be modified from a seven point-scale to a five-point
scale. The authors of the questionnaires were informed about the suggested changes. The
author of LOT-R gave permission to modify the four items, but the author of PRQ2000 did not
grant permission to alter the scale anchor points from seven to five. The researcher left it in
the original form.

3.11.4 The interview schedule

The researcher spoke with participants in a friendly and relaxed way, and tried to create a
comfortable environment by asking a few open-ended questions, and reminding the
participants about the purpose of the interview. A conversational style was emphasised as the
researcher moved through the questionnaires and sought participants' replies, starting with the
more straightforward questions about their condition and then moved on to questions relating
to more sensitive issues.

3.12 Preparing the quantitative data for analysis
3.12.1 Scoring issues
A number of issues emerged at the time of data collection. The items about sexual behaviour,

for example in OAS and FACT-C, were simply ignored by nearly all participants, and this
needed to be taken into account at the analysis stage. It is not clear why this occurred,
although it is likely to reflect an aspect of Thai culture which is regarded as taboo. This
problem was also reported in the work of Sirilertakoon, Jirajarus, Ratanatharathorn, &
Hanucharurnkul, (2000).

3.12.2 The data screening process
The researcher coded questionnaires into numbers following the code books and attended to
the need to reverse items wherever necessary. Those questionnaire items that most
participants could not answer directly (such as the items dealing with sex) were removed. On
the occasion where participants could not choose the positive or the negative side of the scale,
a medium value for those items such as 3.5 on a 7 point Likert scale, was inserted. Finally, all
data were recorded into a SPSS file.

3.12.3 The data checking process
Before analysing the data, the researcher checked the data carefully to identify any errors that
may have occurred during the coding entry processes. In addition to this, the researcher
randomly picked three cases and checked their answers from the first interview, the second
interview and the third interview. Then SPSS was used to calculate the means and these were
compared with the dataset selected for the checking process. Only one error was identified
and corrected.

3.13 Statistical analyses
The individual characteristics of participants were analysed by frequency. All variables were
determined by descriptive statistics (mean and standard deviation). The question of how

coping and other key variables changed over time meant that a number of tests of statistical
significance were performed. Initially non-parametric tests were employed. Non-parametric
tests are especially useful when the data do not meet parametric assumptions (Clark-Carter,
1997) as was assumed initially.

First, the Wilcoxon Signed Rank Test and the Friedman test, both non-parametric tests, were
used to test differences in social support, optimism, ostomy adjustment, coping strategies and
quality of life over time. The Wilcoxon Signed Rank test first calculates the differences
suggested in each pair of interviews and then ranks these positive or negative differences
before adding them together (Clark-Carter, 1997). The Friedman test is suitable for a
comparison between more than two groups by looking at the median of each group (ClarkCarter, 1997). The results from these non-parametric tests indicated that interviews reflected
changes at a few points in some but not all variables.

A number of parametric tests (with added sensitivity for identifying changes that might occur
over time) could be applied after the distributional assumption was tested. The results of
normality tests showed that all variables were normally distributed. This was due to the levels
of Shapiro-Wilk probability being larger than 0.05 (Altman, 199 1). These probabilities were
between 0.065 and 0.992. Parametric tests are more powerful because they contain many
assumptions (Siege1 & Castellan, 1988). Generally, if the results of the parametric test show
significant differences in some variables, other tests would tend to show similar differences
(Clark-Carter, 1997).
Second, bivariate parametric tests which include the T-test and the F-test were applied. The Ttest is one of the most powerful statistical tests because it is calculated by using the average of
the differences of paired data in each variable (Altman, 1991). The F- test is calculated by
looking at the variance of the differences between two groups. All results were checked and
rechecked by the consultant statistician for this project. There were slight differences between
the results of the parametric test and the non-parametric test. Only the results of the
parametric tests are reported here to present the statistically significant differences found in
the variables over time as they provide greater sensitivity in identifying the important changes

that were contained in the dataset.

Two types of error can emerge when statistical tests are employed; a Type I error occurs when
a true null hypothesis is mistakenly rejected - two groups are equal, but the results of the
statistical tests indicate statistical differences. A type I1 error, however, occurs when the null
hypothesis is mistakenly accepted in spite of the fact that there is a real difference between the
groups. The probability of making type one error is determined directly when setting the
alpha level. If T-Tests are used as a series, the probability of creating a type I error is
increased. Pagano and Gauvreau (1 994) suggested that if three t-tests were used, the
probability of a Type I error is closer to 0.14. A type I error occurs when rejecting the null
hypothesis (HO) when it is fact, while a Type I1 error fails to reject the null hypothesis when it
is false (Siegel, S. & Castellan 1988). Clark-Carter (1997) indicates that the Type I1 error
commonly occurs when the data meet the requirement of a parametric test and the researcher
still used a non-parametric test.

In this study, the F-test was used to reduce the likelihood of type I errors as it is capable of
identifying statistically significant differences between a number of sample means. The
results fi-om F-tests will not indicate which pair is significantly different, so pair wise
comparisons (Time1 v Time 2, Time 1 v Time 3, Time 2 v Time 3) among all means with
special analysis that protect against a Type I error (a post hoc test) were applied (Watson,
Pattison & Finch, 1993).

Post hoc tests using the Bonferroni adjustment were applied after the use of the analysis of
variance to indicate where significant differences occurred (Portney & Watkins, 2000). This
test compares means between each pair of variables (Times 1 , 2 and 3) to indicate the level of
differences, indicated with an asterisk which is normally lower than 0.05 (SPSS version 11).

Multidimensional scaling (MDS) computes a measure of similarity for the raw data and then
uses this transformed data to generate a plot which represents the relationships between the
variables. The output for each analysis includes a table of distances followed by a two

dimensional plot that has been derived from the table of distances. This procedure helps to
identify new structures in complex sets of data.

3.14 Qualitative data collection
The researcher (A Thai native speaker) tape recorded the in-depth interviews with participants
and was able to listen to the tapes on a number of occasions. This activity enabled the
researcher to gain a really thorough understanding of participants' experiences of colorectal
cancer and living with and coping with a colostomy and the impact that it had on their lives.
In-depth interviews are a very useful method to obtain detailed information of a particular
phenomenon (Rice & Ezzy, 1999). This procedure allowed the researcher to obtain data
around the key variables identified in the literature and to address the core research questions
fieom the perspective of the participants. These interviews were completed in Thai and later
transcribed and translated into English.

The in-depth interviews contained four main areas of investigation along the following lines:

How have you coped with the colostomy so far?
What particular ways of coping have been most effective for you?
Is there anything or anyone in your life that encourages or helps you to cope with the
colostomy? (What is it? Who is she? How does it, s h e help?)
How has the way you cope changed over time?

As participants responded, the researcher followed the participant and asked more questions
that helped to elicit additional information about their experiences. Moreover, the first
interview provided a starting point that helped the researcher approach each participant
differently in the subsequent interviews by using this first interview as a point of reference for
embarking on these later interviews.

Justification for the in-depth interviews

In-depth interviews are a very useful method for obtaining detailed information as a particular
phenomenon. They rely on good communication between interviewer and participant with the
use of active listening, responding and encouraging (Rice & Ezzy, 1999). In-depth interviews
aim to explore the complexity of meaning and interpretations that cannot be examined using
more highly structured approaches (Rice & Ezzy, 1999). Taylor and Bogdan (1998)
mentioned that this method is contrasted with structured interviews because it is flexible and
dynamic. In addition, the interviewer is able to reach an understanding of participants'
perspectives on their life experiences or situations as expressed in their own words (Taylor &
Bogdan, 1998).

Rice and Ezzy (1999) concluded that in-depth interviews provide advantages in discovering
subjective meanings and interpretations, allowing researchers to study social aspects of
participants' lives and allowing new understandings and theories to be developed. In addition,
participants are less influenced and more prepared to discuss some sensitive topics, and many
participants appreciate a chance to talk about their experiences. Moreover, the advantages of
in-depth interviews with tape recorders are to provide a level of detail and accuracy not
obtainable fi-om memory or by taking notes, and to allow for greater eye contact than is
possible if the interviewer is taking notes (Rice & Ezzy, 1999). This approach is well suited to
the current project. However, in-depth interviews are time-consuming and energy sapping
(Rice & Ezzy, 1999).
In-depth interviews were chosen because this method allowed the researcher to collect data
about how the patients coped with their situations and this could not be observed directly
(Bums, 1997). This approach can be used effectively with other more structured approaches
(Minichiello, Aroni, Timewell, & Alexander, 1995).

3.14.1 Achieving methodological rigour

A number of ways of improving the trustworthiness of the data gathered from highly
qualitative studies has been described by Robson (2002) and four of these have

been used to good effect in this study. Prolonged involvement refers to the frequency with
which the researcher undertook interviews. In this instance participants met with the
researcher on three occasions over a period of six months and this helped the researcher to
create good relationships with the participants and minimise the potential for bias in the
interpretation of results.

The second way of enhancing trustworthiness involves the creation of an audit trail. Hence the
researcher maintained a full record of all activities and field notes during the period of the indepth interviews. In addition, all the transcripts were systematically coded by case, time, page
and line numbers so that each theme to emerge in the chapters describing the findings from the
interviews is directly traceable to a specific interview with a specific participant.

The third idea for reducing bias is that of triangulation. The researcher used triangulation to
reduce potential bias in two ways; data triangulation and methodological triangulation. In this
research project, the researcher collected data by doing structured interviews and in-depth
interviews, and used both quantitative and qualitative approaches within each case study.

The fourth way to minimise bias in this study entailed the researcher seeking negative cases in
the analysis. The researcher looked for different responses from within the transcripts and
from additional notes that might challenge the interpretation or understanding that the
researcher had arrived at. Collectively, these processes helped the researcher to acquire a
trustworthy understanding of the participants' lives.

3.15 Preparing the qualitative data for analysis
At the completion of each interview, the researcher listened carefully to the audiocassette
tapes and made initial notes. The tape was then transcribed verbatim by the researcher. While
doing this, the researcher examined the field notes to recall the participants' behaviour during
the interview and the specific context in which the interview was completed.

3.16 Qualitative data analysis
A variety of techniques exist for qualitative data analysis. The use of each technique depends

on the objective of the research and the experience of the investigator (Strauss, 1987).
In this study content analysis was chosen to analyse the transcripts of the in-depth interviews
and is a valuable and practical approach to analyse social-psychological attitudes, events, and
feelings which are intangible (Berg, 1998). Such intangibles are often difficult to observe and
largely impossible to count. Content analysis can be used to capture personal or private topics
which respondents may feel more comfortable to talk about rather than to write down in an
impersonal questionnaire (Berg, 1998).

Justification of the content analysis
Content analysis examines recorded data and helps the researcher to identify key themes or
ideas in the data. The message must be recorded in some manner in order to be analysed. Of
course recordings cannot capture the whole interview environment and experience. For
example, in audio-recordings, the facial expressions and other body language cannot be
recorded. This flaw can be accommodated as the researcher records other qualitative
impressions of the interview soon afterwards and notes these down in fieldwork notes. Content
analysis cannot test cause and effect in any given phenomenon as it can only indicate
relationships or correlations.

Nevertheless, content analysis is suitable for the analysis of data which capture the
experiences of patients in this descriptive study from in-depth interviews (Berg, 1998).
Another advantage of content analysis is the cost. It is not expensive because it does not
involve costly equipment or software although it does require a significant time commitment
on the researcher's behalf. For these reasons, content analysis seemed particularly appropriate
for this research study which endeavoured to explore the real-life coping strategies of patients
with a colostomy. The form of content analysis used consisted of a number of discrete steps.

3.16.1 Sample identification

The first step is deciding what level is to be sampled and what units of analysis will be used.
Berg suggested that the sample of content analysis could be words, phrases, sentences,
paragraphs, sections, chapters, books, writers, ideological stance, subject topics, or similar
elements relevant to context and the combination of elements (Berg, 1998). In this study, the
sample is the combination of words and sentences as discrete meaning units.

3.16.2 Category identification

Next, the researcher must identify categories fi-om among the samples by reading and rereading transcripts and listening to the tape recording~.The categories in content analysis can
be determined either inductively or deductively or by a combination of both. An inductive
approach begins when a researcher aims to identify the dimensions or ideas that appear to be
most meaningful to the producers of each message (Abrahamson, 1983 cited in Berg, 1998, p.
230). For example, the researcher identified the word 'sadness' on observing a participant's
tearful reaction during the first interview. These can eventually help the researcher to identify
larger themes in the data.

3.16.3 Open coding

The next stage involves open coding and this process entails assigning particular meaning
units with a unique label into specific categories. For example, in chapter 5 one of the first
categories described is called 'confusion and shock' and within this category a number of
meaning units reflecting participants' experience have been linked: 'I felt confused, I did not
want to live any longer'. All of the transcripts were analysed in this manner.
Berg (1 998) mentioned that the purpose of this step is to provide an opportunity to analyse the
data without preconceived expectations. During this phase, the researcher followed the
suggestions of Strauss (1 987, cited in Berg, 1998, p. 236) by asking herself about the objective
of the study and identifying whether other questions needed to be asked to access
additional details, writing a note about these questions and including these in a plan of

questions to ask the participants during a subsequent interview, and trying to be unprejudiced
with respect to the variables in the study.

3.16.4 Creating a coding frame
As the analysis progressed, a coding frame emerged which provided a structure of themes and
categories in the data. It emerged essentially from the assignment of category labels and the
allocation of meaning units to these categories with careful consideration for the main research
questions. The coding frame resulted in the identification of core themes and subthemes that
characterised the interview data. Once the coding frame had been developed, the researcher
screened all the transcripts again to ensure that all the interview data could be accounted for
within this frame. This step was important because it helped to ensure a consistent level of
coding within a valid structure (Berg, 1998).

3.16.5 The process of data analysis
During the analysis, the researcher noted the suggestions of Glaser and Strauss (1967, cited in
Berg, 1998, p. 241) and Robinson (1951, cited in Berg, 1998, p. 242) to seek out negative
cases which challenged the structure of the coding frame and the core themes within this.

Scott (1990, cited in Kellehear, 1993, p. 35) maintained that content analysis should have three
requirements. The first requirement is that researchers should examine all data regardless of
whether the data supports particular theories or not. Second, categories should be specific anci
clear. Finally, categories should have clear definitions. The process of content analysis is
shown in the following figure (See Figure 3.2).

Figure 3.2
Schematic representation of the stages of content analysis
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Summary
This chapter has provided an outline of the Moos and Schaefer conceptual model of the stress
and coping process, which was chosen as the conceptual framework of this study. In addition,
the major design features of the study that were driven by the research questions, the
questionnaires and open -ended questions which were used in the process of data collections
were presented. The chapter also explored the issues that emerged during the data collection
and how they were resolved. Moreover, the process of data analysis and the choices and
options selected in the study were supported with a justification for these.

The case study methodology offered the opportunity to collect both quantitative and
qualitative data from participants over time. The next three chapters will present the findings
that emerged from data collected during the study. These findings include the results from the
quantitative analysis, the qualitative analysis and a comparison of the findings from both
quantitative and qualitative approaches.

CHAPTER 4

The quantitative findings from the case studies
Introduction
In this chapter the findings from the quantitative analysis are presented in an ordered manner
as outlined below (Table 4.1). These findings focus on a number of important components
including, the demographic characteristics of participants, the Coping Responses Inventory
(CRI) questionnaires which identified the most stressful life events, and the domains of
coping, coping subtypes and coping strategies. Next, the influence of a host of factors
including social support, optimism, ostomy adjustment and quality of life is described.
Table 4.1
Order of the analysis described in this chapter

Type of analysis

Specific focus

A. Demographic outline of the

Gender, age, religion, occupation,

Participants

B. Exploration of coping

marital status, education
Stressful life events
Approach and avoidance: domains of
coping
Coping subtypes
Coping strategies

C. Exploration of the factors that
influence coping

An overview of trends in the data
Social support
Optimism
Ostomy adjustment
Quality of life

D. Multidimensional scaling exploration Coping subtypes over time
of coping and quality of life

Coping subtypes and quality of life
domains over time

Justification of the chosen statktical parametric test

Although the number of participants in this study was eleven, each participant answered 125
items, and each item was in the form of the Likert's scale at each interview. The general
method of analysis was to add the scores for all of the items in a questionnaire to produce a
single score for each person. As mentioned in Chapter 3, tests were always preceded by
Shapiro's normal distribution test. If the test gave a non-significant result, a parametric test
was used to investigate differences between means.

4.1 Demographic characteristics
Fifteen colorectal cancer patients with a colostomy were recruited to join this study, and all
were interviewed initially. At the second interview, one male participant withdrew from the
study while three more (2M and IF) withdrew by the time the third interview was due. The
main reason for these withdrawals was deterioration in health, and in one case, death. This
left a total of eleven participants who completed all three stages of the data collection
schedule. Demographic variables for this group are provided in Table 4.2. The proportion of
male and female participants is similar, so too are the proportions of participants below 60 and
above 60 years of age. Nearly half of them were unemployed before the operation and most
were married. The age range was between 42 and 83 years (Mean = 60.6 years).

Table 4.2

Demographic characteristics ofparticipants
Characteristics

Number

Characteristics

Number

Religion

Sex

Male

6

Islam

1

Female

5

Buddhism

10

Age
41 -50 Years

4

Occupation
Unemployed

4

5 1-60 Years

1

Farmer

2

61-70 Years

2

Businessman

2

7 1-80 Years

3

Merchant

1

81-90 Years

1

Teacher

1

Community Volunteer

1

Years of Schooling
No formal education

3

Marital status

4-6 Years

3

Married

9

7-9 Years

3

Divorced

1

Diploma/College

2

Widowed

1

4.2 Exploring coping: stressful life events
In the first part of the Coping Responses Inventory questionnaire, participants were asked to
indicate the most important stressful event in the previous year that set the context for their
responses to the questionnaire items. At the first interview, all participants (n=ll) answered
that the most stressful event was 'having cancer and having a colostomy'. At the second
interview, most participants (n= 10) still had 'having cancer and having a colostomy' as a
major stress in their lives, whereas another one was worried about financial problems. At the
third interview, six participants were concerned with their general health status, changing
social circumstances or emerging financial problems. The remaining participants' primary
source of stress was changing somewhat by this stage towards the social facets of the
aftermath of the illness.

4.3 Exploring coping: approach and avoidance focuses of coping
In general participants tended to use more approach coping and less avoidance coping over the
duration of the study. This trend is summarised in Table 4.3. The mean scores of both
approach and avoidance coping domains decreased at the second interview. At the third
interview, mean scores of these coping domains were slightly higher than at the second
interview. The mean score of approach and avoidance coping decreased from the first
interview and increased at the second interview

Table 4.3

Means and standard deviations between the two focus of coping
Focus

Approach

Time 3

Possible

Observed

Time 1

Time 2

Range

range

M

0-72

5-57

39.36

11.39

33.46

8.18

33.73

14.55

0-72

11-39

25.18

5.65

24.36

8.58

25.00

8.78

M

SD

SD

M

SD

coping

Avoidance
coping

However, no significant differences between these coping focuses emerged over time when
tested using repeated measures analyses of variance with protected post hoc tests (Table 4.4)

Table 4.4

P-values for T tests and F testsfor the comparison of means at the three times.
Focus

Time1 & Time2 Time1 & Time3

Time2 &Time3

F-test

P

P

P

P

0.207

0.228

0.953

0.358

Avoidance 0.743

0.942

0.798

0.941

Approach
coping

coping

4.4 Exploring coping: subtypes
Coping subtypes here refer to the specific types of responses/behaviours that constitute
questionnaire items in the CRI. Using mean subtype scores, a number of subtypes emerged as
being used consistently across the respondent group. Problem solving was the most widely
used subtype followed by seeking guidance and support. In contrast, emotional discharge was
used much less frequently (see Tables 4.5 and 4.6). In addition, changes in these patterns were
tested over time using a two-way ANOVA. Mean scores of all coping subtypes, except
seeking alternative rewards, were lower at the second interview than those of the first
interview. At the third interview, the mean scores for acceptance1resignation and cognitive
avoidance were higher than at the first interview. These data are shown in Table 4.5.
Table 4.5

Means and standard deviations of coping subtypes at each time
Coping Subtypes

Logical

Possible

Observed

Time1

Time2

Time3

Range

range

M SD

M SD

M SD

0-18

0-15

7.46

3.78

5.36

3.78

7.00

4.43

0-1 8

0-17

8.82

5.15

8.73

3.93

7.00

5.20

0-18

2-16

11.09

3.78

8.36

3.30

8.55

3.24

0-1 8

0-18

12.00

4.20

11.09

3.45

11.18

4.49

0-1 8

2-1 5

7.82

3.76

7.82

2.34

7.91

3.96

0-18

0-15

6.27

2.05

5.64

4.70

7.91

3.78

0-1 8

0-14

6.18

2.89

7.09

4.55

5.73

3.80

0-1 8

0-12

4.91

3.94

4.00

3.23

3.46

2.21

analysis
Positive
reappraisal
Seeking guidance
and support
Problem
solving
Cognitive
avoidance
Acceptancelr
resignation
Seeking alternative
rewards
Emotional
discharge

While all of the subtypes of coping have been used to some extent, the rank order of the mean
scores of coping subtypes indicates that the most commonly used across the timeframe were
approach coping subtypes; ' problem solving' and 'seeking guidance and support'. By the
third interview 'cognitive avoidance' and 'acceptance/resignation', both avoidance coping
subtypes, had emerged as two of the most used coping subtypes suggesting an important
change in the way participants constructed their lives, and how to cope with their lives
following a period of adjustment to the colostomy. The profile of most used coping subtypes
is summarised in Table 4.6.
Table 4.6

Coping subtypes used most across time (based on mean subtype scores)
Time 1

Time 2

Time 3

Problem solving (AP) Problem solving (AP)

Problem solving (AP)

Seeking guidance and Positive reappraisal

Seeking guidance and

support (AP)

(AP)

support (AP)

Positive reappraisal

Seeking guidance and

Cognitive avoidance

(AP)

support (AP)

(AV)
Acceptance or
resignation (AV)

Note: AP=Approach coping subtypes; AV=Avoidance coping subtypes
While 'emotional discharge' was the least used coping subtype at each time, other coping
subtypes shifted. For example, 'logical analysis' which is an approach coping subtype was
used less the second and third time, while 'acceptance/resignation', which was less used the
first and second time shifted to be one of the most used coping subtypes the third time.
Positive reappraisal, on the other hand, started out as one of the most used coping subtypes the
first and second time, but lessened to be one of the least used coping strategies the third time.
The profile of least used coping subtypes is summarised in Table 4.7.

Table 4.7
Coping subtypes used least at each time (based on mean subtype scores)

Time 1

Time 2

Time 3

Emotional discharge

Emotional discharge

Emotional discharge (AV)

(AV)

(AV)

Seeking alternative

Logical analysis (AP)

rewards (AV)

Seeking alternative
rewards (AV)

Acceptance or

Acceptance / Resignation Logical analysis (AP)

Resignation (AV)

(AV)

Positive reappraisal (AP)

However, none of the differences that are evident by 'eyeballing' the data in the tables above
were statistically significant when tested using repeated measures analyses of variance with
protected post hoc tests. The p-values are provided in Table 4.8.
Table 4.8
Probabilities of tests for change in coping subtypes over time

Time 1 &

Time 1 &

Time 2 &

Time 2

Time 3

Time 3

Logical analysis

0.720

1.OOO

1.OOO

0.458

Positive reappraisal

1.OOO

0.488

0.55 1

0.286

Seeking guidance and support

0.158

0.207

1.OOO

0.095

Problem solving

1.OOO

1.OOO

1.OOO

0.845

Cognitive avoidance

1.OOO

1.OOO

1.OOO

0.995

Acceptance / resignation

1.000

0.7 16

0.322

0.244

Seeking alternative rewards

1.000

1.000

0.742

0.49 1

Emotional discharge

1.000

0.474

1.OOO

0.353

Coping Subtypes

F-test

4.5 The prevalence of specific coping strategies within subtypes
The frequency of coping strategies used by participants from the time of the operation to six
months after the operation may indicate in more subtle ways how respondents coped over
time. This was done using the method of frequency of recording (Salkind, 1994) and involved
a number of steps. First, the number of participants was counted according to the category of
their specific responses in the questionnaire: 'not at all', 'once or twice', 'sometimes' and
'fairly often'.
Next, two categories were created by merging the number of answers to ' not at all' and ' once
or twice' together and redefining them as 'not often'. The frequencies of 'sometimes' and
'often' were combined together and named 'often'. Then the frequencies of 'not often' and
'often' were counted into 'the percentage of use' by dividing all frequencies by the total
number of participants, and multiplying that number by 100. Finally, all percentages were
ranked from the highest to the lowest.
To interpret these percentages, the range of 'often' percentages was divided into three
sections. The most common coping strategies used were rank ordered into the top two thirds
(366%), and the least coping strategies used were rank ordered at the bottom third (£33%).
This criterion was based on the fact that these percentages came from the frequency of use
reported during the three interviews. Therefore, the top two thirds indicated that those coping
strategies had been reported at least twice during three interviews, whereas the bottom third
meant those coping strategies had been reported no more than once during the same period.
Percentages of use are shown in Table 4.9 and Table 4.10.
Participants reported that they used approach coping more often than avoidance coping
strategies as the most common coping strategies (see Table 4.9 for the most commonly used
strategies), and used both behavioural and cognitive coping. Tables 4.9 and 4.10 provide
details about the specific coping strategies used by participants in the study, and in this
particular Thai context.

Table 4.9

The coping strategies used most
Coping Strategies

Percentages

Coping Subtypes

Coping
focus

Try to learn to do more things on your own

93.45

Problem solving

AP

Go over in your mind what you would say or do

84.85

Logical Analysis

AP

Know what has to be done and try hard to make things work

84.85

Problem solving

AP

Talk with a professional person (e-g. doctor, lawyer, clergy)

78.79

Seeking Guidance & support

AP

Pray for guidance andlor strength

78.79

Seeking Guidance & support

AP

Wish the problem would go away or somehow be over with

78.79

Cognitive avoidance

AV

Decide what you wanted and try hard to get it

75.76

Problem solving

AP

Tell yourself things to make yourself feel better

72.73

Positive Reappraisal

AP

Think about how you were much better off than other people with similar problems

69.70

Positive Reappraisal

AP

Talk with your spouse or other relative about the problem

69.70

Seeking Guidance & support

AP

Try to tell yourself that things will get better

66.67

Positive Reappraisal

AP

Try not to think about the problem

66.67

Cognitive avoidance

AV

Think that the outcome would be decided by fate

66.67

AcceptanceIResignation

AV

Table 4.10
The coping strategies used least

Coping strategies

Percentages

Coping Subtypes

Coping
focus

Take a chance and do something risky

3.03

Emotional Discharge

AV

Yell or shout to let off steam

9.09

Emotional Discharge

AV

Get involved in new activities

12.12

Seeking Alternative Rewards

AV

Try to find some personal meaning in the situation

2 1.21

Logical Analysis

AP

Try to anticipate the new demands that could be placed on you

21.21

Logical Analysis

AP

Remind yourself how much worse things could be

21.21

Positive Reappraisal

AP

Try to make new friends

21.21

Seeking Alternative Rewards

AV

Seek help from persons or groups with the same type of problem

24.24

Seeking Guidance & support

AP

Try to deny how serious the problem really is

24.24

Cognitive avoidance

AV

Expect the worst possible outcome

24.24

AcceptanceResignation

AV

Try to anticipate how things might turn out

27.27

Logical Analysis

AP

Lose hope that things will ever be the same

30.30

AcceptanceResignation

AV

Cry to let your feelings out

30.30

Emotional Discharge

AV

Daydream or imagine a better time or place than the one you were in

33.33

Cognitive avoidance

AV

A two-way ANOVA was used to examine how the specific strategies on the Coping

Responses Inventory changed across the three time periods after the operation. Five specific
coping strategies changed significantly. Post hoc tests showed a significant increase for the
questionnaire item 'Think about how you were much better off than other people with a
similar problem' and a significant decrease for 'Lose hope that things would ever be the same'
between the first and the second times.
Moreover, at the third time 'Realise that you had no control over the problem' increased
while 'Try to help others deal with a similar problem' decreased between the second and third
times. The use of 'Try to help others deal with a similar problem' decreased significantly
between the first and third times. There was also significant change in the use of 'Yell or
shout to let off steam'. The means scores are shown in Table 4.1 1. The probability values for
these significant changes are shown in Table 4.12.
Table 4.1 1

Means and standard deviations on coping strategies over time
Items

Think about how you were much

Time l

Time2

Time3

1.091

1.375

2.545

.522

1.636

1.120

1.091

1.221

.636

.924

1.909

1.136

1.182

1.250

.273

.905

.a18

1.168

1.727

1.272

1.727

1.191

.636

1.027

,636

1.120

1.807E-17

0.000

4.627E-18

0.000

better off than other people with
similar problems.
Realise that you had no control
over the problem.
Lose hope that things would ever
be the same.
Try to help others deal with a
similar problem.
Yell or shout to let off steam.

Table 4.12
Statistically signflcant dzferences in specific coping strategy items
Coping Subtypes

Timel&

Time1 &

Time2&

Time2

ime3

Time3

P
Think about how you were much

P

P

F-test

Direction

P

0.003**

0.483

0.075

0.003**

Increase

1.000

0.315

0.047*

0.47*

Increase

0.044*

0.893

0.373

0.046*

Decrease

1.000

0.046*

0.046*

0.02 1 *

Decrease

0.095

0.095

1.OOO

0.048*

Increase

better off than other people with
similar problems.
Realise that you had no control
over the problem.

Lose hope that things would
ever be the same.
Try to help others deal with a

similar problem.
Yell or shout to let off steam.

then
decrease

Statistically significant at *p<0.05, **p<0.01
The direction of change in coping strategies used showed the nature of the difference in mean
score between the two times. These differences depended on participants' conditions, and
what they thought about their circumstances at that point after the surgery. A reasonable
assumption is that they used coping strategies which they believed and felt were effective.

4.6 Exploring the factors that influence coping responses
The remainder of this chapter addresses the second primary research question, namely what
key factors influenced coping responses in the participant group. The following section,
describe the results of statistical analyses performed on the data.
An overview of general trends
The mean scores for social support, optimism, ostomy adjustment and quality of life at three

different time intervals are shown in Table 4.13. The mean scores for social support and
positive ostomy adjustment increased as the time that had elapsed since the surgery increased
over the period of the study. The mean scores for optimism and quality of life increased by
the second time and then decreased slightly at the third time.
Table 4.13
Means and standard deviations on four variables over time
Variable

Possible

Observed

Range

Time1

Time2

Time3

Range

range

M SD

M SD

M SD

Social support

15-105

60- 102

15-105

83.46

13.69

84.00

10.82

86.54

7.78

Optimism

0-24

3-20

0-24

10.73

3.77

11.91

3.99

10.73

2.05

Ostomy

17-102

50.50-93

17-102

68.96

12.24

72.77

12.95

74.50

11.46

0-132

58-124

0-132

87.00

16.16

98.46

15.55

95.82

10.36

Adjustment
Quality of life

No statistically significant differences emerged when repeated measures analyses of variance
with protected post hoc tests using the Bonferroni adjustment were used to examine changes in
these variables over time, apart from the quality of life variable. The quality of life scores
changed significantly over time (p<0.05) and a post hoc test indicated a difference between tIle
first time and the second time. All probability values for these statistical tests are shown in
Table 4.14.

Table 4.14
Statistical probabilities of tests on variables over time

Time 1&

Time 1& Time2&

Time2

Time3

Time3

F-test

P

P

P

P

Social Support

1.OOO

1.OOO

1.000

0.780

0

Optimism

1.OOO

1.OOO

1.000

0.629

0

Ostomy Adjustment

0.730

0.289

1.000

0.227

0

Quality of Life

0.026"

0.1 11

1.000

0.022"

t

Variables

Direction

Statistically significant at "p<0.05

4.7 Exploring social support
Although no statistically significant differences were found on the social support variable
(total scores) over time, the mean scores for participants on the social support variable were
relatively high and increased slightly over time (see Table 4.13). These data indicate that the
participants, as a whole, felt they had a strong level of social support from family and friends
at the time of crisis. There were however some important changes on two specific items in t;,e
questionnaire. Means scores and standard deviations of these two items are shown in Table
4.15 and the statistically significant differences are shown in Table 4.16.
Table 4.15
Means and standard deviations on the Personal Resources Questionnaire
Items

I belong to a group in which I

Time 1

Time2

Time3

4.909

1.868

5.636

0.809

6.273

0.646

5.182

1.250

5.636

1.027

6.273

.647

feel important.
Iknow that others appreciate me
as a person.

Table 4.16
Statistically signzjkant dzferences on the Personal Resources Questionnaire

Items

I belong to a group in

Time 1&

Time 1&

Time2 &

Time2

Time3

Time3

F-test

P

P

P

P

0.518

0.046"

0.691

0.049"

Increase

0.589

0.013"

0.228

0.01 5"

Increase

Direction

which I feel important.
I know that others
appreciate me as a person.
Statistically significant at *p<O.O5
Notably the direction of change was positive in that participants felt a greater sense of
belonging and acceptance from those around them approximately six months after the
operation.

4.8 Exploring the level of optimism
The mean scores for the optimism variable increased at the second interview (see Table 4.13),
but this was not statistically significant. No significant differences were found among the
specific items in the Life Orientation Test.

4.9 Exploring the level of ostomy adjustment
While the mean scores for the ostomy adjustment scale overall increased from the first
interview to the third interview, only one of the specific items on the scale revealed a
statistically significant change. This item refers to the level of depression experienced and the
change was in a positive direction (See Table 4.17 and Table 4.18).

Table 4.17

Means and standard deviations on the Ostomy Adjustment Scale
Items

I can get depressed when I

Time 1

Time2

Time3

M SD

M SD

M SD

3.545

2.423

4.455

2.067

4.636

1.804

realise that I will have this
ostomy for the rest of my life.

Table 4.18

The statistically signzjkant dzflerence on the Ostomy Adjustment Scale
Items

I can get depressed when I realise that I

Time2

Time3

Time3

F-test

P

P

P

P

0.154

0.065

1 .OOO

0.048*

Direction
Increase

will have this ostomy for the rest of my
life.

Statistically significant at *p<0.05

4.10 Exploring quality of life
After the operation, participants reported that they were emotionally and physically well, but
their functional capacity was reduced, and they had additional concerns about the cancer, its
consequences and their overall health status. The summary statistics for the five major
domains of quality of life are provided in Table 4.19.

Table 4.19
Means and standard deviations among t h e j v e domains in quality of life
Quality of life
Physical wellbeing
SociaVFamily
well-being
Emotional wellbeing
Functional wellbeing

Possible

Observed

Time 1

Time2

Time3

range

range

M SD

M SD

M SD

0-24

6-26

18.27

6.40

23.09

3.45

23.46

3.50

0-24

9-24

17.27

3.90

16.00

3.63

14.64

3.88

0-24

12-24

20.18

3.03

20.73

2.94

20.64

3.08

0-28

3-28

12.18

6.82

17.09

6.60

16.73

3.61

Additional
concerns

Some changes were observed over the duration of the study. Physical well-being and
functional well being changed significantly (Table 4.20). Post hoc tests showed significant
differences in physical well-being between the first and second times, and between the first
and third times (see table 4.20). All changes were in a positive direction. Although the F test
for differences between the means for functional well-being was significant, no painvise
difference was significant.

Table 4.20
The stalisticalprobabilities for changes in thefive domains in quality of life
Domain

Time2

Time3

Time3

F-test

Direction

Physical well-being

0.012*

0.007**

1.000

0.003**

Increase

SociaVFamily well-being

0.880

0.11 1

0.784

0.108

No change

Emotional well-being

1.000

1.000

1 .OOO

0.762

No change

Functional well-being

0.078

0.1 13

1 .OOO

0.046*

Increase then
decrease

Additional concerns

0.272

1 .OOO

1 .OOO

0.230

No change

Statistically significant at *p<0.05, **p<0.0 1
A two-way ANOVA indicated that there were significant increases in the mean scores for a
number of items on the FACT questionnaire and these are presented in Table 4.2 1 and Table
4.22
Table 4.2 1
Means and standard deviations for changes in quality of life items
Items
Because of my physical condition, I

Time1

Time2

Time3

M SD

M SD

M SD

2.455

1.753

3.273

1.272

3.636

.674

I have pain.

2.364

1.286

3.364

,809

3.636

0.505

I am bothered by side effects of

2.636

1.120

3.636

.674

2.727

1.104

1 am forced to spend my time in bed.

1.091

1.578

2.909

1.300

3.182

1.250

I get emotional support from my family

3.636

.674

3.364

.924

2.818

0.982

I am able to enjoy life.

,909

1.136

2.000

1.483

2.364

0.674

have trouble meeting the needs of my
family.

treahnent.

Table 4.22
The statistical probabilities for changes in quality of life items
Timel &

Timel &

Time2&

Time2

Time3

Time3

F-test

P

P

P

P

0.207

0.035*

1 .OOO

0.034*

Increase

I have pain.

0.039*

0.007**

1 .OOO

0.006**

Increase

I am bothered by side effects of

0.008**

1 .OOO

0.016*

0.004**

Increase

Quality of life

Because of my physical condition, I

Direction

have trouble meeting the needs of my
family.

treatment.

then
decrease

I am forced to spend my time in bed.

0.002**

0.000**

1.000

0.000**

Increase

I get emotional support from my

1 .OOO

0.042*

0.264

0.04 1 *

Decrease

0.038*

0.005**

1 .OOO

0.004**

Increase

family
I am able to enjoy life.

Statistically significant at *p<0.05, **p<0.01

4.1 1 Exploring coping using multidimensional scaling techniques
The sections above provide a thorough description of participants' coping and some of the
important factors that influenced their coping responses from the time of the operation and for
a period of six months after the operation. Important changes in these areas were identified
and tested, and some of these were found to be statistically significant. The account outlined
above provides a number of interesting points that will be explored further in later chapters.
The next section describes how multidimensional scaling (MDS) was used to illustrate how
coping and the factors that influence coping with a colostomy are related.

The MDSplot of coping strategies over time
This section examines the MDS output map for the coping subtypes (i.e. total scores for each

of the subtypes gathered from times 1 ' 2 and 3). The coping subtype scores were entered in
the NIDS and the plot presented in Figure 4.1 was produced. Table 4.23 and Figure 4.1 have
been developed from the eight subtypes of coping which make up the CRI.

The researcher then identified structures or regions of similarity on plots and drew in lines and
labelled the regions to aid interpretability. In this way regions and structures that might
otherwise remain 'hidden' were revealed. These types of analysis exposed important facets of
participants' coping responses and the ways in which these may be linked with facets of
quality of life. Table 4.23 and Figure 4.1 have been derived from the eight subtypes of coping
which make up the CRI (Table 4.23).

Table 4.23
Computed distances between coping subtypes
LA

PR

SG

PS

CA

AR

SR

LA

.000

PR

.673

.000

SG

,892

.888

.000

PS

1.354

1.201

,472

,000

CA

.414

.408

,588

1.006

.OOO

AR

.433

1.022

1.305

1.774

343

,000

SR

.450

1.009

.767

1.229

.623

,674

.OOO

ED

316

1.479

1.304

1.748

1.136

.702

,554

ED

.OOO

A two dimensional plot (Figure 4.1) shows that the coping strategies used for the six month
period following a colostomy operation can be divided into three main areas. The total scores
for all subtypes across time were superimposed on this plot to aid the interpretation process.

Three regions were identified from left to right and indicated by partitions (straight vertical
lines) with the result being incorporated in terms of total scores: from low to high (low=<200,
medium=200-299 and high= 3300). It is noticeable that the low area contains an avoidance
subtype (emotional discharge) and the high area contains only approach coping subtypes,
while the medium area is the largest area and contains a mixture of both approach and
avoidance subtypes. Similarly, a horizontal line partitions the space east to west (indicated by
a straight line) with behavioural coping subtypes appearing above the line, and cognitive

.

coping subtypes appearing below the line. A dotted line running from north to south partitions
those spaces with avoidance coping subtypes indicated on the left, and approach coping items
to the right of the line.
The distance between the plots (variables) refers to the relationship between each pair of
variables when considering all the variables that are correlated to them. The nature of the plot
shows that some subtypes tend to be close together. For example, 'Logical analysis' and
'Cognitive avoidance' (Table 4.23) tend to be close together on the plot. On the other hand,
some subtypes, such as 'Problem solving' and 'Acceptance/Resignation' (Table 4.23) tend to
be far apart on the plot.
It is notable that participants had used the coping subtypes of 'problem solving' and 'seeking
guidance and support' at the high level in comparison with other coping subtypes, while the
subtype 'emotional discharge' was in the low area.
The Figure 4.1 also illustrates that the high, median and low levels of coping used are
differentiated from each other on the basis of coping method (cognitive or behavioural) and
coping focus (approach or avoidance). It is interesting to find that the two dimensional picture
appears to reflect the two different bases of coping referred to above. Dimension 1 shows the
focus on coping subtypes on the basis of coping focus, that is, approach coping versus
avoidance coping. Dimension 2 shows the focus on the basis of coping method, namely
cognitive coping versus behavioural coping. This picture of MDS adds to our understanding
that participants used a high level of 'problem solving' and 'seeking guidance and support',
the two behavioural approach coping subtypes, from the time of after the operation until six

months later. Participants used a combination of cognitive approach, cognitive avoidance and
'seeking alternative rewards' at the moderate level. They rarely used 'Emotional discharge'.
Figure 4.1 The MDS two dimensional plot of coping subtypes (Stress = 0.06396)

LOW

MEDIUM

HIGH

4.12 Exploring the relationship between coping and quality of life domains
This section of the chapter examines the relationship between factors that may have influenced
coping in participants by using bi-variate correlation analysis. The analyses revealed that the
relationship between social support, optimism, ostomy adjustment, and coping subtypes were
in the main positive, but not statistically significant, apart from some key areas. The quality of
life variable, on the other hand, revealed some statistically significant relationships and these
varied over time. At the first interview, there was a significant and positive relationship
between physical well-being and 'positive reappraisal'. These warranted further analysis
using the multidimensional scaling. Table 4.24 offers a summary of the relationships between

specific quality of life domains and coping subtypes.
Table 4.24
Correlation coejicient for quality of life domains and coping subtypes at thefirst interview

Measure

Physical

Social/Family Emotional

Functional Additional

well-

well-being

well-being

well-being concerns

being
Logical analysis

0.040

-0.247

0.018

0.055

-0.366

Positive

0.638'

0.301

0.131

0.393

-0.176

0.495

0.161

0.523

0.488

0.139

Problem solving

0.153

0.196

0.157

0.559

0.298

Cognitive

-0.238

0.099

-0.278

0.554

0.32 1

-0.15 1

-0.322

0.232

-0.097

-0.144

0.121

0.075

0.1 10

0.444

0.173

0.088

0.175

-0.226

-0.368

0.04 1

reappraisal
Seeking guidance
and support

avoidance
Acceptance /
resignation
Seeking
alternative
rewards
Emotional
discharge
Statistically significant at * p<0.05
In order to examine how these constructs may be 'structured', the multidimensional scaling
procedure was employed at each interview point. In the plot that emerged (Figure 4.2) three
major regions were identified. Again, the space was partitioned using different types of lines
to aid interpretation. One region emphasised all the quality of life domains, the next region
captured the approach coping subtypes while the third region includes the avoidance subtypes
of coping. The composition of the plot clearly indicates the closeness of the region of the
approach coping subtypes to the region of the quality of life. This proximity suggests that

approach coping subtypes may enhance the quality of life. Avoidance coping subtypes, in
contrast, have a less influential effect on quality of life, and are, as a result, located further
away from the quality of life region (See Table 4.25). It is notable that the coping subtype
'positive reappraisal' remained at the opposite end to the coping subtype 'cognitive
avoidance'.

Table 4.25
Computed distances between coping subtypes and quality of life domains at the first interview

Figure 4.2. The MDS two dimensional plot of coping subtypes and quality of
life domains at time l(Stress = 0.06076)
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Dimension 1

At the second interview, the results of the correlation tests showed a significant negative
relationship (p< 0.05) between 'positive reappraisal' and 'physical well-being'. There also
were negative relationships (p<0.05) between three domains in quality of life including
'Emotional well-being', 'Functional well-being', 'Additional concerns', and 'Acceptance /
resignation'. However, there is a positive relationship (p< 0.05) between Functional wellbeing and 'Problem solving' (See Table 4.26).

Table 4.26
Correlations between domains in quality of life and coping subtypes at the second
interview

Measure

Physical

Social/Family Emotional Functional ~dditional-

well-being well-being

well-being well-being concerns

-0.057

0.190

-0.378

-0.118

-0.384

Positive reappraisal -0.704~

-0.020

-0.196

-0.368

-0.165

Seeking guidance

0.349

-0.074

0.321

0.318

0.087

Problem solving

0.109

0.375

0.329

0.624*

0.598

Cognitive

-0.295

-0.090

-0.147

0.057

0.180

-0.566

-0.316

-0.761**

-0.756**

Logical analysis

and support

avoidance
Acceptance 1

-0.849**

resignation
Seeking alternative -0.166

0.175

-0.163

-0.230

-0.558

-0.2 13

-0.349

-0.602

-0.53 1

rewards
Emotional

-0.279

discharge
Statistically significant at *p< 0.05, ** p< 0.01
At the second interview, the multidimensional scaling program (Figure 4.3) again showed
discrete regions in the plot for the quality of life construct, and the domains of approach
coping and avoidance coping. The orientation of the plot is different. Nevertheless, the
core structures remain intact if some of the specific subtypes have moved around.
Problem-solving in contrast has assumed a very prominent position on the edge of the
quality of life area. The negative relationship between 'acceptance/resignation'and
'functional well-being', 'emotional well-being', 'additional concerns' (the cancer) is
reflected in the fact that the subtype 'acceptance1 resignation' is plotted on the right hand
side of the plot, well away from these particular quality of life domains. Table 4.27 shows
the distance between each pair of variables. The Figure 4.3 also shows that 'emotional
discharge7is the opposite of 'problem solving' and 'positive reappraisal'. This may
indicate that participants who used 'emotional discharge' did not use 'problem solving' or
'positive reappraisal'.

Table 4.28
Correlations between domains in quality oflife and coping subtypes at the third interview

Measure
Logical

Physical

Social/Family Emotional

Functional Additional

well-being

well-being

well-being well-being concerns

-0.297

0.629*

-0.3 16

0.238

-0.448

analysis
Positive

-0.308

0.322

-0.119

-0.123

-0.238

-0.183

0.392

-0.01 8

0.365

-0.092

0.001

0.245

-0.096

0.213

-0.034

-0.343

0.440

-0.052

-0.016

-0.596

-0.238

-0.064

-0.588

-0.391

-0.702*

0.288

0.203

0.333

0.257

-0.1 11

-0.223

0.266

0.071

0.080

-0.056

reappraisal
Seeking
guidance and
support
Problem
solving
Cognitive
avoidance
Acceptance 1
resignation
Seeking
alternative
rewards
Emotional
discharge
Statistically significant at " ~ ~ 0 . 0 5
At the third interview, the multidimensional scaling picture in Figure 4.4 again revealed
three discrete spaces for the quality of life, approach coping and avoidance coping focusec.
The figure clearly shows the orientation of the plot differs from that of previous plots.
Nevertheless, the core structures remain intact, and again the positions of some specific
subtypes have changed. Logical analysis for instance has moved closer to sociaVfamily
well-being in the quality of life domain.

This plot is a little different in that there appears to be a closer fusion between approach
coping and avoidance coping subtypes. Indeed, clusters of subtypes appear very close to
each other on the plot (See Table 4.29). For example, 'logical analysis', 'cognitive
avoidance and 'positive reappraisal' are all cognitive coping subtypes, while only cognitive
avoidance belongs in the avoidance focus. All three are close together and near to social
well-being. Whereas, 'problem solving', 'seeking guidance and support', 'seeking
alternative rewards', and 'emotional discharge' are all behavioural coping subtypes. The
first two are approach coping while the latter two belong to the avoidance focus (See
Figure 4.4). It is notable that the behavioural coping subtypes appear in the centre of the
MDS picture. This picture shows that the plot of acceptancelresignation was distant from
other cognitive coping subtypes. Therefore, it is suggested that participants who used the
acceptancelresignation coping subtype did not use the other cognitive coping subtypes.

Table 4.29
Computed distances between coping subtypes at the third interview

Figure 4.4
The MDS two dimensional plot of coping subtypes and quality of life domains at time 3
(Stress = 0.03653)
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Summary
The quantitative results presented in this chapter help to paint a picture of the ways in
which participants coped with the cancer and the colostomy and how these elements
changed over time. The exploration of coping focused on the stressfil events in the
participants' lives and how they employed approach and avoidance coping, the general
coping subtypes and coping strategies used at this time. The statistical significances
among coping and major variables were also presented, and these revealed subtle changes
in their responses. The MDS plots of coping subtypes used and the relationship between
quality of life domains and coping subtypes, suggested a closer relationship between
approach coping and enhanced quality of life. The next chapter will present the qualitative
results.

CHAPTER 5
The qualitative findings from the case studies
Introduction
This chapter reports the key findings resulting from a qualitative analysis of the interviews.
Six major themes emerged and these captured the perceptions and experiences of the
participants. The themes described (1) how participants' psychological and emotional
concerns changed over time; (2) the steady improvements in physical health after the
operation, (3) the difficulties of adjusting to life with a stoma, (4) facing up to the reality c.f
the new circumstance, (5) the spiritual aspects of their lives; and (6) the level of social
support experienced. These themes and the various sub themes that emerged are described
in detail below.
In the sections that follow below the following conventions are used in the footnotes: C =
Case, the numbers 2.1 indicate case 2, interview 1, P = Page of the transcript and L = Lines
on the page where these sentences or meanings appeared. This principle was used for two
reasons: first, to enhance the flow and readability of the chapter, and second, to provide the
reader with evidence that the themes or issues could be tracked back to each page of the
transcripts in a rigorous manner. This approach provides in effect an audit trail which
enhances the quality assurance of the qualitative data analysis . On occasions, this direct
link to the transcript in the text is provided as a reminder that the meanings in the text are
fi-omthe interview transcripts. A summary of the major themes and sub themes that
comprise the qualitative findings is provided in table 5.1.

"I cried a lot every time I thought about the disease. The tearsjust welled up in
my eyes whenever [pondered my fate" (C4.2P8L276-279).

Feeling of uncertainty and hopelessness

Almost half the participants (n=4) expressed feelings of uncertainty about living and
feelings of hopelessness after they learned about the diagnosis of cancer. For example, one
participant told the researcher that:

"I used to think that I would live until my mother passed away. Now ...I am not
sure that I will live till that day. I always thought that my mother would die
before me. / f m y mother lives more than 20 yearsfrom now, I will die before
her" (C4.lP7L228-231).

The following is typical of two participants who contemplated suicide:

''I cried a lot. At that time, Ifelt inferior and wondered why I had cancer and
why no one else had it ...I thought about this many times. Sometimes, I wanted
to commit suicide, but I was not brave enough to do so" (C4.IP2LSO-51,
C4.I P2L.53).

However, there were a few participants (n=3) who did not mention these sorts of feelings.
One such participant was not told by the doctor that he had cancer (C6.1P2L63-65). Two
had previously had another type of cancer many years before and had undergone an earlier
operation (C3.1P2L25, C8.3P2J-41). A summary of number of the feelings that emerged
when participants realised that they had cancer is shown in Table5.2.
Table 5.2
Feelings expressed on learning the diagnosis

Feelings

Number (1 1)

Confusion and shock

6

Sadness and distress

7

Uncertainty and hopelessness

4

5.1.2 Thinking about a colostomy was a frightening experience
As demonstrated by the above findings and participants' statements, having a colostomy
was a frightening experience and added to the stress of having the cancer. Participants not
only suffered when they knew about the "cancer", but were also frightened when they
learnt that the doctor would create a "colostomy". While this may be difficult to face in
any culture, the essential importance of the concept of "cleanliness" for Thai people (Yee
& Gordon, 1995) exacerbates the intensity of these feelings and may create an even great€:
sense of stigma.

A severe sense of shock

A few participants (n=3) were very shocked when the doctor told them about the operation
and the colostomy which they would have for the rest of their lives. Choke for example
told how:

"

...ajler hearing from the doctor that a colostomy would stay with me for the

rest of my lge, I was shocked. I refused to undergo the operation and asked the
doctor whether there was another way to operate or cure this disease, by using a
laser,for example. The doctor told me that there was no other way to cure the
cancer. It was the only alternative, and I had to have the colostomy. Then, I told
the doctor that I would like to try Thai traditional medicine first" (C7.IP4L135139, C7.1P5L161-163).

Theprospect of a colostomy raised hopes and hesitations
Two participants experienced the severity of symptoms in varying degrees. For those with
severe symptoms, for example, bleeding and pain, it was clear that they wanted to recover
from the illness, but realised that they had only a 50-50 chance of surviving the recovery
process. Hence, one trusted the doctor's decision and did not hesitate when the doctor
asked her (Cl. 1P4L95-96, Cl.lP4L105-106), while another waited for information from
his daughter and then made a decision to have a colostomy.

Other participants (n=5), who did not experience very severe symptoms were more hesitant
at first and sought other modes of treatment and management. In these cases, the doctor
planned to do the operation later. Some were very hesitant about the operation when they

5.1.3 The changing nature of participants' concerns

Feelings and concerns about the disease and a colostomy changed at the second and third
interview and new emotional issues emerged. There was a noticeable reduction in the
level of emotional intensity in regard to the concerns participants raised initially. Seven
participants felt 'very well' some three months after the operation and some (n=4) of this
group reported that they had become more relaxed (C4.2P3L80-8 1, C7P1LA). This was
attributed to the fact that there had been no problems; no pain or any symptoms.

10

Approaching social settings
There was a change in focus towards re-engaging in social settings (n=5). Sak said:

"After going back to my home, I found it was better than I initially anticipated ...
None of my fi-iendr rejected or ignored me and everything was similar to before"
(C6.2P3L98, C6.2P3LIOO-I0I).

The emphasis on re-connecting socially was accompanied by a more positive attitude
towards the operation and its aftermath (n=2). One participant, Duan, mentioned that her
attitude towards the operation changed tremendously. She was better and felt fine. She
thought the doctor had saved her life and the disease had gone. She felt very happy after
she was told that her disease was cured. She considered herself very lucky that the doctor
made her feel well again. "

Hopes of re-connecting the bowel
At the second interview, five participants expressed a desire to have the bowel reconnected
and intended to ask the doctor about the possibility of having this kind of operation. This
idea emerged after meeting with some fellow patients who had had an anastomosis (reconnection of the bowel that occurs in some cases). These participants felt annoyed when
they cleaned and changed the colostomy bag and did not want to do this for the rest of their
lives. Another participant stated that she would rather die than have the operation again.

She thought she was too old to undergo an operation and the colostomy operation was such
a painful experience.
This group of participants asked for information from their doctor and sometimes from
fellow patients. Sang, for example, asked the doctor about the chances of having the bow4
anastomosed. The doctor told him that he would defecate frequently if the bowel were reconnected (C8.2P2L57-59). While all the participants knew that it was impossible to have
the bowel reconnected, some still harboured a forlorn hope that this could be done. Noy
planned to ask the doctor about this at the next appointment.l2 Some participants were still
fearful that the cancer would recur,I3while four (who wanted to remain sexually active)
reported problems related to sexuality.14At the third interview, five participants admitted
to thoughts about having the bowel reconnected. Two continued to entertain thoughts
about having the bowel re-connected because their doctors told them that the bowel could
be connected after more than a year had passed since the operation.I5 Two anticipated the
problems that might occur after the bowel had been reconnected, for example, an increased
frequency in defecation.

16

One accepted that the bowel could not be connected because

the doctor told him that the tumour was too low.

l7

A summary of the expressions of hope

about the possibility of having the bowel reconnected is presented in Table 5.4.

Table 5.4

Hopes of having the bowel reconnected
Feelings

Number (11)

Desire to have the bowel reconnected

5

Rather die than have the bowel reconnected

1

Fearful cancer would recur
Problem with sexuality

12 C9.2P1LA, C9.2P 1 L6, C9.2P1L8-9, C9.2P2L37-38, C9.2P2LA4, C9.2P 1 L5 1-52, C9.2P2L60,
C9.2P2L62-63, C9.2P3L65-66
13 C2.2P5L146-147, C2.2P5L149, C2.2P5LI 5 1-153, C2.2PSL157-I 58; Cl0.2P7L220-222, C10.2P7L224
14 C2.2P5L146-147, C2.2P5L149, C2.2PSLl58; C4.2P4L119; C10.2P3L77, C10.2P3L79; C11.2P3L91; C11.2P3L93,
C11.2P3L95, C1 1.2P3L97, C11.2P3L99
15 C8.3PlL28-32. C8.3P2L33; C9.3P2L44, C9.3P3L76, C9.2P5L159, C9.3P6L161, C9.3PGL165, C9.3P6L167

16 C6.3P5L148-15 1 ; C7.3P8L234-235, C7.3P8L240-241

17 C10.3PSL129

Financial worries about the future

A new major concern that was expressed strongly across the group was linked to the
financial difficulties that followed the treatment, for example, costs for travel for outpatient appointments, colostomy bags.18 The colostomy resulted in a reduced capacity to
work, and in four participants (who had their own careers before the operation) having to
give up work altogether.lg
At the third interview, a number of participants (n=4) reported that they were more relaxed
and spent less and less time thinking about the disease, the colostomy, and the impact the
colostomy had on their lives and their

livelihood^.^^ This new attitude was shaped by the

general improvement in their physical health, and the successful functioning of the
colostomy.21
Worries about sexuality and dying

At the third interview, concerns were expressed by four people, about the reduction in their
long term capability and that made them feel sad.22Some (n=4) expressed concerns about
dying (C1.3P2L25-26; C2.3P4L29); several (n=3) also mentioned the fact that they were
ready to die.23A summary of major concerns is presented in Table 5.5.

Table 5.5
Major concerns at the third interview, six months after the creation of a colostomy

Feelings

Number (1 1)

Thoughts of death

7

Felt sad about a reduction of capacity

4

Ready to die

3

Concerns about responsibility to others
At the first interview, two participants were very concerned about their responsibilities
towards their family. They were unsure about how they would earn money and support
their children (who were still studying), after the operation (C5.1P2L63-64). One was
concerned about how his wife and family could survive after his death, which he felt was
now inevitable (C8.1P2L48, C8.1PlL32-34; C8.1P235).

At the second interview, another participant began to focus on the future of his family after
his death, particularly his spouse's health (C8.2P3L70-72). One was worried about
conflict between the children (C5.2P6L188, C5.2P7L209, C5.2P7L21 I), while another was
concerned about how his family would earn a living after his death:

"While otherpeople might do nothing after theyfind out that they have cancer,
when I wake up, I aIways think about how to do business because I want to do
my best. Although people tell me to stop worrying, I still worry about how my
family will survive after I die. I worked for my farnib" (C11.2P7L20.5-209,

C11.2P7L211).

As time passed, there was growing awareness of and concern about the problems of their
children and families.24Some thought about alternative ways of earning money to support
their families (C 11.3P4L109-111). Duan paid for life insurance, making the youngest
child, a student, the beneficiary when she died. At the third interview, two participants
spoke about the onerous obligation to pay back those who supported them in their hour of
need (C2.3P8L266, C2.3P8L268-270; C5.3PlL18-19), particularly their families.

5.2 Improvements in physical health after the operation
The health of all the participants improved markedly after the operation. They experienced
less pain and syrnptomology. Over time, this emerged from the qualitative interviews as
the second major theme.

5.2.1 Disappearing symptoms

Preoperative symptoms such as severe stomach pain, bleeding and difficulty in urinating,
disappeared after the operation, and participants spoke at length about having less pain
than before (C6.1PlL30; (C8.1PlL9). These feelings seemed to be accompanied by
improvements in their physical capabilities and a decrease in symptomology.25Sang said:

"I felt better. I could sleep ....I defecated and had less pain than before. I must
say it is good now because my condition has improved. Now I can urinate and
defecate" (C8.1PI L9, C8.I PI Ll I).

Some (n=3), however, continued to feel weak after undergoing major surgery.26

5.2.2 Increasing strength and functionality
The majority of participants (n=10) felt much better at the second interview.

27

At this

point, their physical condition had improved and most participants felt as well as they did
before the illness emerged." Choke, for example, commented that he had no pain on
defecation through the stoma (C7.2P5L136) while Duan reported feeling physically and
mentally better every day (C5.2PlL6,7.2PlL8, C5.2PlL10). Similarly, almost half the
participants could cope with the routine daily activities of normal livingz9, in spite of the
fact that some had previously thought they would not be able to do anything after the
operation. They felt happy when they found that they could do more than anticipated. Pitt
said:

2'Cl.IP1L50, Cl.IPlL127, C2.1PIL4, C4.IP3L78, C5.1PIL12, C5.IPlL28-29, C6.1PlL26, C6.1PlL30, C7.IPIL12;
C8.IPIL7 C9.1PlL7; CIO.lPIL7, CIO.IPlL9
26

C3.IP9L230, C3.lP ILIO, C3.1PIL12; C8.3P2L43-44

27 C1.2Pl

LA-5, C1.2P1 L9, C1.2PlL12; C2.2P1 LA; C3.2PlL5, C3.2PlL7; C5.2P1 LA; C8.2P2LA7, C12.2P4L124-125;

C9.2PIL15; C15.2PIL4, C15.2PIL6-7
28

C1.2PIL4-5, C2.2PIL2, C4.2Pl L3, C5.2PI L6,7.2P1 L8, C5.2PILlO; C7.2P5L136; C8.2P4L124-125, C9.2PI L2,
C10.2PILA, C11.2PIL6-7

29

C2.2PI L9, C4.2P2L74, C5.2P3L86, C8.2P1 L29, C8.2PI L3 1-32, C8.2P1 L36-38; C11.2P4L125-126, C11.2P5L130,
C11.2P5L132

"Ifelt that my physical condition had improved and I had no pain ... I could do
routine things and even some light work. It was better than I had expected. At
the time of diagnosis I had thought that I might not do anything after having a
colostomy" (C2.2PIL4, C2.2PlL6-7, C2.2PSL173, C2.3P7L242).

Feeling "whole" again

A number of participants (n=5) reported that they felt better both physically and mentally,
in a holistic way. 30 At the third interview, one participant described a feeling of
"normality" (C6.3P4L127). Of course this sub-theme refers to the psychological and
physical dimensions of their experience. However, reference to normality emerged at this
point during the discussion about their bodies and levels of functionality. As a result, it has
been placed under this major theme. Nuan, for example, described this feeling as follows:

"...very well, the same as 1 was before the sickness. I did not have any
symptoms. Whenever my children asked about my condition, I told them that I
did not have any problems and I was doing very well at that time" (C1.2P2L6264).

A summary of the feelings about the colostomy at three months after the

operation is shown in Table 5.6.

Table 5.6
Feelings three months after the creation of a colostomy

Feelings

Number (1 1)

Disappearing symptoms

7

Felt his condition improved greatly

10

Felt better both physically and

7

mentally

5.2.3 Learning to deal with colostomy difficulties
At the first interview, few participants reported any complications following the operation;
however, at the second interview, eight of 11 participants reported that some complications
had begun to emerge. At this point, they had left the hospital and returned to their daily
lives, and had to learn to adjust to and cope with life with a colostomy. Participants had to
learn to deal with issues such as leakage from the colostomy bags or bags that became
detached from the abdominal wall (C9.2P2L36).

Some participants (n=6) suffered from other problems. At the second interview, when
asked whether there was any problem with the colostomy, a few participants (n=2)
reported having impacted faeces. Thon had severe stomach-ache and was admitted to
hospital some 20 days after being discharged following the colostomy operation. The
doctor gave him some analgesia intramuscularly and he received intravenous fluid. After
defecating the impacted faeces, he felt better and things settled down (C11.2P2L60-63).

Diarrhoea was also a problem for other participants. Chob commented:

"I sometimes had diarrhoea, but it was not a severe problem. It tended to occur
when I ate strong tasry foods such as Thai salad ....I was told to be aware that
this kind offood may be problematic, but I forgot ....I also had diarrhoea when I
was having the radiotherapy. Most of the time Ijust stayed at homefor fear of
embarrassment f I went out".3'

Sri had a painful stoma abscess which discharged pus after she had been constipated for
two days. She went to the hospital and took a laxative. The passing of faeces and the burst
abscess released the pus and the pain and discomfort subsided. 3 2 ~ h ohad
n pain before
defecating, and the skin around the stoma was red (C11.3PlL11-12). Frequent bowel
movements were a source of annoyance to Duan who was quite distressed when the faeces
went into the bag (C5.2P2L39, (C5.2P2L69).

Thon felt his abdominal muscle retracting after urinating. The doctor explained to him that
the colostomy operation caused the retraction of the abdominal muscle at the bladder
(C11.2P3L81-82, C11.2P3L81-82). It was this that caused the cramps.

One participant was not able to ejaculate during sexual intercourse. Thon told the
researcher that he had no semen. This was a recent and worrying problem which at that
stage he had not discussed with the doctor. At the second interview, he thought it would
improve as time passed.33Another participant, Chob noticed how his desire (Libido) had
diminished since the operation (C10.2P2L77), while Choke and Pitt had stopped having
sexual i n t e r c o ~ r s e . ~ ~

At the third interview (6 months post operation) the frequency and intensity of these
problems and complications decreased.35They had become less challenging for most
participants, although two reported new complications including flatulence (C2.3P1 L9-10)
and skin rash around the colostomy site (C7.2P5L138). Another mentioned concerns about
changes in his sexual experience as the colostomy had altered the quality of the experience
(C7.3P5L155-158). A summary of the complication of a colostomy is illustrated in Table
5.7.

Table 5.7

Complications resultingfiom a colostomy
Complications

Second interview

Third interview

Impacted faeces

2

0

Diarrhoea

2

1

Stoma abscess

1

0

Abdominal muscle retracting

1

Sexual dysfunction

2

Stop having sex because of pain

2

Flatulence

0

Skin rash

1

1 (new)

5.3 Difficulties of adjusting to life with a stoma
Another major theme revolved around the process of adjusting to life with a stoma and a
colostomy bag.

5.3.1 Attitude towards a stoma
When the doctor told the participants that they needed a colostomy they were shocked and
horrified. This sense of horror was reinforced when two participants saw another patient':
stoma before the operation. One, Chai said: "I was frightened and thought I would rather
die than undergo this operation" (C4.1P2U3). Another two who had not seen a stoma
before the operation felt shocked and sad after the operation.36One expressed great
feelings of fear when she looked at her own body and the stoma site. Pitt said:

"Ifelt fear during the post-operative period. I could not bear to look at it or
touch it (stoma). Now, I can see it. I feel it when I defecate and I can look at it
(C2.IP5L143-144, C2.1PSL146, C2.IP5L151).

Learning about and personally experiencing the colostomy led to an increased sense of
shock and revulsion (C9.1P4L117).

The inconvenience caused by a colostomy in their daily lives

After the operation the colostomy bag played a significant role in their lives. Four
participants felt that the bag would be a nuisance3' and most (n=8) felt it would be
extremely inconvenient in their lives.38Of course, cleaning the bag and attending to
personal hygiene became very significant. A couple of participants had some thoughts .of
suicide when they considered how they would have to learn to cope with the difficulties
the colostomy and the bag might bring.39The colostomy meant that they had to learn new
ways of coping.40

Five participants appeared to be better prepared for the colostomy and the bag and were
not affected by strong negative emotions when they saw their own operation site and the
colostomy bag attached to their b ~ d i e s . This
~ ' helped the adjustment process.

5.3.2 Gradual acceptance of the condition over time
Three participants were not able to accept the colostomy (C 1.1P5L140, C1.2P6L197-199;

C5.1PlL20). Another three participants stated that they preferred not to have had a
colostomy, but accepted that there was nothing they could do about it.42Another five
mentioned that they gradually learned to accept the condition and its aftermath over time.43
Three participants spoke of the colostomy as a form of essential suffering in accord with
sins of the previous life and the Law of Karma. Pitt, for example, said:

"After undergoing the operation, I felt so sad ...1didn't understand why I had to
have a colostomy. I thought it might be my destiny as a result of bad Karma. I
don't know what it was that I did before (bad karma) that led me to get this
disease. Sometimes Ijust think about this and sometimes Ijust ignore it"
(C2.IP2L48, C2.I P2L.50-5I).

5.3.3 Increased focus on taking care of the colostomy
By the time the second interview was underway, participants' negative feelings about the
colostomy had decreased somewhat (three months after the operation). Five participants
had moved to focus more on the difficulties of taking care of a colostomy, including
cleaning and changing the bags and patches. Thon said:

"When I think about my disease, I feel uncomfortable, so after the operation I try
only to think that I am recoveringfrom cancer andpay more attention to taking
care of the colostomy" (CI 1.2PIL28-29).

4'

C3. IP1 L26, C3.1 P6L15 1, C4. I P2L44, C4.1 P2L60, C4.1P3L85, CG. l P2L44, C6.J P2L60, C6.1P3L85, C11.1PSLI 75,
C8.3PlL6

42

Cl. lP2L52-54, CIO.lP2L56, ClO.lP3L88, CIl.lP6L199-201

43

C1.3P2LS-7, C2.3P6L177-178, C2.3P6L184, C2.3P6L190, C2.3PGLI80; C3.3PlL7, C3.3PlL9, C3.3P1 Ll 1,
C8.3PlL3 I, C8.3P2L38-39, Cl1.3P5L142

A couple of participants, however, still experienced difficulty (C5.3P2LA2-43,
C7.3P7L2 16-2 19). The changing focus was accompanied by improved feelings about
having the colostomy and a reduction in the intensity of their emotional responses.
Accepting that there was no hope of a reconnection

Three participants mentioned at different times, their hope to have the bowel
reconnected." They asked the doctor about this but it was not possible (C8.3PIL32-33,
C9.3P5L144, C10.3P5L129). This too helped them to accept their situation.

5.3.4 Living with a colostomy was a stigmatising experience

Learning to live with an artificial appliance such as colostomy raised some deep concerns
for participants, including the need for suitable clothing, cleaning and changing the patch
as well as engaging in social life. At first, the primary focus of their anxiety was the smell
and the feelings of dirt and disgust that accompanied the colostomy.
The colostomy was ugly and smelly

Eight participants spoke about their fear that others would be reluctant to come close to
them because the colostomy was dirty and the smell was bad and disgusting.45In some
cases this was imagined. However, during the interviews with some participants, the smell
was real and noticeable. However, these feelings began to subside by the second interview
and even further by the third interview. At the same time, the coIostomy provided them
with a survival lifeline, and over time they became more proficient in managing it. In fact,
a few participants (n=2) sometimes forgot that they even had a colostomy. Thon said:

"I have noticed a change ....At the beginning, I thought a colostomy was an
additional thing which I have to be concerned about all the time. 1 am used to it

now. I feel nothing. Sometimes, lforget that I have it, so I do evelything like a
normal person. ...Sometimes, I realise I cannot do something for example, c a r v
heavy things because of the colostomy. Gradually /have got used to it. I ojien
forget about it" (He was laughing).46

The colostomy changed their image of themselves
Participants' view of themselves changed after the colostomy. The body was different now
(C5.3P2L50, C5.3PZL52). They did not sit on the toilet any more and this was strange.
Choub said: "I looked at the toilet and felt lost when I realised that I didn't have to sit
when I went to the toilet anymore" (C10.3PlL13-14).

5.3.5 Significant changes in the participants' lives

After participants returned home, their normal lives changed significantly. They not only
changed their toilet habits, but also changed their eating habits, style of clothing and other
aspects of their lives. They now had to clean a stoma and change a colostomy bag.

Stopped having some foods and ate soft foods

An important and significant change involved learning which foods created problems and
altering their dietary patterns accordingly. Examples included avoiding spicy food because
it tended to cause diarrhoea, avoiding food that caused constipation, and avoiding some
kinds of vegetables that caused bad odour and f l a t ~ l e n c eMoreover,
.~~
several participants
(n=3) did not eat the types of food which they thought could cause cancer. Three of them
had changed to a soft diet.48

Had to carry a bag with colostomy bags and appliances when travelling
Participants mentioned that they had to prepare colostomy appliances and colostomy bags
when they had a long journey or planned to spend a night away from home. Choke said:

"I am not concerned about travel because Iprepare for it. /fsomeone invites me
to go somewhere, I carry this bag. I canfind clothes somewhere else, but not
these specific things so I have to prepare myself: For example, I can ask for a
cigarettefrom my friends $1 am a smoker but not for colostomy bags and
appliances. I don't think I canjnd such things easily elsewhere (C7.2P4L106III).

Lack ofpredictability in regard to defecation

Most participants (n=10) mentioned that they had no way of knowing exactly about how
many times and when they would defecate each day. They found that faeces were
eliminated continuously. Sometimes, they knew that they were defecating, particularly
when they had diarrh~ea.~'
A few participants tried to control their elimination, but they
were unsuccessful. Thon said:

"I noticed that faeces came at different times each day. I tried to control this.
Today, I asked the nurse how to control it. She replied that the bowel could be
trained. I tried to train the bowel in the mornings and hoped I would defecate
every morning like a normal person. I didn't know how to train the bowel and
the nurse did not tell me about how to train the bowel" (CI 1.2P2L42-46.

Withdrawalfrom society

Four participants spent more time in their homes.50Sometimes, Chai felt sad when he
remembered he could no longer continue his business (C4.3P2L41). He used to have
dinner with his customers. Particularly, when he saw his fhends inviting each other out, he
was reminded that he could participate in social interaction as in the past, if he did not have
a colostomy (C4.3P2L43-44).
Reduced capacity to work

Four participants felt they were easily tired and could not work as they had done
previously. For example, Choke said:

"I knewfrom the doctor that I needed to be wary of some kinds offood and could

no longer do hard work. I tried to do some gardening and found that I could not
do as much as usual. However, I also felt tense and could not sit down for more
than an hour or so either" (C7.3PIL22-26).

Change in their sexual life

Four participants who continued to participate in sexual intercourse told the researcher that
they noticed changes in their sexual responses such as the inability to ejaculate and the loss
of sexual desire."

A summary of changes in participants' lives after having a colostomy

is presented in Table 5.8.

Table 5.8

Sign$cant changes in the participants' lives
Changes after the operation

Number (1 1)

Stopped having some foods

3

Carry a bag with colostomy bags and appliances when travelling

4

Loss of bowel control

10

Easily became tired

4

Changes in sexual life

4

5.4 Facing up to the reality of the new circumstances
The stories that participants recounted during the interviews reflected how they had to face
up to the reality of the significant stresses in their lives following the diagnosis of cancer
and the creation of a colostomy. They had to face the 'cancer' itself, the fear of death, the
sense of rejection, the difficult decisions, and the sense of stigma. These captured
important aspects of the coping processes that occurred at the time. While initially there
was an emphasis on coping strategies to deal with cancer and fear of death, which had
lessened by the time of the second interview, facing up to thoughts and fears of death and
dying re-emerged as issues at the third interview.

5.4.1 Tried different things to treat the cancer

None of the participants anticipated that they might have cancer. When they discovered
that they had, some (n=4) cried.52Almost half the participants (n=5) chanted Buddhist
chants to give them more will power.53A few participants (n=3) used Thai traditional
medicine as a form of self-medication and self-treatment before facing the inevitability of
surgery and a colostomy. Duan said:

"I tried traditional herbal medicine one week prior to the operation. My
grandchildren prepared it for me ajier they met some patients who had taken it
and recovered. They gathered together the ingredients and boiled it up for me.
The ingredients included: bulbs, the mulberry worms, 'Ya Khao Yen Neu ' and
'Khao Yen Tai '. The patient who had taken this medicine was still alive. He had
cancer. I thought that ifsomeone who had cancer could be cured by herbal
medicine maybe I also could. Of course I was not cured, so I only took it once
(C5.2P9L301, C5.2P9L303, C5.2P9L30.5-306).

A couple of participants tried to find the cause of their disease and tried to accept the
condition (C4.1P6L192-194, C4.1P6L193-194; Cll.lP3L138-140).

At the second and third interviews, two of the participants mentioned Thai traditional
medicine. Five participants changed their habits and practices because they feared the
cancer would recur in their bodies, so they avoided alcohol as well as some kinds of food
and gave up smoking (C5.2P9L290, C5.2P9L292), (C5.3P2L68), and hard
Moreover, a few participants (n=3) tried to relax.55Chai stopped eating non-liquid food
and had only a soft diet. He also gave up some kinds of food which are reputed to cause
cancer such as salted raw fish, grilled meat and alcohol. He also stopped smoking
(C4.2P5L167-168, C4.2P5L170).

5.4.2 Emergence of a fear of death

The majority (n=8) used a variety of coping strategies to deal with their fear of death.
During the period prior to the operation, some participants chanted Buddhist chants and
made a "wish" (C5.1P2UO-41, C5.1P2L43-44). They also performed good religious
deeds or "made merit" (C11.3P7L205-209), went to ask a medium or a monk to predict
their future fate (C8.1P 1L28; C 11.3P7L205-209), and attended a ceremony intended to
prolong their lives.56All of these activities gave them the willpower to be strong and
survive. Duan said:

"My children took me to pe$orm the ceremony at the temple. We made an
ofering to both the living and the dead spirits. I went to the temple and the
monk covered my body with a white cloth. However, even though I tookpart in
the ceremony, I was still very scared about the surgery" (C5.2P9L312,
C5.2P9L314, C5.2P9L316).

At the second interview a few participants (n=3) used other coping strategies in the wake
of the operation, including concentrating on alternative ways of earning money to support
their families before death

'' and preparing for death.58At the third interview, there was

one participant who began to work on the fear of death (C5.3P2LA9).

5.4.3 Coming to terms with the inevitable

When participants learned that they would have to have a colostomy after the operation,
they tried to negotiate with the doctor to find some other way to do the operation. They
did not want a colostomy on their bodies.59Thon said:

"I tried to ask the doctor to avoid creating a colostomy, but he said it was the
only way. I had a tumour at the end ofthe bowel. When the doctors did the
operation, they had to cut the sphincter. Moreover, if/ didn 't have a sphincter
together with a colostomy, I would defecate all the time" (CI1.3P6L180-183).

After the doctor told them that they would have to have the colostomy, most of the
participants (n=5), who were not in severe distress, tried to negotiate with the doctor to
delay the process of making the decision. Almost all the participants (n=4) who asked for
the delay tried Thai traditional medicine. They thought that if traditional medicine could
cure their symptoms, they would not need to undergo the operation.60 Sak said:

"I told the doctor that I wanted to have a month to think about it before
undergoing the operation and I wanted to tly Thai traditional medicine. I did
not want to have the operation because my elder sister who had cancer in her
stomach recovered from the disease ajier taking Thai Traditional medicine. This
recipe includes 'Kradoog Gho Hao ' (King Cobra's bones), Khao Yen Nuea,
Khao Yen Tai, Thing Thon, Kan Madeau, and Madeau Chumpitt. I bought King
Cobra's bonesfi-om a snake-seller's shop. One purchase of King Cobra's bones
cost me 200 Baht and I divided the bones intofive portions. The other
ingredients are available in any traditional medicine shop. The cheapest shop
was infront of the temple. I divided all the ingredients up and made them into
sets. One set lasted for three days. '"I

However, there was one participant who was afraid to try Thai traditional medicine. He did
not think that he could recover from the disease by using traditional medicine. He took
only the medicine which was prescribed by the doctor, even though his relatives and
friends suggested he try traditional medicine.62

5.4.4 The difficulty of decision-making about treatment

Most participants weighed up the options and suggestions from all sources before making
the difficult decision to have the operation. They sought information from the doctor and
nurse specialists about what would happen if they did not have a colostomy. They also

60 ~ 6 . 1 ~ 2 ~ 0 -C6.1P6L199-201,
42,
C7.1P5L176-177,CI O.lP2L45,ClO.IP3L45-46,CI

1.1 P2L55-68,Cl I .lP3L86

6'

C6.IP6L199-201,C6.1P6L203-204,C6.IP6L206,C6.1P6L208-210,C6.1P6L212-213,C6.1P7L215,C6.1P7L218

62

C4.2P6L204,C4.2PbL206-207,C4.2P7L211,C4.2P7L213-217

received a clear rationale for the colostomy.63Some participants (n=4) sought the views of
fellow patients 64 and a few participants gathered information from books and other
materials. In addition, most of them sought support from their families, mothers, wives,
children and friends, to help them make the decision.65

5.4.5 Coping with a colostomy after the operation
All participants used a variety of coping strategies after undergoing the operation.
Adopting religious practices, thinking in positive ways, accepting the colostomy, asking
the doctor about the possibility of having their bowels reconnected and doing exercise
were all mentioned.

Use of religious practices

At the first interview, most participants (n=8) reported that they tried Buddhist chants or
asked Allah for protection. '%ak, for example, explained how he:

"...performed Buddhist chants and hoped they would help me when I was
coughing during the night. I did this many times because I felt a lot better
afterwards (C6.lP3L87). I used many types of Buddhist chants. One ofthem
was from 'Luang Por Tho' (C6. 1P3L89). After chanting, I wished and hoped for
protection" (C6.1P3L100).

At the second interview he stated:

"I chanted every night and before I went out every day (C6.2P4L136). I started
chanting Buddhist chants when I was in hospital (C6.3P4L108). Before I got ill I
seldom chanted (C6.3P4LI 14) and only chanted a short form $1 felt lazy"
(C6.3P4L118).

Six of these participants were still performing chants by the time of the second interview.67
At both the second and third interview, most participants (n=5), who used religious
practice, reported that they had reduced their religious activities, but had adopted other
religious practices which fitted more closely with their daily life. These practices included
offering food to the monks and then pouring water on the ground to pass the merit to the

ancestor^,^^ listening to the monk's sermon,69reading the Dharma book,70offering food to
the monks and making a wish.7'
Dharma is the Buddha's teaching about dealing with 'Dhukka' or suffering. People can
learn Dhanna by reading Dharma books by themselves andlor listening to sermons
delivered by the monks. Five participants read Dharma books, and four participants
listened to sermons. Pitt described how she felt the need to read Dharrna books after the
operation (C2.3P7L228-229). Sri and Sak showed the researcher many Dharma books
they had read. Sri read Dharma books which were written by monks from many different
temples (C3.2P5L155). Sri was a religious person and used a number of the religious
practices to help her to cope. She told the researcher how she felt when she performed
these religious activities and described how they helped her:

"Dharma helps me tofeel relaxed. I used Dharma to stop thinking [about the
illness and the colostomy]. I think whatever will be, will be ....I follow the
monk S sermon and the Dharma books. I read Dharma books written by m o n k
ji-om many dzfferent temples. Chanting Buddhist chants and paying homage to
Lord Buddha's statue also helps me to feel comforted. Making merit also makes
me feel uplijied ....I will receive 'Bun' (merit). 'Bun' is an idea. We cannot see
it, but follow the teachings. The monks said we would receive 'Bun ', so [accept
that and believe that .... 1follow the monk's teaching and accept that 'everyone

will sufer and die when the time is right '. Whenever it happens, we cannot
control it ....I feel calmed by the monk's sermons. Ifollow the teachings to make
merit, make good karma, pay homage to statues of the Lord Buddha statute and
chant Buddhist chants "72

On the other hand, Nuan told how she listened attentively to the monk's sermons:

"I thought about what the monk said when he was delivering a sermon. He said
'You have to stay calm and relax' and these instructions helped me to feel
calmer. It was noticeable that all the people were quiet while they listened to the
sermons. Eveyone listened attentively and understood what he told us
(C1.3P2L70) ... I don't really have any other way of dealing with things ... I
thought only about the monk's key sentences ...1 try not to think about the bad
things in my life. I f I thought about these I could not achieve a sense ofpeace"
(C1.3P3L73-74).

While Sak said:

"I wake up about 4 am and watch the sermons on television before I go out every
day (C6.3P3L84-85). There is a monk, Phra Wichit Dharma Wathee, who does
really good sermons (C6.3P3L89-90). He taught me many things including how
to deal with drug addiction" (C6.3P3L92).

Offeringfood to monks, passing merit and making a wish

Several participants (n=3) offered food to the monks on their alms-rounds in the morning
or went to the Wat [a temple] at lunch-time. These were ways of 'Tham Bun' (making
merit). Others poured water on the ground to pass this merit to their ancestors and make a
wish about what they wanted in their lives. Pitt told the researcher that she was much more
active in her religious activity since she had been sick. She said:

"After I returned from the hospital I stayed in my mother S home and she helped
me to make merit. Eveiy day, the monks came near my mother's house. It is
much easier to make merit here rather then in Sukhothai where I live because I
have to go to the temple which is far away. Every morning, mother will cook
rice and prepare dishes. Ijust wake up and o f e r thosefoods to the monks. I
wished 1 would recover from the disease and live until my adopted son has been
ordained a monk. My adopted son always prostrates hirnself[to the monks] near
me while I am ofering food and I feel uplifted and less stressed and uplifted"73.

Pawana is the process of training and developing the mind with the intention to remain
peaceful in oneself. Nuan mentioned 'Pawana' [Bhavana and Pawana have a similar
meaning] at the third interview:

"I think pawana' is really good. I do it before I go to bed, and then my heart is
peaceful and relaxed. If1 do it during the daytime, it S dlficult to concentrate
h l l y because l a m involved in other things. Ipay attention to chanting and
'pawana' really well at night-time. I think about what the monks have said,
chant Buddhist chants andpay homage to Lord Buddha. Then, I go to sleep"74

Six participants mentioned Tham jai. This is a phrase which is often used by Thai people
and it refers to the way they stop themselves thinking about the disease:

"I think I am nearly recovered because my physical condition is improving all
the time and it is almost the same as before. I don't think about cancer and I
think I will confront what I have to do (the aftermath) to live. I don't think about
anything [to do with the cancer and the colostomy] (C4.2P3L11.5-117).

Pitt wondered if being a nun would help her to deal with the mental anguish she
experienced and other concerns that emerged at the onset of the illness after she met a nun
in a similar position. She commented on the changes in her life as follows:

"There are some changes. I seldom read Dharma books before. After the
operation I wanted to read Dharma books very much and to chant Buddhist
chants, particularly when I saw others doing it. When I heard other people
talking about Dharma, Ijoined with them and sought more information. I
wanted to know more when I heard them speaking about ordination. I wanted to
be ordained a nun after meeting a patient who was a nun and I thought being a
nun would help me too (C2.3P7L228-233) 1 thought my mind would become
more peaceful after the ordination" (C2.3P7L23.5).

A summary of the significant changes in the participants' lives caused by a colostomy is
shown in Table 5.9.
Table 5.9
Significant changes in the participants' lives
Interview 1

Interview 2

Interview 3

Number (1 1)

Number (1 1)

Number (1 1)

Chanted Buddhist chants

8

6

6

Offered food to monks

0

3

3

Listened to monk' s sermon

0

0

4

Meditated or pawana

1

0

1

Read Dharma books

2

4

4

Religious coping

Use of positive thinking
At the first interview, seven participants used positive thinking such as thinlung that the
disease was curable7', and that a colostomy meant choosing to survive76.

Acceptance of the colostomy

At the first interview, five participants indicated that as time passed, they would be able to
accept the colostomy through Buddhist teaching or "Tham ~ a i " These
. ~ ~ coping strategies
continued to be used at the second interview.78

Thought stopping

At the first interview, six participants used thought stopping as a strategy to make them
feel better.79This coping strategy changed into various forms at the second interview
including reminding themselves of ("Thad jai") or doing another activity to stop thinking,
thinking that nothing could be changed, and using Chinese proverbs to stop thinking about
their awful s i t ~ a t i o n sFour
. ~ ~ participants continued to tell themselves to do different things
to distract t h e m s e l ~ e s . ~the
' ~ tthird interview, four participants mentioned that Dharma
helped them to stop thinking about the disease and the colostomy.82

Learning how to live with a colostomy

continued to learn how to look after the colostomy.83Some had developed more advanced
skills and ways of managing the foul odour (C7.3P4L1.39-140, C8.3P4.Ll00-101). Seven
participants had tried to improve their health post colostomy by doing exercise.84 This
initiative was carried through at the second and third interviews. 85

5.4.6 Dealing with stigma
Participants described how they coped with the stigma they experienced after the
colostomy. Some of the stigma reflected their own views, beliefs and feelings about it and
how they thought others might respond. A few participants (n=2) planned to stay at home
if other people rejected them. Inevitably, some (n=4) chose to keep the colostomy a secret
(Cl.lP4L111-112).
At the second interview two participants recounted the sense of stigmatisation they
experienced. One coped by repeatedly reminding himself he is a normal person
(C11.2Pl L19, C 11.2P1L2 1-22, C11.2PlL24), while others (n=3) kept the colostomy a
secret because they feared rejection by other people (C8.2PlL25-27). Thls meant that
cleaning and changing the colostomy bag was done in secrecy (C8.2P2L53-54). At the
third interview, several participants (n=3) had curtailed their excursions from home.86

5.5 Spiritual aspects of their lives
The fifth major theme to emerge from the interview data addresses the spiritual aspects of
participants' lives and these reflect issues such as a life directed by fate, feeling that fate
was unkind to them, a belief in karma, making a death wish and dying.

5.5.1 Life directed by fate

At the second interview, three participants mentioned their beliefs about fate and its key
role in shaping their lives, while another two expressed the same beliefs at the third
interview. Chai, for example, cried as he reflected on the role of fate in his life and having
to end up with a serious illness at this point in his life (C4.2P8L276-279).

5.5.2 Feelings that fate was unkind

At the first interview, four participants expressed the feeling that they could not understand
why this fate had befallen them. Two participants continued with this theme on all three
occasions. Nuan said:

"I was really taken aback that I had cancer and wondered why (CI.IPIL25-27).

I never even thought about this disease before, but when I had pain and felt sick I
asked myself 'Why has this happened to me? I thought my health was good I felt
wronged when I knew it was cancer. I did not know how 1 would deal with it. It
happened. I had never wanted to have this disease" (CI.IP2L43-45).

Chai also felt wronged by the onset of cancer and the colostomy (C4.2P8L281).

5.5.3 Belief in karma

Four participants believed that they had cancer and had a colostomy as a result of bad
karma in their previous lives; two of them repeated this perspective during two interviews.
Sang said:

"I never did anything bad to anyone. Anyone can receive bad karma or bad
things as a result of what they did in their previous life. I think this might be the
result of indulging in alcohol and high fat food. So, I cannot blame anyone else
when I have been 'like this'.

...I accept it.

I cannot ignore it. What I did was

not dreadful. It is not as i f 1 have killedpeople ... I don't think there is anything
else that can help me to accept it. I need to help myself:'"

At the second interview, two participants described their belief that karma would make
them receive good things, while a further two expressed a similar view at the third
interview. Thon said:

"Myfriends came to visit me at my house. They told me that they were willing to
help me with everything I needed. There was afiiend who lived in
Prathumthani. She took care of me when I was in hospital at the time when I
received the chemotherapy. Ajler that, she had a car accident. The owner of the

car on the other side of the road drove into her. She lost both her eyes and was
blind. I would have thought that someone who helped a Iowly person like me
would get good karma as a result. I don't know why she experienced such cruel
face, she was a very good person ". 88

5.5.4 Making a wish

At the first interview, three participants made a wish that the supernatural would save
them. Another two participants posited similar views at the second and the third interview
respectively. Pitt wanted to stay alive and see her son ordained 89. It is believed that

parents who have their son ordained can gain merit to enter heaven after they die by
'touching' their son's yellow robe.

5.5.5 Thoughts about death and dying

Four participants expressed thoughts about death when they were very ill and another had
thoughts about death and dying when he learned that he had cancer (from the first and the
second interview). Nuan said: "My condition was severe. I thought I had a 50 per cent
chance of surviving. I was lucky that the doctor could save my life7' (Cl.lP4L116). At the
second interview, three participants thought having a colostomy saved them fxom certain
death. Thoughts of death were common. Chai said: "I knew a patient who had the same
disease as me but did not live long (C4.2P5L55). . . A nurse told me that a person could live
for five to ten years" (C4.2P5L163-164). At the third interview, Nuan said:

"Sometimes I thought about death and dying. I thought that no one would know
when I was going to die. When they came to see me, I might be dead already
and sometimes, I did not think about it. I thought about good thingsM9'

However, four participants reported that they felt ready to accept whatever came their way.
As Sang put it:

"I think I am very old. When I die depends on the one who directs evevthing. I
will die whenever it is directed. I hope that I will not endure any pain when I
die. / f I were in pain, it would be a lot of suffering and I could not tolerate it".9'

5.5.6 The importance of hope

There was a strong and persistent sense of hope for an improvement in the condition. As
their physical condition improved, participants were encouraged to be hopeful and more
optimistic. The improvements in the physical condition placed their hopes on a stronger
footing and there was a realisation amongst some participants that they were in fact lucky
to survive and be alive.
Six participants were told by health care providers and their relatives to think positively
about the disease and this included hoping that they would recover. Indeed, they tried to
adopt this optimistic view of the situation:

"I hoped that I couldgo to the temple again when Igot better ... My daughter
told me to hope for a good recovery, so did the doctor ... I felt good. (She
laughed). They gave me the moral support I needed".92

As participants' physical condition improved over time these increments provided a basis
for more hope for a successful recovery and the future in general. Participants began to
look at the future positively. One of the participants, Pitt, said:

"Initially I thought that when I had the operation I would not recover well from
the disease or the operation. I started hoping aper I found my physical condition
improving and I felt stronger".93

Three participants mentioned the feeling of good fortune when they realised that in spite of
the fact that they had a life-threatening illness they managed to survive the "cancer".
Thon's account is quite striking after he learned that his cancer was severe and realised he
had survived what could have been a death sentence:

"So, I went to the NCI and asked another doctor who hadprescribed eight
treatments of chemotherapy for me. He told me that I was in the third stage. I
thought before that I might be in thefirst or second stage of cancer but not the
third ... Now I am glad. I know that I had a third stage cancer and I am still
alive" (he was

5.6 Level of social support experienced
Social support was examined in this project as one of the influencing factors that affect
participants' adjustment and coping strategies used to deal with the illness and the creatio;,
of a colostomy. During the in-depth interviews the research sought to understand how
participants perceived the type and nature of the support from other people in their social
environments at the time of the illness and for recovery.
Four qualitative sub themes emerged that shed some light on this area of the study. Firstly,
participants had received a lot of support during the pre-operation period and the postoperation period, by the time of the initial interview. The most important source of support
was their close relatives who took care of them during the period of sickness. Secondly,
participants gained more support from friends when they first went back to their own
homes and this was noted at the time of the second interview. Thirdly, seven participants
continued to receive a lot of support from their families while two participants had
experienced a marked reduction in social support at the time of the third interview.
Finally, for two participants, the most important individual source of support after the
operation changed over the period of six months.

5.6.1 High levels of social support initially
When participants were asked about what it was like for them before the operation, all
mentioned the names of key people who helped them at that time. Most of the people who
helped them were immediate family members, such as children (C 1.1P4L95-96;

C3.1PlL20-21) and fnends. One participant, Pitt, described her need for support and how
the family gathered around her to help her though the crisis:

"I went to Sukhothai Hospital and I was examined by the doctor. He told me
that I had to be admitted to the hospital straight away. I discussed this with my
husband and I told him I didn't want to stay there by myself: I didn't want to be
alone. I went to see my younger brother ...My mother told my siblings and then
my younger brother took me to the hospital ...He took mefirst to Phyathai
Hospital. After I found out about the disease, he took me to see his friend who is
a doctor at Siriraj Hospital. He suggested that I should come here as I wanted
someone to be able to visit me.... Ifelt lonely and afi-aid and thought a lot ....I
told my sister that I wanted her to stay with me. I didn't want to stay alone. She
came to visit me everyday until I recovered ...I was afraid. After the operation, I
felt uncomfortable. I wanted someone to stay with me and my family supported
me. They told me that other people have a stoma and still manage to live a
productive life. They suggested that I should stay with my mother. "95

5.6.2 Moral support from the health care providers
The support from health care practitioners was evident too:

...the doctor, the nurse and my daughter asked me to breathe freely and try to

"

feel relaxed. I felt better three days after the operation. Nurses came and
examined the intravenousfluid. Doctors monitored my condition closely. Ifelt
relaxed. I always greeted the doctors who came to visit me. Sometimes they
talked with my daughter. They told me repeatedly to try to relax ...told me that
many other people recoveredfrom this condition and the surgery and they
returned to a normal life. Otherpeople don't even know that these people have
a co~ostom~".~~

95

C2.1P7L239-241, C2.1P6L201-202, C2.1P7L243-245

"Cl. lP3L80-82

5.6.3 Key sources of support
When participants were asked to name the most supportive people they had around them,
they usually identified family members or relatives with whom they had a close
relationship, such as a mother, daughter, or spouse. All of them were women. One, Pitt
said: "My mother.. ..She comforted me and gave me money to pay for the surgery and the
treatment. She also suggested that I read Dharma and chant Buddhist

chant^".^'

Visitsfrom friends
Staying in their own homes provided participants with the opportunities to see their friends
again. Most participants mentioned the importance of the moral support they received
from friends who came to visit them at home (C1.2PlL25-27, Cl.2P2L32-34). Some
participants (n=4) even received money and/or food from their hends. Two reported that
they felt a great sense of relief after they told their h e n d s about the colostomy and how
comforting it was when they did not show an objectionable stance once they learned about
the colostomy:

"Seeing me, they wept .... Theyfelt sad that I had had an operation. ...I was not
sure whether they cried because they were glad or sorry. We cried together until
my son stopped us... When my friend came to visit me she gave me 400 Baht.
When I returned home, all my friends came to pay a visit. Some gave me 100
Baht, others gave me 300 Baht. They also brought me a lot of things to eat.
They were very sympathetic. I shared things they brought with my children and
grand~hildren".~'

5.6.4 Dwindling support as time passed
Two participants mentioned how their friends did not come to visit them as often as before.
One, Sri said:

"They seldom come to see me anymore. When lfirst came backfiom the
hospital, myfiiends all came to visit me before they went to work ...and told me
that they hoped I would recover soon" (C3.I P3L88, C3.IP3L90).

When asked about the most important source of support, most participants continued to
mention the same key people in their lives, although two participants came to rely on
different people at different stages in their recovery. Chai said:

"(At the first interview) I discussed everything with my mother initially. She
helped me to make a decision ....No other people were involvedjust my
mother ....I thought other people did not love me. I didn't want to tell them my
real feelings. As for my mother, I know my mother will always love me. I told
her how I felt"

"(At the third interview) My wife is the most important source of support in my
life now. She helped me to do everything and did everything I needed to have
done. Initially, my mother was the most important because she gave me the
moral support I desperately needed at that time. Now, I am staying with my wife
and she does everything for me. When (first knew about the cancer, I stayed
with my mother and my mother helped me as well. They are both important
people in my life, and gave me the support I needed at drflerent points in timeug9

It is also notable that five participants said that they had to become more independent as
time passed and some of them had assumed the role of primary supporter for themselves at
the latter stage of the study (C3.1PL8).

Summary
The findings presented in this chapter present a rich picture of the ways in which the
participants came to view the illness and deal with the consequences of having a colostomy

as a life saving intervention, in the context of their personal beliefs and cultural
background. This chapter also illustrated how improvements in physical health led to

improvements in their ability to deal with the unique costs associated with the treatment
and having to live with a colostomy. The next chapter brings together some aspects of the
quantitative and qualitative data to illustrate the complementary nature of these two
discrete methods and how they make possible a more rigorous analysis of coping in this
participant group.

CHAPTER 6
A synthesis of findings from the case studies
Introduction
The previous two chapters provided both quantitative and qualitative perspectives on the
key findings from the case studies over time. This chapter describes a synthesis of these
perspectives and illustrates the complementary way in which both of these standpoints
when fused, highlight the patterns of the change in all factors on the stress and coping
process, particularly the coping strategies which emerged. The five major factors that were
studied in this research project included social support, optimism, adjustment to a
colostomy, coping subtypes and quality of life. These key constructs have been used to
structure the discussion which follows below in which both the quantitative and qualitative
findings have been merged. There is an emphasis on individual participants which was
achieved by examining each participant in turn and profiling both the quantitative and
qualitative findings for each person.

6.1 An overview of quantitative and qualitative data interactions
The sections below indicate some of the connections between the quantitative and the
qualitative data sets, which were achieved by examining individual participants in turn. A
number of important facets of the analysis emerged and have been summarised in Table
6.1. This table presents a list of the key quantitative measures. The number of cases where

the qualitative data told a story similar to the quantitative data is presented in the next
column. As indicated in this table, it is clear that the qualitative data strongly supported
the trends that emerged from the quantitative data.

In addition, the qualitative data tended to enhance our understanding of the quantitative
trends quite notably. Pitt's case provides a good example. The quantitative data indicated
that she received high levels of support throughout while the qualitative data illustrated
how nurses, family members, and especially her mother were key supporters at this time of
crisis in her life.

The third column on the table identifies the number of cases where new perspectives and
descriptions emerged in the qualitative data which appeared to challenge the quantitative
picture. These cases were fewer in number but quite distinctive nevertheless. Duan's case
mentioned above is a good example. While high levels of social support at all times were
reported in the quantitative data, the qualitative data introduced a painful picture in which
her children and the doctor did not tell her about the need for the colostomy before she
arrived at the hospital and this led to very strong feelings of anger.
Table 6.1
Summary of the interaction between quantitative and qualitative trends in the data
Quantitative trends

Qualitative trends
Similar trend

~nhanced

Different

Social support (PRQ)

8

J

3

Optimism (LOT-R)

9

J

2

Adjustment on a colostomy (OAS)

9

J

2

Coping subtypes (CRI)

10

4

1

Physical well-being

11

J

0

Social well-being

10

J

1

Emotional well-being

9

J

2

Functional well-being

10

J

1

Additional concerns

9

J

2

6.2 Social support (PRQ)
The responses of the participants elicited from the score from the PRQ questionnaire
suggest different levels of social support perceived by participants. The researcher
classified these as a high level of social support (76-105), a moderate level of social
support (46-75) and a low level of social support (15-45).
As shown in Table 6.2, the participants' perceptions show five patterns in the level of
social support experienced at different stages following the creation of a colostomy: (I)
seven participants perceived a high level of social support at the time all three interviews
were completed, (2) one participant reported less support at the second interview, but
increased support at the third interview, (3) one participant reported increased social
support in the period after the second interview, (4) one participant described a decreased

level of social support at the third interview and (5) one participant reported higher levels
of social support at the third interview. The seven participants who received high levels of
social support at the time of all interviews were the largest number from the sample, but it
is clear that for some the nature of the social support varied.
The researcher classified the qualitative responses on the perceptions of social support
reported at the in-depth interviews into three categories according to the degree of social
support the participants perceived. Participants who perceived support from many sources,
for example, family members, health care providers and friends as well as a range of
different types of support such as moral support, financial support and informative support
are categorised as perceiving a high level of social support. However, participants who
perceived support from fewer sources, or received fewer types of support are placed in the
moderate category. Finally, participants who felt they did not receive enough support are
placed in the category of low level of social support.
Such categorisations helped the researcher to compare the findings fiom the qualitative
analysis with the findings fiom the quantitative analysis and also provided a clearer
understanding of the complementarity of these different types of data (see Table 6.2).

Table 6.2
A comparison of the quantitative and qualitativefindings on social support
Case

Quantitative findings

Qualitative findings

Similarity

Timel

Time2

Time3

Timel

Time2

Time3

Nuan

H

H

H

H

H

H

J

Pitt

H

H

H

H

H

H

J

Sri

H

H

H

H

H

H

J

Chai

H

M

H

H

M

H

J

Duan

H

H

H

L

H

H

x

Sook

H

H

H

H

H

L

x

Chok

H

H

H

H

H

H

J

Sang

M

H

H

M

H

H

J

NOY

H

J

H

H
H

H

H

H
M

H

Chorb

H
H

M

J

Thun

M

M

H

H

H

L

x

Note: H=A high level of social support, M=A moderate level of social support, L=A low
level of social support
The results of quantitative data analyses indicated the quantifiable level of social support,
while the findings from the qualitative data highlighted more details about the range of
people who provided support and the type of support experienced. For example, moral
support, friendship and companionship, and even financial support were in evidence from
the qualitative data. Some neighbours or h e n d s provided financial support which is not
typical in many western cultures and could perhaps be perceived as insulting. Others
supplied health related information that was helpful in the period before the operation and
for six months after the operation. The findings also highlighted who the key support
people were in the participants' lives at that time. Most participants indicated that their
close family members, such as mothers, children and spouses, were the most important
resource people. One participant described how he had assumed a key role in providing
resources and comfort to himself.

In Chai's case for example, the quantitative data indicated that he perceived himself to
have received high levels of social support at the first interview. This then decreased to a
moderate level at the second interview, and recovered to a higher level at the third and
final interview. The qualitative analyses showed that he received a lot of support from his

wife, his mother, the doctor and a fellow patient at the time of the first interview. At the
second interview, he mentioned some of his friends who came to visit him at his home as
well as some support from his siblings. At the third interview, his wife had assumed a
much greater role in helping him with every facet of his life, and he needed this support
just then. Chai's mother was the most important resource person at the first and the second
interviews, but his wife was the most important resource person in his life at the third
interview. Hence the qualitative data offered a much more sensitive account of Chai's life,
and the important resource people who helped him to cope with life after a colostomy.
However, there were two cases where the data from the qualitative analyses illustrated
some differences while highlighting the greater levels subtly that the qualitative interviews
provided. Ln Duan's case, for example, the quantitative data indicated that she reported
high levels of social support at the time of all three interviews. The qualitative data
revealed another picture. In particular, she spoke about the lack of support fiom her
children at the time leading up to the operation. On returning home, however, Duan
received support from her children and she felt good about this. Her fhend too came to
visit her and gave her money. At the third interview, she described how talking with her
friend helped her to cope whenever she felt uncomfortable.

6.3 Optimism (LOT-R)
To compare the quantitative and the qualitative results, the responses of the participants'
level of optimism fiom the LOT-R questionnaire were classified into three categories: a
high level of optimism (17-24), a moderate level of optimism (9-16) and a low level of
optimism (1 -8). The construct of optimism from the quantitative analysis suggested five
patterns in the cases across time: (1) four participants provided similar ratings, a medium
level of optimism, at all three interviews, (2) two expressed low levels of optimism by the
time of the second interview, but this had risen by the time of the third interview, (3)
another two expressed lower levels of optimism at the third interview; (4) one indicated a
high level of optimism at the second interview, but reported that the level had dropped by
the time of the third interview, and finally (5) one participant indicated an increased level
of optimism at the second interview and maintained this level at the third interview.
The researcher also sorted the qualitative data on optimism into three groups: a high level

of optimism, a moderate level of optimism and a low level of optimism. A high level of
optimism refers to the expression of participants who had strong positive thoughts about
the improvement of their physical health and their future, for example, they thought they
would recover from the symptoms and also hoped to return to their normal life. The
moderate level of optimism includes participants who hoped that they could recover fiom
their disease, but did not expect to return to their normal life. Participants who expressed
their hopelessness are categorised in the low level of optimism. The comparison of the
quantitative and qualitative findings on optimism is shown in Table 6.3.
Table 6.3
A comparison of the quantitative and qualitativeJindings on optimism
Case

Quantitative findings

Qualitative findings

Similarity

Time1

Time2

Time3

Time1

Time2

Time3

Pitt

M

M

M

L

L

M

x

Sri

M

L

M

M

L

M

J

M

L

M

M

L

M

J

Duan

L

L

M

L

M

L

x

Sook

M

M

L

M

M

L

J

Chok

M

M

M

M

M

M

J

Sang

L

M

M

L

M

M

J

NOY

M

H

M

M

H

M

J

Chorb

M

M

M

M

M

M

4

Thun

M

M

L

M

M

L

J

Chai
- -

-

-

Note: H=A high level of optimism, M=A moderate level of optimism, L=A low level of
optimism
The quantitative data revealed a picture of the level of perceived optimism, while the
qualitative data provided more information about what and how participants thought about
the future. For example, in Nuan's case the quantitative data indicated that she had
moderate levels of optimism at the time of all three interviews. However, the qualitative
data evoked ideas about her beliefs and how lucky she was that the doctor performed the
operation so that she could survive with possibilities for the future. She also thought that
the colostomy would work very well as time passed and the initial problems would
disappear into the distant past. After being at home for a while, Nuan mentioned

repeatedly that she thought positively about life and the future.
However, there were two participants whose quantitative and qualitative date profiles
differed notably. In the case of Pitt, for example, the quantitative data indicated that Pitt
had a moderate level of optimism at the time of all three interviews. In contrast, in the
findings from the qualitative data there was discrete emphasis on the hopeless feelings she
experienced when she found out about the disease and the need for a colostomy. This
sense of hopelessness was founded on the belief that she would not be able to do anything
constructive after the operation and a good recovery was highly unlikely. However, at the
third interview, she found that her physical condition had improved and she had' a more
positive attitude and a stronger sense of hope about making a good recovery.

6.4 The adjustment to a colostomy (OAS)
Participants' attitudes towards a colostomy were indicated by their response to the OAS
questionnaire. These responses were categorised into three groups: a positive attitude
towards a colostomy (69-102), a mixed attitude towards a colostomy (35-68) and a
negative attitude towards a colostomy (17-34).
The adjustment to a colostomy construct revealed four patterns; (1) eight participants
maintained a similar level of adjustment to the colostomy and maintained this at either a
high or a moderate level, (2) two had a more positive attitude at the second interview and
(3) one had a more positive attitude at the third interview. Most cases therefore had a

positive attitude which was sustained over time.
The researcher categorised the expressions of attitudes towards a colostomy as indicated
from the in-depth interview into three levels. Participants who thought that a colostomy
was very essential for their life and were not discomforted by the colostomy are identified
as having a positive attitude towards a colostomy. Participants who knew that a
colostomy was essential for them, but felt discomforted by it are identified as having a
mixed attitude. Participants who felt strong discomforted by a colostomy and regret about
having it were identified as having a negative attitude towards a colostomy. The
comparison of quantitative and qualitative findings on adjustment to a colostomy is shown

in Table 6.4.
Table 6.4
A comparison of the quantitative and qualitativeJindings on adjustment to a colostomy
Case

Quantitative findings

Qualitative findings

Similarity

Time1

Time2

Time3

Time1

Time2

Time3

Nuan

P

P

P

P

P

P

J

Pitt

M

M

M

M

M

M

J

Sri

N

P

P

N

P

P

J

Chai

P

P

P

P

P

P

J

Duan

M

M

M

N

N

N

x

Sook

M

H

H

M

P

P

J

Chok

H

H

H

P

P

P

J

Sang

H

H

H

P

P

P

J

Chorb

M

M

M

M

M

M

J

Thun

M

M

M

M

M

M

J

Note: P=A positive attitude towards a colostomy, M=A mixed attitude towards a
colostomy, N=A negative attitude towards a colostomy
An individual case analysis again raised some rather interesting and subtle findings. For
example, the quantitative data indicated that Sri had a moderately positive attitude towards
a colostomy at the first interview. The qualitative data on the other hand illustrated that Sri
thought the colostomy was dirty and would offend others people's feelings, despite the fact
that having the colostomy enabled her to defecate without discomfort. Her level of ostomy
adjustment was raised at the second and third interviews, so much so, that she spoke to
others with the cancer, and recommended that they have the surgery too. Sri eventually
got used to cleaning the colostomy.
There were two participants whose results veered away fkom the pattern in the quantitative
data. Noy's quantitative data indicated that she had a moderately positive attitude towards

a colostomy at the first and second interviews. This attitude rose to a high level at the third
interview. In contrast, the qualitative data analyses showed that Noy did not know what she
would do about the colostomy before undergoing the operation. At the first interview, she
expressed shock and feelings of hopelessness when she knew she would have the

colostomy for the rest of her life. At the second and third interviews, she thought about a
surgical re-connection of the bowel all the time because she felt inconvenienced and found
work difficult. This data is quite different from her quantitative data.

6.5 Coping subtypes (CRI)
The responses to the CRI questionnaire show how often participants used a particular
coping strategy. The results from the quantitative analysis show that participants used
coping strategies of several coping subtypes simultaneously, but at varying levels. To
compare the quantitative and the qualitative results, the responses of the participants from
the CRI were ranked from the highest score to the lowest. The researcher reported only
coping subtypes with the three highest ranks which must be above five, because a score of
less than six indicates infrequent use. For example, at the first interview, Nuan had the
following scores: 'logical analysis (LA)' (8), 'positive reappraisal (PR)' (16), 'seeking
guidance and support (SG)' (13), 'problem solving (PS)' (13), 'cognitive avoidance (CA)'
(9), 'acceptance/resignation (AR)' (6), 'seeking alternative rewards (SR)' (4) and
'emotional discharge (ED)' (1). In Table 6.5, only the most frequently used subtypes,
including 'positive reappraisal (PR)', 'seeking guidance and support (SG)', 'problem
solving (PS)' and 'logical analysis (LA)' are presented.
Although most participants used a mixture of coping subtypes across the time span in
which the interviews were completed, it was noticeable that, in general, they used more
approach than avoidance coping strategies. Four discernible patterns were observed in the
cases: (1) seven participants used 'problem solving' and four of these also used 'seeking
guidance and support' as their most frequent coping subtypes, (2) two participants adopted
'cognitive avoidance' and 'positive reappraisal' as the most frequently used coping
subtypes at the time of all interviews, (3) one used 'seeking guidance and support' as the
most frequently used coping subtypes at the time of all interviews, and (4) one participant
used mainly 'logical analysis' according to all the interviews. Problem solving was the
coping subtype to be used most frequently in the group of cases.
The quantitative data indicated that the levels of coping strategies and coping subtypes
used by participants were consistent with the conceptual framework of Moos and Schaefer
(1993) outlined in an earlier chapter. However, the qualitative data brought out

details of the way in which participants addressed their difficulties and problems, and the
particular coping strategies they used that were influenced by Thai culture. Some of these
could not be accommodated fully within the conceptual framework, particularly the coping
strategies that emerged from the participants' religious beliefs and spiritual beliefs and
their resources.

However, the qualitative data, in the main, supported the quantitative data in ten of the
eleven cases, and confirmed the trends in the quantitative data that became apparent over
time. For example, the quantitative data in Chorb's case indicated that at the first and
second interview, he used three different approach coping subtypes. At the second
interview, he made more use of 'acceptance/resignation'. At the third interview, 'logical
analysis' was his primary approach coping subtype, and that was added to 'cognitive
avoidance' and 'acceptance/ resignation'. The qualitative data showed that during the
three interviews, Chorb compared his present condition with his condition before the
operation, and this elicited thoughts about his fate. He tried traditional medicine before the
operation. He tried to 'Tham Jai' because he believed that his fate was directed. He drank
alcohol, and it helped him to forget his problem when he went home. Chorb thought that
'Tham Jai' and 'Plong' helped him to stop thinking about the illness. Chorb described how
he read Dharma books and books about colorectal cancer after he went home. The
comparison of quantitative and qualitative findings on coping subtypes is shown in Table

6.5.

Table 6.5
A comparison of the quantitative and qualitativefindings on coping subtypes ( I )
Case

Quantitative findings

Nuan

PSRW

PSPW P W S I

SGICA

CAISG LNCAI walking, chose to survive; compared

AR

Similarity

Qualitative findings

Tried to improve her physical health by Tried to improve her physical health by
walking, found a convenient way to take

Thought the disease was cured; compared
symptoms before and after the operation;

her condition with other who were the care a colostomy; thought the disease was tried to improve her physical condition by
same; chanted Buddhist chants;

cured; chanted Buddhist chants; received walking; solved problems by herself;

received moral support kom her

moral support from her family and friends; thought the removal of the turnour made

family; avoided thinlung

avoided thmlung

her physical health improve; forgot that
she had a colostomy; thought she could
not turn back

Pin

PRI CAI ARIPW ANLA/

Chose to survive; there is no choice,

Thought she could not turn back, tried to Thought she could not turn back; accepted

/PS/ED

PSPW

avoided thinking; planned to wear a

accept whatever would be; compared

CA

sarong after the operation; cried

symptoms before and after the operation; problems; solved problems by herself;

CA

what had happened; anticipated potential

avoided thinking; ignored unpleasant news compared her condition with others who
were the same; felt confident when doing
more activities and being able to take
responsibility for an adopted son; made a
wish.

Note: LA=Logical analysis, PR=Positive reappraisal, SG=Seeking guidance and support, PS=Problem solving, CA=Cognitive avoidance,

AR=Acceptance/Resignation,SR=Seeking alternative rewards, ED=Emotional discharge

J

Table 6.5
A comparison of the quantitative and qualitativefindings on coping subtypes (2)
Case

Quantitative fmdings

Qualitative findings

Sri

PSILA/

Exercised for better physical health;

Learnt a convenient way to take care of a Chanted Buddhist chants; received moral

anticipated some changes; chanted

colostomy; avoided thinking; chanted

support from her family; listened to the

Buddhist chants; received moral

Buddh~stchants; received moral support

monk's sermon; received moral support

support from her family; avoided

from her family and &ends

from her family; learnt how to use

PS/CAfS SG/PS/

SG/CA/ G

AR

AR

Chai

Similarity

thinking; thought she could not turn

appliances when cleaning a stoma and a

back; there is no choice

colostomy bag

PR /ED/ PSPRIA SG/CA/ Chose to survive; compared his

Tried to improve his physical health by

Received moral support fiom h ~ family
s

/SG/ LA R

doing housework; tried to control the

and friends; avoided thinking; took care of

PS/PR

condition with others who were the

same; compared symptoms before and bowel movement; learnt a convenient way a colostomy by himself; thought the
disease was cured; compared symptoms

after the operation; cried; received

to take care of a colostomy; hoped it

moral support from his family,

would be better; accepted what happened before and after the operation

anticipated the problems that might
happen

Note: LA=Logical analysis, PR=Positive reappraisal, SG=Seelung guidance and support, PS=Problem solving, CA=Cognitive avoidance,

AR=Acceptance/Resignation,SR=Seeking alternative rewards, ED=Emotional discharge

J

J

Table 6.5
A comparison of the quantitative and qualitative findings on coping subtypes (3)
Case

Duan

Quantitative fmdings

Qualitative findings

Time1

Time2

Time1

PS/ED/

SR/ED/ PS/SG/

Planned to take care of the colostomy Offered food to monks and passed merit to Tried to improve her physical health by

SG

SG/PS/ AR

by herself; cried; chanted Buddhist

ancestors; chanted Buddhist chants; found doing some work; learnt to release the air

AR

chants

a convenient way to take care of the

from a colostomy bag; received moral

colostomy; performed Thai dance;

support from her family; talked with

received moral support from her family

friends; thought there was no way to stop

and friends; sought information from a

thinking

Time3

Similarity
Time2

Time3

x

fellow patient; learnt how to take care of a
stoma and a colostomy bag in a
convenient way; thought there was no
choice

Sook

SGPRIA SG/CA/ PS/SG/

Chanted Buddhist chants; received

Chanted Buddhist chants; received moral Tried to improve his physical health by

RfSRrPS LA/PR LA/AR/ moral support from his family; thought support from his family and friends; tried wakng; chanted Buddhist chants; listened
SR

his physical health would improve;

to improve his physical health by walking; to the monk 's sermon; anticipated the

thought he could not turn back; made a anticipated some changes; found a

results of the re-connection of the bowel;

decision to have a colostomy; tried

convenient way to take care of the

thought he could not turn back; engaged

Thai Traditional Medicine

colostomy; engaged in social activities

social activities

Note: LA=Logical analysis, PR=Positive reappraisal, SG=Seeking guidance and support, PS=Problem solving, CA=Cognitive avoidance,

AR=Acceptance/Resignation,SR=Seeking alternative rewards, ED=Emotional discharge

J

Table 6.5
A comparison of the quantitative and qualitative findings on coping subtypes (4)
Case

Quantitative fmdings

Qualitative findings

Chok

PWSGI PSISRI PSISGI

Thought that the disease was cured;

PSICA

PRfSW

received moral support fiom his family, doing activities; found a convenient way

doing activities; asked the God to protect

LA

asked God to protect him; tried

him; asked the doctor about health

SG

Similarity

Tried to improve her physical health by

to take care of a colostomy; prepared

Tried to improve hls physical health by

traditional medicine; solved a problem appliance for travel; kept working as a

problems; received moral support fiom his

of darrhoea; avoided thmking

health volunteer in the community;

family and fiiends; thought his colostomy

received moral support fiom his family

was better than someone who had the re-

and friends; asked God to protect h i d e r , connected bowel; opened a small homeasked the doctor about wound infection

based cafk with the objective of meeting
people; felt happy to educate others about
colorectal cancer; kept working as a health
volunteer in the community; anticipated
problems

Note: LA=Logical analysis, PR=Positive reappraisal, SG=Seeking guidance and support, PS=Problem solving, CA=Cognitive avoidance,

AR=Acceptance/Resignation,SR=Seeking alternative rewards, ED=Emotional discharge

J

Table 6.5
A comparison ofthe quantitative and qualitativefindings on coping subtypes (5)
Case

Quantitative findings

Qualitative f~ndings

Sang

PS/SG/

SG/PS/ PS/SG/

Tried traditional medicine, expected to Chanted Buddhist chants; believed that

Exercised for better physical health;

AR

SR

take a colostomy by himself; felt better hls good Karma protected him from

learned to use the cleaning liquid with

CA/SR

Similarity

J

after receiving moral support from his death, talked with friends; felt better after help from children; paid homage to Guan

Noy

PSISGI

PRJSGI PSICN

LA

SR

ARPR

family; thought that it had happened

receiving moral support from his family; Yin, chanted Buddhist chants; received

and it could not be turned back

tried to improve his physical health by

moral support from his family; asked the

walking; learned how to take care of a

doctor about the bowel reconnection;

stoma and a colostomy bag in a

accepted that the bowel could not be

convenient way; went to the Chinese

reconnected; participated in aerobic

association and drank alcohol

exercise; joined the Chinese association

Visited the a doctor when she had

Felt better when comparing symptoms

Tried to improve her physical health by

symptoms; felt better after receiving

before and after the operation; felt better walking; asked the doctor about bowel

moral support from her family; chanted after receiving moral support from her

reconnection; found a convenient way to

Buddhist chants; read Dharma book;

family; chanted and made a

take care of a colostomy; avoided

anticipated what would happen if she

wish; watched television; read Dhanna

thinking; thought that she could not turn

carried the colostomy and walked

book

back; accepted that the bowel could not be

J

reconnected; felt better when the preoperation symptoms disappeared

Note: LA=Logical analysis, PR=Positive reappraisal, SG=Seeking guidance and support, PS=Problem solving, CA=Cognitive avoidance,

AR=Acceptance/Resignation, SR=Seeking alternative rewards, ED=Emotional discharge

Table 6.5
A comparison of the quantitative and qualitativefindings on coping subtypes (6)
Case

Quantitative findings

Chorb PSILA/

SG

Qualitative findings

Similarity

LA/PR/ AR

Tried Thai traditional Medicine;

Anticipated what would happen;

Thought that his condition was directed

SR

anticipated that the tumour would

thought that his physical condition had

by fate

spread if he did not undergo the

improved and he could defecate almost

operation; anticipated embarrassment

normally; met friends

4

that might happen in public and thought and drank alcohol
about how to prevent it; asked the
doctor about a possibility to have a
bowel reconnected; felt better after
receiving moral support from his family

Note: LA=Logical analysis, PR=Positive reappraisal, SG=Seeking guidance and support, PS=Problem solving, CA=Cognitive avoidance,

AR=Acceptance/Resignation, SR=Seeking alternative rewards, ED=Emotional discharge

Table 6.5

A comparison of the quantitative and qualitativefindings on coping subtypes (7)
Case

Thun

Similarity

Quantitative findings

Qualitative findings

Time1

Time2

Time1

PSI SG

PSISRP CA/PS/

Tried to improve his physical condition Found a convenient way to take care of a Kept busy; learnt how to take care of a

/PR

R/SG/

by exercising; chanted Buddhist chants; colostomy; prepared appliance for travel; colostomy in a convenient way; refbsed

CA

Time3

LA

Time2

Time3

asked a fellow patient about the

asked the doctor about his health

colostomy; felt better after receiving

problems; spent more time on gardening elimination problems; thought that

J

invitations because he anticipated

moral support from his family; thought and selling groceries; told himself that he he could not turn back; told himself that
a colostomy was good since helshe

was normal and the disease had been

could not defecate through the anus;

cured; felt better after receiving moral

he was normal

became aware that helshe was not only support fiom his family; showed a
the one who had had this kind of

colostomy to hislher fiiends when they

operation

asked; avoided thinlung; kept busy

Note: LA=Logical analysis, PR=Positive reappraisal, SG=Seeking guidance and support, PS=Problem solving, CA=Cognitive avoidance,

AR=Acceptance/Resignation,SR=Seeking alternative rewards, ED=Emotional discharge

One participant produced qualitative data that was quite different from the quantitative
data. The quantitative data indicated that Duan used 'problem solving and seeking
guidance and support' at the time of all three interviews. She added 'emotional discharge'
to those coping strategies at the first interview. Duan mostly used avoidance coping
strategies at the second interview with the exception of 'cognitive avoidance'. At the third
interview, she need more use of 'acceptance/resignation' in her coping strategies.
The qualitative data showed that Duan compared her symptoms at the time with those
before the operation during all three interviews. Duan started chanting Buddhist chants
and made a 'wish' from the time she became ill. After going home, she sometimes cried,
offered food to monks, sought more support from others and performed a Thai dance
whenever there was a ceremony. Finally, she commented that there was no way to stop
thinking about the illness or the colostomy as she realised that she could not do any of the
work she had done before the illness. These data provide details of the ways of coping
Duan used that were significantly different from the types described in the quantitative
data.

In addition, the findings that emerged from the qualitative data raised a pattern of
movement in the ways participants coped with their lives. All the participants tended to
add new coping strategies to the ones that they used in the earlier interviews, and other
kinds of activities, such as offering food to the monks and listening to a monk's sermon.
Doing exercise which appeared more convenient and in keeping with their daily lives,
assumed greater personal significance. For example, Pitt spoke of the way she chanted
Buddhist chants and read many Dharma books at the time of the first interview. At the
second interview, Pitt said she seldom read Dharma books, but offered food to the monks
and 'made wishes' and these activities helped her feel more relaxed by the time of the
second interview. She also used 'Thad Jai' (stop thinlung about the most painhl concerns)
and 'Ploy Wang' (Letting it be) as a way to stop her from thinking, especially when she
became sad. At the third interview, Pitt said that she had to 'Let it be', following what she
learnt fiom Dharma books. She said that she had engaged in more religious activities since
the illness and these helped her to be calm.

6.6 Quality of life (FACT-C)
There are five domains of well-being in the quality of life measure; physical well-being,
social well-being, emotional well-being, functional well-being and additional concerns.

6.6.1 Physical well-being
The quantitative findings surnmarised in Table 6.6 are classified according to the level of
participants' physical health into three levels: high (16-24), medium (7-1 6) and low (0-6).
As seen in Table 6.6, seven participants rated themselves as having the same level of
physical well-being at all three interviews. Six of them described themselves as being in
good physical condition. Two participants thought their physical condition had improved at
the second interview, while another one thought it had improved at the third interview.
The last one thought it had improved at the second interview, but had deteriorated at the
third interview. The quantitative data indicated the level of physical improvement reported
by participants and the qualitative data provided details that enhanced these perspectives
considerably. However, there was a close symmetry between the qualitative and the
quantitative data on this scale for all participants.
The researcher categorised the expression of participants from their answer during the indepth interviews into three categories: high refers to the expression of feeling good and
there is no symptoms of the disease such as fatigue or pain, medium refers to the
participants who answered that they had some symptoms and can manage it, low refers to
the participants who answer that they had a lot of symptoms and spent most of their time in
bed. The comparison of quantitative and qualitative findings on physical well-being in
quality of life is shown in Table 6.6.

Table 6.6
A comparison of the quantitative and qualitative findings on physical well-being in quality

of life
Case

Quantitative findings

Qualitative findings

Similarity

Time1

Time2

Time3

Time1

Time2

Time3

Nuan

H

H

H

H

H

H

J

Pitt

M

M

M

M

M

M

J

Sri

L

H

H

L

H

H

J

Chai

M

H

M

M

H

M

J

Duan

H

H

H

H

H

H

J

Sook

H

H

H

H

H

H

J

Chok

H

H

H

H

H

H

J

Sang

M

H

H

M

H

H

J

NOY

M

M

H

M

M

H

J

Chorb

H

H

H

H

H

H

J

Thun

H

H

H

H

H

H

J

Note: H=A high level of physical well-being, M= A moderate level of physical well-being,

L=A low level of physical well-being
At the second interview, Saeng, for example, rated his physical improvement from a
moderate level to a high level. At the third interview, this had been maintained. In the
qualitative interviews Saeng reported that he had no complications although he mentioned
feeling tired at the first and second interview. He did not mention this again at the final
interview.

6.6.2 Social well-being

Table 6.7 shows a comparison of the quantitative and qualitative findings on participants'
social well-being. The responses of the participants in regard to social well-being in the
FACT-C questionnaire were classified into three different levels: high, medium and low.
High is the classification used when the mean score is between 16 and 24. Medium is used
for a mean score of between 7 and 15. Low is the classification used when the mean score
is between 0 and 6.
Five participants rated their level of social well-being consistently throughout. Of these,
three were at a high level. Three participants experienced a reduction in social well-being

from a high to a moderate level by the time of the third interview. One perceived a higher
level of social well-being at the second interview following by a lower level at the third
interview. One perceived a moderate level of social well-being at the second interview
followed by a higher level at the third interview. One perceived a higher level of social
well-being at the third interview.
The researcher quantified the answers from the in-depth interviews into high, medium and
low levels of social well-being. Responses which indicated that participants felt close to
and accepted by their family and friends fell into the category for a high level of social
well-being. Responses which indicated that participants felt close to their family but had
not had any contact with their fiiends were categorised at the medium level of social wellbeing. A Low-level of social well-being was the category used for responses which
indicated that participants felt that there had been a change in their relationships with
family and fhends. The comparison of quantitative and qualitative findings on social-well
being in quality of life is presented in Table 8.7.
Table 6.7
A comparison of quantitative and qualitativejndings on social-well being in quality of life
Case

Quantitative

Qualitative

Similarity

Time1

Time2

Time3

Timel

Time2

Time3

Nuan

H

H

M

H

H

M

J

Pitt

H

H

H

H

H

H

J

Sri

M

M

M

M

M

M

J

Chai

M

M

H

M

M

H

J

Duan

H

M

H

H

M

H

J

Sook

H

H

M

H

H

M

J

Chok

H

H

H

H

H

H

J

Sang

H

H

M

H

H

M

J

NOY
Chorb

M
M

M
H

M
M

M

M
M

J

M

M
H

J

H

H

H

H

M

M

x

-

Thun

Note: H=A high level of social-well being, M=A moderate level of social-well being,

L=A low level of social-well being

The findings from the qualitative data, in the main, supported the results of the quantitative
data for ten of the eleven participants. For example, the quantitative data showed that
Choke rated himself as having a high level of social well-being at the time of all the
interviews. The qualitative data showed that he received a lot of support when he stayed at
the hospital. After he went home, he continued to work as a health volunteer. Finally, he
still enjoyed seeing his fiiends. However, he had not had sexual relations since he
underwent the operation, and this was a major drawback in his life.

However, the qualitative data in Thon's interviews raised some different viewpoints when
considered against the quantitative profile of a high level of social well-being throughout.

In contrast, the qualitative data from the first and the second interviews suggested that he
received a lot of support, but by the time the third interview was completed, his wife and
his children were providing him with less support. Again the qualitative interviews
provided opportunities for participants to consider their lives more carefully and in a more
leisurely manner with the result that more delicate shades of meaning and experience were
reported.

6.6.3 Emotional well-being

Table 6.8 shows a comparison of the quantitative and qualitative findings on participants'
emotional well-being in the FACT-C questionnaire The level of mean score of items
belonging to emotional well-being are classified as High (15.7-24), Medium (7.4-15.7) and
LOW(0-7.3).
The responses of the participants in regard to emotional well-being could be classified
according to the level of social activity reported by the participants during the in-depth
interviews. The researcher classified the responses into three different levels: high,
medium and low. High means participants did not feel sad and had no concerns. Medium
refers to participants who reported that they sometimes felt sad and worried, but most of
the time they felt fine. Low refers to participants who reported they were worried and had
a lot of concerns. The comparison of the quantitative and qualitative findings on
emotional-well being in quality of life is illustrated in Table 6.8.

Table 6.8
A comparison of the quantitative and qualitativefindings on emotional-well being in
quality of life
Case

Quantitative

Qualitative

Similarity

Time1

Time2

Time3

Time1

Time2

Time3

Nuan

H

H

H

H

H

H

J

Pitt

M

M

M

M

M

M

J

Sri

H

M

M

H

M

M

J

Chai

H

H

H

H

H

H

J

Duan

H

H

H

M

M

L

x

Sook

H

H

H

H

H

H

J

Chok

H

H

H

M

M

M

J

Sang

H

H

H

H

M

M

J

NOY

H

H

H

L

M

M

x

Chorb

H

H

H

H

H

H

J

Thun

H

H

H

H

H

H

J

Note: H=A high level of emotional-well being, M= A moderate level of emotional-well
being, L=A low level of emotional-well being
All participants reported a similar level of emotional well-being across the interviews and
this was found in both the quantitative and the qualitative data. In Sak's case, the
quantitative data suggested high levels of emotional well-being across the time frame,
while the qualitative data indicated that he did not have strong negative feelings about a
colostomy because the doctors told him about it beforehand. At the second interview, he
reported feeling better when his friends appeared to accept the condition and showed no
signs of rejecting him. At the third interview, Sak was not particularly emotional about the
colostomy although he had begun to consider how he would die eventually.
However, two of the participants provided qualitative data which showed some differences from
their quantitative data. One of them was Noy. The quantitative data indicated that Noy had
high levels of emotional well-being, implying a positive disposition, and including a general
acceptance of her condition at all three nterviews. In contrast, the qualitative data showed that
Noy expressed feelings of shock during the first interview when she knew
that she would have to have the colostomy for the rest of her life. She had a lot of concerns

about how to take care of the colostomy, and how she would cope later on with routine
activities. At the second and the third interview, she had hopes that the bowel could be reconnected.

6.6.4 Functional well-being
Table 6.9 shows a comparison of the quantitative and qualitative findings in regard to
participants' functional well-being. The responses of the participants for functional wellbeing in the FACT-C questionnaire were classified into three different levels: High,
Medium and Low. 'High' is used for mean scores between 20 and 28. 'Medium' applies to
mean scores between 9 and 19 and 'low' to mean scores of between 0 and 8.

Participants responded to functional well-being in a variety of ways. Two participants had
increased functional well-being scores at each interview, while another participant
experienced a reduction from a high level to a moderate level of hnctional well-being
between the second and third interviews. Two participants experienced the level of
functional well-being as increasing to a moderate level by the time of the second and third
interviews. Two participants experienced an increased level of functional well-being
(high) at the second interview which then dropped to a moderate level at the third
interview. Two participants reported the same level of functional well-being at all three
interviews. One participant reported that the level of hnctional well-being dropped from
high to moderate at the third interview. One rated a decreased level of functional wellbeing to a low level at the second interview, which rose at the third interview.

The researcher categorised the responses of the participants into three different levels:

High, Medium and Low. High means participants could perform activities, had enjoyment
similar to what they had before and accepted the changes. Medium refers to participants
who could perform limited activities and were in the process of accepting the changes.
Low refers to participants who reported they could not perform activities and could not
accept the changes. The comparison of the quantitative and qualitative findings on
functional well-being in quality of life is presented in Table 6.9.

Table 6.9
A comparison ofthe quantitative and qualitativefindings on functional well-being in
quality of life
Case

Quantitative

Qualitative

Similarity

Time1

Time2

Time3

Time1

Time2

Time3

Nuan

H

H

M

H

H

M

J

Pitt

M

L

M

M

M

L

x

Sri

L

M

H

L

M

H

J

Chai

L

M

M

L

M

M

'.

Duan

L

M

H

L

M

H

J

Sook

L

M

M

L

M

M

J

Chok

H

H

H

H

H

H

J

Sang

M

H

M

M

H

M

J

NOY

H

M

M

H

M

M

J

Chorb

M

M

M

M

M

M

J

Thun

M

H

H

M

H

H

J

Note: H=A high level of functional-well being, M= A moderate level of functional-well
being, L=A low level of functional-well being
There was a noticeable symmetry between the qualitative and quantitative data for ten
participants. For example, Sak was able to function at moderate levels at the second and
the third interviews. The qualitative data showed that at the first interview, Sak could not
help himself very well. At the second and the third interviews, he felt his physical
condition had improved and he could almost do things such as riding a motorcycle and
doing exercise at the level hedid before the illness emerged.
However, for one participant there were clear differences in the qualitative and quantitative
data. Pitt reported that she could perform normal activities at a low level at the second
interview and this increased at the third interview. Her qualitative data on the other hand
emphasised that Pitt believed (at the first interview) that after recovering from the
operation she would not be able to do much. By the time the second interview came
around she found that she could do more then she expected, but this capacity was reduced
at the third interview.

6.6.5 Additional concerns

Table 6.10 shows a comparison of the quantitative and qualitative findings on participants'
additional concerns in the FACT-C questionnaire. The mean scores of the response to the
additional concerns items are classified into high, medium and low. High is used for a
mean score of between 16 and 24. Medium is the label used when the mean score is
between 7 and 15. Low stands for the mean score between 0 and -6. This domain
indicates the level of symptoms which result fi-om colorectal cancer such as muscle cramp
and abdominal pain. Participants indicated four patterns of change on this scale: (1) four
participants had fewer symptoms at the second interview, (2) three participants
experienced fewer symptoms at all three interviews, (3) two participants had more
symptoms at the third interview, while another one had more symptoms at the second
interview and (4) the last participant had fewer symptoms at the third interview.
The responses of the participants from the in-depth interviews were classified into three
different levels: High, Medium and Low. High means participants did not suffer fi-om
complications of the disease, such as diarrhoea and poor appetite. Medium refers to
participants who reported that they sometimes suffered from complication of the disease.
Low refers to participants who reported they often experienced complication of the
disease. A comparison of the quantitative and qualitative findings on additional concerns
in quality of life is shown in Table 6.10.

Table 6.10
A comparison of the quantitative and qualitativefindings on additional concerns in quality
Case

Quantitative

Qualitative

Similarity

Time1

Time2

Time3

Time1

Time2

Time3

Pitt

H

M

M

H

M

M

J

Sri

M

H

H

M

M

H

x

Chai

M

H

H

M

H

H

J

Duan

H

H

H

H

H

H

J

Sook

M

H

H

M

H

H

J

Chok

H

H

H

H

H

H

J

Sang

H

H

H

H

H

H

J

NOY

H

H

M

M

M

M

x

Chorb

M

M

H

M

M

H

J

Thun

H

H

M

H

H

M

J

Note: H=A high level of health condition without complications, M= A moderate level of
health condition with some complications, L=A low level of health condition with many
complications
For example, Sak had some symptoms at the first interview. Those symptoms had
decreased at the second and third interviews. The qualitative data at the first interview
indicated that Sak spoke about the problem with his colostomy and how the nurse came to
release it. At the second interview, he did not report any other complications. At the third
interview, he spoke about the changes he introduced into his diet when he developed
diarrhoea.
However, differences emerged between the two sets of data for two other participants. For
example, Sri's quantitative data showed that she suffered fiom the symptoms of colorectal
cancer and that those symptoms had decreased by the second and the third interviews. The
focus in the quantitative data appeared to show a reduction in the symptoms of the illness
rather than with the colostomy. The qualitative data on the other hand emphasised the fact
that Sri did not have any complications from the colostomy at the beginning of the study.
At the second qualitative interview, she mentioned that she had an abscess at the stoma
site. At the third interview, however, Sri did not mention any further complications
associated with the colostomy.

Summary
The two types of data were used to focus on individuals over time. They provided
complementary perspectives on the lives of participants and the ways of coping they
employed. While the quantitative data provided a more structured account of their
perceptions across time, which were in the main supported by the qualitative data, the
qualitative data evoked more sensitive and subtle descriptions of the individuals' accounts.
These were, in parts, somewhat different from the quantitative data. The next chapter will
discuss the findings from both the quantitative and the qualitative analysis as well as the
synthesis of the combined quantitative and qualitative findings. It also going to suggest
improvements in nursing field.

CHAPTER 7
Discussion and conclusion
Introduction
This chapter discusses the most significant findings presented in the previous three
chapters of the thesis with respect to the primary goals of the study. In particular, it
considers the specific facets of coping which participants used during the six month period
after the colostomy and notes how some of these facets remained quite stable while others
changed. The relationship between coping and quality of life is also discussed. In
addition, the chapter gives some consideration to the methodological aspects of the study.
Finally, the primary implications of the study not only highlight improvements for
enhancing patient care and nursing practice, but also suggest developments for nursing
education and directions for further research in the field.

7.1 Coping subtypes and strategies
Five key findings could be identified from the complementary findings from the
quantitative and qualitative data on coping. Firstly, participants used a variety of coping
strategies in both approach and avoidance focuses, by both cognitive and behavioural
methods over time. Secondly, they used more approach coping than avoidance coping.
Thirdly, the levels of the coping subtypes changed as time passed. Fourthly, 'problem
solving' and seeking guidance and support' were the most used coping subtypes, while
'emotional discharge' was the least used over the period of the study. Finally, the
influence of the Thai cultural context, including various religious practices and beliefs
applied to most participants, even though some participants had not previously been
adherents of such practices and beliefs.

7.1.1 The use of a range of coping subtypes over time
The first finding of this study shows that participants used a mixture of coping strategies in
both approach and avoidance coping and both cognitive and behavioural coping. Crisis
theory, which suggests that people try to deal with stressful situations with all their
physical and mental strength, offers an explanation for this. Psychologists suggest that the

use of a variety of coping strategies normally emerges when people encounter stresshl
events or crises and this helps people to maintain their psychological balance (Follunan,
Lazarus, Dunkel-Schetter, DeLongis & Gruen,1986; Moos & Schaefer, 1987).
Two important points from the finding should therefore be highlighted. Firstly,
participants were in a state of crisis once they had been informed of the diagnosis of
'cancer'. Cancer is seen as a disease which offers no hope, a disease which brings with it
many changes. ,Participants believed that the colostomy might cause difficulties; that they
might be ignored by other people, including partners, families and friends. During the indepth interview process, participants clearly expressed negative feelings and reported what
they had done to solve problems, physically and mentally. Secondly, the different coping
subtypes, both approach and avoidance coping supplement each other. This conclusion is
drawn from the quantitative analysis, particularly the multidimensional scaling picture and
the qualitative analysis. Participants who used 'seeking social support' tended to use
'problem solving'. This conclusion is supported by the work of Carver, Scheier &
Weintraub (1989), which pointed out that seeking of social support normally comes with
either approach or avoidance coping subtypes.
This finding is similar to the findings of previous studies which involved life threatening
diseases. For example, one study reported the use of a similar mixture of approach and
avoidance coping among head and neck cancer patients (Sherman et al., 2003) and Thai
breast cancer patients (Wonghongkul, Moore, Musil, Schneider & Deimling, 2001). The
mixture of coping that participants used over time, suggests that it is necessary for nurses
to provide various facilities for patients who come to the hospital. For example, leaflets
which contain information about colorectal cancer and the creation of a colostomy, could
be provided for patients who 'seek guidance and support'. For patients who use 'problem
solving', on the other hand, demonstrations of exercise regimes for the postoperative
period could be organised. These sorts of services could also apply to patients with other
kinds of life-threatening diseases such as AIDS or heart failure.

7.1.2 The use of approach coping subtypes in comparison with avoidance coping
subtypes

The second pattern of coping in this group of participants is the profile of coping over
time, which revealed a clear pattern of using a higher level of approach coping than
voidance coping. There are three reasons for this. Firstly, most participants had been
informed by the specialists, that the prognosis of the disease as well as their physical
condition would improve after undergoing the operation. It is possible that this
information encouraged the participants to take control of their situation. In other words,
they used approach coping when they thought they could control the situation (Moos&
Schaefer 1993). Secondly, defecation through a stoma was a new experience for them.
Most patients expressed awareness of the importance of taking good care of a colostomy to
prevent any embarrassment from bad odour. Finally, most of the participants were
Buddhists, and it is also possible that the preference for approach coping can be attributed,
at least in part, to the influence of Buddhist teachings which encourage people to accept
their condition, find the cause of a particular situation, and try to resolve the problems and
difficulties that emerge in life.
This finding of the use of more approach coping than avoidance coping confirms the
findings of previous studies set in other cultural settings, for example Carver et al. (1993)
and Sherman et al. (2000). The participants in those studies and in the current study
preferred to face the problem and deal with it, a pattern of response similar to those
observed elsewhere. These studies confirm Lazarus and Lazarus's (1994) contention that
'problem focused' coping is the means adopted to deal with the relationship between
person and environment, and results in a reduction in the level of stress. In the current
study, participants tried to reduce stress by dealing with the effects of distress on them
during the period between the diagnosis of colorectal cancer until sixth months after they
had had the colostomy operation.
Sanaha (1999) used the Ways of Coping checklist to measure coping strategies in Thai
women who were diagnosed with breast cancer and concluded that 'problem focused
coping strategies' were preferred over 'emotional focused coping strategies'. Moreover,
the study by Nuybandan (1 997) confirmed a preference on the part of patients with
oesophageal cancers to employ higher levels of 'problem focused' strategies than 'emotion

focused'. An interesting finding of the study of Nuybandan (1997) is that participants
preferred approach coping. However, the participants in Nuybandan's study were
oesophageal cancer patients who had a tracheostomy, an opening in the oesophagus, and
the oesophagus is clearly not a taboo area. For the participants in the current study who
had a colostomy, however, the part of the body affected by the disease and the consequent
colostomy are clearly regarded as taboo by Thai patients. Nevertheless, both groups of
patients mainly employed problem- focused coping. This can be attributed to the fact that
patients who have experienced chronic illness, which involves some change to part of the
body, will try to learn to take care of it and to live with it, regardless of the part of the body
that is affected.
However, the finding that these participants preferred approach coping differs from the
findings reported in the study of Zabalegui (1999) which was set in the USA. There are
two possible explanations for the difference between the findings of this study and
Zabalegui's. Firstly, Zabalegui (1999) completed studies on people with advanced cancer
who had little likelihood of recovery including breast, ovary, lung and colorectal cancer
patients in the USA, whereas the participants in the current study were restricted to patients
who suffered only from colorectal cancer and had a colostomy. Different cancers may
cause different difficulties for patients, thus affecting the coping strategies used.
Secondly, the average time since diagnosis of the patients in the study of Zabalegui was 13
months, whereas the period of time covered in this study was from immediately after the
operation until six months later. Different time frames normally affect patients'
perceptions about the disease and their physical condition. The results of the two studies,
therefore, are different.
The different findings which revealed the use of more approach coping by participants in
this study than in the study of Zabalegui (1999) can possibly be attributed to the difference
in the diseases and their treatment as well as to the different onsets of disease. These
differences may well influence how patients cope.
Although the mean score for general approach coping and general avoidance coping
decreased at the second interview and increased at the third interview, no statistically
significant differences between these domains emerged over time. This finding confirms

the results of some previous studies. Sandgren, Mcaul, King, O'Donnell and Foreman
(2000), for example, tested the value of telephone administered cognitivebehavioural therapy with patients with breast cancer and reported there was no significant
decrease in avoidance coping four months and ten months after receiving the therapy.
Both this result and the findings in the present study suggest that these general ways of
coping remain stable over time. These findings can be explained by the Conceptual Model
of the Stress and Coping Process (Moos & Schaefer, 1993), the recent work by Moos and
Holahan (2003) and Lazarus (1 993), all of which mentioned that some coping strategies
are used over time. Moos and Schaefer (1993) and Moos and Holahan (2003) explained
that these stable coping strategies are affected by the 'personal system', for example,
defensive styles and coping styles, which are normally stable.
Awareness of the coping focus including 'approach coping' or 'avoidance coping' may be
useful for health care providers when completing clinical assessments of particular
patients. Such awareness could also be valuable in the development of specific helping
interventions for specific patients who may have individual preferences for different types
of coping. A care plan that includes an assessment of a patient's preferred (and stable)
coping style can be more effectively enhanced and shared across the health care team, than
a care plan which pays scant attention to the patient's coping style. This can also lead to
higher quality care and a speedier recovery.

7.1.3 The most used coping and the least used coping focus and method

The third important point indicates the preferred coping focus and coping method. This
conclusion is drawn from the ranking of mean scores and the picture produced by
multidimensional scaling. It is noted that during the period of the study these participants
demonstrated a high level of use of behavioural approach coping to deal with their
situations, and a medium level of use of cognitive approach and avoidance coping. They
also used one behavioural avoidance coping strategy at a medium level and another at a
low level. These representations provide sound support for the use of the conceptual
framework with this patient group in future studies and as a basis for assessing patient
needs and level of coping in practice settings. This finding has not been elucidated in the
literature in coping studies conducted on patients with a colostomy.
The distinction between approach coping versus avoidance coping and the focus on

cognitive versus behavioural coping that emerged on the MDS plots, is similar to the
findings of several previous studies (Livneh, Livneh, Maron & Kaplan, 1996;
Livneh, Antonak & Gerhardt, 2000; Magley, 2002). Although the participants and
the questionnaire used in the Livneh, Livneh, Maron and Kaplan (1996), Livneh, Antonak
and Gerhardt (2000) and Magley (2002) studies are different, the categories of coping are
very similar. This similarity supports the study of Clutton and colleagues (1999) who
found that the'plot of coping strategies was related to coping method ('behavioural coping'
or 'cognitive coping') and coping focus ('approach coping' or ' avoidance coping')
developed by Billing and Moos (1 981) and widely accepted by many researchers

7.1.4. The most used coping subtypes and the least used coping subtypes
The fourth finding presents the most frequently used coping subtypes. The most used
coping subtypes were 'problem solving' and 'seeking guidance and support'. On the other
hand, 'emotional discharge' was the coping subtype least used at all interviews. This
finding reinforces the preference for using more approach coping than avoidance coping.
The use of 'problem solving' and 'seeking guidance and support', both of which are
behavioural approach coping subtypes, is possibly supported by three factors indicated by
Meas, Leventhal and de Ridder (1996). First, patients with a chronic disease will use
approach coping in the initial phase while they are adjusting to the stressors and other
problems that need to be resolved. Second, patients with a chronic disease will put in
considerable efforts to reach goals or expectations that were interrupted by the disease.
Third, patients with a chronic disease who receive a high level of social support will use
more problem-focused coping.
The frequent use of 'problem solving' and 'seeking guidance and support' in the current
study goes hand in hand with the findings from the qualitative data analysis. The
qualitative data analysis showed that participants were deeply concerned about the changes
in their bodies since they knew they had to have a colostomy. Moreover, participants
suffered complications after having a colostomy. These concerns about the change in body
image, together with the complications of a colostomy and the disease, led them to use a
high level of behavioural approach coping. This explanation is supported by the study of
Sahir et al. (2001) who reported that 36 per cent of patients with ileostomies,

colostomies and jejunostomies experienced skin irritation, 25 per cent had leakages and 17
per cent had separation of the colostomy bag. In addition, Wasteson, Nordin, Hoffman,
Glimelius and Sjoden (2002) concluded that gastrointestinal cancer patients were often
bothered by the physical aspects of the disease and their treatment and they used 'direct
action' to deal with their somatic aspects. They used 'seeking support' to deal with
everyday concerns.
In the current study, patients faced many changes and difficulties, which resulted from the
disease and its treatment such as leakage from the bag or diarrhoea. The participants
thought they would be able to control these problems and maintain a normal life.
Moreover, they received a relatively high level of social support over the period of the
study. The combination of these three factors encouraged this group of participants to use
a high level of behavioural approach coping. It is notable that 'seeking guidance and
support' can encourage the successfbl use of 'problem solving', especially when the
persons involved need information or encouragement fkom others.
The least used type of coping demonstrated by this group of participants was 'emotional
discharge'. 'Emotional discharge' can reduce tension in the short term. This coping
subtype includes expressing anger, crying or screaming, but there is a need to be aware that
it will not always comply with social norms (Moos, 1934). This knowledge about the
expression of feelings is also applied to explain the finding about the least used coping
subtype. Emotional outbursts are not normally regarded as acceptable behaviour in a Thai
cultural environment and therefore rarely occur.
The finding of the most frequent coping subtypes used is supported by several previous
studies (Halstead & Fernsler, 1994; Reynaud & Meeker, 2002; Sherman et al, 2000;
Wonghongkul, Moore, Musil, Schneider & Deimling, 1999). Although different coping
questionnaires may have been employed using different categorisations for the coping
scales, for example, 'confrontive' or 'active coping' or 'self reliance', the definitions in
these studies refer to the behavioural effort which deals directly with the cause of the
problem. This is similar to the definition of 'problem solving' in this current study.
Reynaud and Meeker noted that the coping strategies commonly used by patients who had
a colostomy or an ostomy were 'optimistic' and 'self reliant' strategies.

On the other hand, the profile of coping subtypes used by participants in the current finding
differs from the results reported by Pieper, Mikols and Grant (1996), and Zabalegui (1999).
Pieper, Mikols and Grant (1996), for example, found that patients with an ostomy from
colorectal cancer used 'low levels of accepting responsibility', 'low levels of planful
problem solving'and 'low levels of confrontive coping'. On the other hand, the study of
Zabalegui (1999) concluded that people with advanced cancer who had little likelihood of
recovery did not use coping strategies to deal directly with the problem. Instead,
participants in Zabalegui's study most frequently resorted to 'denial', 'distancing', and
'cognitive avoidance'.

7.1.5 Changes in specific coping strategies used as time passes

The fifth important finding is the change in the most frequently used coping subtype as
well as the least used coping subtype, by the time of the third interview. That is 'positive
reappraisal' became one of the least used coping strategies, while 'acceptance/resignation'
became one of the most used coping subtypes. This result indicates that participants came
to the point at which they no longer felt they had any control over either the disease or the
colostomy. This conclusion is supported by the work of Moos (1993) who pointed out that
patients who suffer from physical illness normally use active-behavioural coping.
However, patients use more avoidance coping when they have to deal with several
negative events at the same time or when they face prolonged stressors.
This finding adds to the knowledge that participants were at risk of becoming depressed.
Some studies have concluded that people who rely on 'positive reappraisal' and 'problem
solving' normally report more self-confidence and less depression (Moos, 1993).
However, 'acceptance' means two things. 'Acceptance' is sometimes a good coping
subtype, particularly when used in combination with an understanding of the reality that
nothing can be changed (Lazarus & Folkman, 1984; Moos & Schaefer, 1993). On the
other hand, acceptance is not a good coping subtype when used in conjunction with
feelings of hopelessness and helplessness (Hack & Degner, 2004). Finally, Hack
and Degner (2004) concluded that 'acceptance' in the CRI which refers to sense of loss
hope. This result implies that this group of participants not only became less self-confident
but they also began to suffer from depression.

This finding suggests the need for improvements in nursing care, particularly in terms of
moral support and information support at the pre-operation stage and in long term care
after the colostomy operation.
It is also important for nurses to foster hope in cancer patients so that they will have the
will power to deal with the difficulties arising from the disease and the treatment (Herth,
1990). Nurses have to prepare information for colorectal cancer patients who have a
colostomy, for example, information about the importance of a colostomy and its function,
information about possible complications after having a colostomy and instructions on how
to take care of a colostomy. Nurses should also discuss patients' feelings with their
families and fnends and inform them about the importance of moral support and the ways
in which they can contribute to a patient's recovery. In addition, nurses have to build good
relationships with patients and encourage them to express their feelings.

7.1.6 The development of new coping strategies

The sixth key finding indicates that participants developed new coping skills in taking care
of their colostomies as time passed. The result from the qualitative analysis shows that
participants changed their life styles to control defecation. For example, they started to eat
only light breakfasts before they began to engage in society. Moreover, some participants
developed their own ways of cleaning the stoma, such as, using dishwashing liquid instead
of soap.
The development of new coping skills is supported by crisis theory (Moos & Schaefer,
1984), which indicates that people will feel confident and develop new coping skills if they
are successful in the coping process.

7.1.7 The use of Buddhist beliefs and practices
Findings from the qualitative analysis showed that participants used a variety of coping
strategies which derived fi-om their religious practices, particularly Buddhist practices. For
example, they used chanting Buddhist chants, making merit, and Buddha's teaching. They
told the researcher that they felt calm after they carried out these religious practices. This

finding is supported by the work of Chinnawong (1997) who conducted a
phenomenological study and concluded that lung cancer patients expressed the need to
make merit while they were receiving radiotherapy.
It is interesting to find that participants in this study began to use more religious practices,
such as, making merit and listening to the monk's sermon, when they returned home. This
may because there were some limitations on carrying out religious activities in a hospital.
Moreover, the reasons for performing religious activities changed depending on the stage
of recovery and the participants' concerns at the time. For example, at the first interview,
participants in the current study used a high level of religious resources (Dharma books) to
help them to use cognitive approach coping with the intention of dealing with their
negative emotions. Later, they performed other religious activities to deal with the fear of
death.
The finding about the use of Buddhist beliefs and practices suggests that nurses should
assess the spiritual and religious needs of patients and make appropriate resources
available in the health setting. Such resources might include Dhanna books and a statue of
Lord Buddha. Nurses should spend time evaluating the individual needs of patients and
help them to fulfil them.

7.2 Factors influencing coping strategies
This section discusses the relationship between the level for the quality of life domains and
the level of coping subtypes as well as changes in the mean scores for factors which
influence coping, namely social support, optimism, ostomy adjustment and quality of life.

7.2.1The relationships between quality of life domains and coping subtypes
The results of multidimensional scaling showed the relationships between quality of life
domains and coping subtypes. These relationships varied at each interview. Firstly, it was
found that the level of 'positive reappraisal' used had a positive influence on the level of
physical well-being of participants at the first interview. At the second interview, the level
of 'problem solving' used had a positive influence on the level of functional well-being,
while the level of 'positive reappraisal' changed to have a negative influence on physical

well-being. In addition, the level of 'acceptance/resignation' used had a negative influence
on the three domains of quality of life including 'emotional well-being', 'functional wellbeing' and 'additional concerns'. At the third interview, 'logical analysis' had a positive
influence on sociaYfamily well-being.
This suggests that the more participants use 'positive reappraisal' within a month after the
operation, the better their physical health. The improvement in their physical condition in
turn encourages them to think about their condition and the operation in a more positive
light. The qualitative analyses showed that most participants found that their physical
condition had improved, so they thought their decision to undergo the operation had been a
good one and the colostomy had helped them to survive. One possible explanation for this
is that environmental factors and the physical condition of patients affect the use of coping
(Moos & Schaefer, 1993). These two factors might encourage those patients who were in
the hospital as post-operation patients and therefore unable to take part in many activities
to spend time on cognitive coping. 'Positive reappraisal' which is one of the cognitive
approach coping subtypes is sometimes appropriate when there is a limitation on
behavioural approach coping (Moos & Holahan, 2003). One positive outcome after using
appropriate coping strategies is enhanced health and well-being. Patients who used a high
level of 'positive reappraisal' during the first stage of this study, therefore, had a high level
of physical health. On the other hand, patients might feel better when they believe that a
colostomy is the right way to solve their problem.
The finding of a positive relationship between 'positive reappraisal' and physical health
adds knowledge to the field of coping in colorectal cancer patients who have a colostomy.
It also provides more details than previous studies in coping research about the specific
approach coping subtype which influences physical well being in coping research
presenting fiom previous research. Rose and Clark-Alexander (1996) concluded, in a
study of the physical condition of a group of HIV-positive mothers, that there were strong
significant relationships between confrontive coping and passive coping.
This finding also supports the bi-directional actions between factors in the Conceptual
Model of the Stress and Coping process (Moos & Schaefer, 1993). Moos and Schaefer
(1993) emphasised that health and well-being are not only the outcome of the coping

process, but also have an effect on cognitive appraisal and coping responses as well as on
other influencing factors.
By the second interview, a negative correlation between 'positive reappraisal' and physical
well-being was observed. Moreover, there were negative relationships between
'acceptance/resignation' and the three domains of quality of life; emotional well-being,
functional well-being, and low level of additional concerns. The only positive relationship
was between 'problem solving' and functional well-being.
This implies that participants who had a high level of physical well-being tended to use
less positive thinking. A possible explanation for the negative relationship between
'positive reappraisal' and physical well-being is the combination of environmental factors
and physical conditions which influence the coping selection. This explains why, at the
time the second interview took place at three months after the operation when the
participants had already returned home, most participants were in good physical health. At
home, they were able to take part in more activities and therefore had less time to spend on
thinking. In contrast, participants whose physical condition was not good, might think
positive thoughts to encourage themselves. In addition, participants who used a high level
of 'problem solving' to deal with the problems in daily life caused by a colostomy
recorded a high level of performing activities. Patients who could perform more
activities, in turn, did a lot of problem solving.
The finding about the change in the relationship between 'positive reappraisal' and
physical well-being after the passage of time is relatively new because most studies were
not designed to collect data over a long period. The finding about the positive relationship
between 'problem solving' and functional well-being partly supports a study of the effect
of exercise on the mood and quality of life of breast cancer patients (Pinto, Truzo, Reisss &
Shiu, 2002) and the relationship between physical exercise and quality of life in colorectal
patients after the operation in another study (Courneya, Friedenreich, Arthur & Bobick,
1999), which indicated the positive effect of exercise on cancer patients' fbnctional wellbeing.

It is interesting to find that patients who used a high level of 'acceptance and resignation'
had low levels of emotional well-being, functional well-being and additional concerns.
This means participants who used 'acceptancelresignation' at a low level had high levels of
emotional well-being' and 'functional well-being' as well as had fewer complications.
Participants who had low levels of emotional well-being' and 'functional well-being' and
had many complications used a high level of 'acceptance and resignation'. They
frequently told themselves they could not do anything about their condition. These
findings support the findings of Waterson, Nordin, Hoffman, Glimelius and SjodCn (2002)
who found that gastrointestinal cancer patients, including colorectal cancer patients used
'acceptanceldirect action' as coping strategies to deal with their somatic aspects, which
included pain and fatigue. This also partially supports the study of Nordin and Glimelius
(1 998) who conducted a one- year project to indicate the relationship between mental
adjustment which referred to coping strategies, and emotional well-being. They found that
the use of the 'fighting spirit' by newly diagnosed gastrointestinal cancer patients,
including colorectal cancer patients was associated with better emotional well-being. In
addition, Croyle et al. (2003) concluded that the use of behavioural approach coping migbt
be associated with lower levels of depression and better quality of life, especially when
there was a low level of cognitive coping.
By the time of the third interview, the statistical analysis revealed a negative correlation
between 'acceptance/resignation' and additional concerns, as it did in the second interview.
This means participants who suffered from complications told themselves that they could
not do anything about it. Patients who had few complications thought that they could
control those complications. However, there was a positive relationship between 'logical
analysis' and social well-being. This means participants who had a high level of emotional
support also used a high level of 'logical analysis'. The explanation for this appears to be
that the closer the participants were to their families and friends, the more they were
encouraged to use logical analysis. Studies show that a high level of social support
encourages the use of cognitive approach coping subtypes (Moos & Holahan, 2003). One
form of logical analysis derives from the religious teaching (Moos & Schaefer, 1986). The
findings from the in-depth interview demonstrated that most participants were
encouraged to read Dharma books and used Lord Buddha's teaching to calm their minds.
This may also explain why participants who used a high level of 'logical analysis' also had
a high level of emotional well-being. This can possibly be attributed to the fact that they

spent time thinking about the situation, particularly the meaning of the situation to them
personally. It could also be that they felt they had received a lot of support and
understanding from their family and friends during the period of their sickness.
These findings are useful for health care providers in the design of plans to help patients
during both the pre-discharge and the post-discharge period. For example, nurses need to
assess the influencing factors of coping, particularly quality of life, when they evaluate
coping strategies, and use these data when they make plans for the nursing care of this
group of patients including plans for discharge.
It is notable that the MDS plots across all three interview sessions consistently revealed
that two behavioural approach coping subtypes were located near the quality of life area.
This finding is supported by the study of Croyle et al. (2003) who studied the relationship
among coping, depression and quality of life in Parkinson patients in the pre-surgical
period. Using the CRT to collect the data on respondents' coping, Croyle et al. (2003)
concluded that the use of behavioural approach coping might be associated with lower
level of depression and better quality of life, especially when there was a low level of
cognitive coping.
The findings about the relationship between the selection of coping subtypes and the
domains in quality of life are relatively new knowledge. Only a few studies support these
findings, for example, the study of Nordin and Glimelius (1998) who concluded that
gastrointestinal cancer patients who had a high level of emotional well-being experienced

'hopelessness/helplessness' and 'anxious preoccupation'. This finding is similar to that of
the current study, which reported that the higher the level of emotional well-being
participants had, the lower the level of acceptance/ resignation they used, by the time of the
second interview.

7.2.2 Significant changes in the level of quality of life over time

A simple 'eyeball' comparison of the levels of physical and functional well-being
suggested that these two domains increased over time. Social well-being however
decreased over time, whereas emotional well-being remained the same. Physical and
functional well-being changed in a statistically significant way with the changes being in a

positive direction. This result supports the finding of Ramsey et a1 (2000) and
Nordin and Glimelius (1998). Ramsey et a1 (2000) used data on the quality of life of
colorectal cancer patients using FACT-C at four different points after
diagnosis. The Ramsey study concluded that participants' perceptions of the quality of
their lives increased significantly in terms of both physical and emotional well-being with
the level of improvement being @=0.05). However, the Ramsey study also found that the
functional well-being also approached statistically significant difference (p=0.06). Nordin
and Glimelius (1998) observed significant changes in the total quality of life score in
patients suffering from gastrointestinal cancer (including colorectal cancer) over time
based on data collected at six months and one year after the operation.
Significant positive changes were found in this study in regard to five specific items: they
did not think that their physical condition stopped them doing things for their families; they
did not have pain; they were not bothered by the adverse effects from treatment; they did
not spend most of their time in bed; and they were able to enjoy their lives. There was,
however, a reduction in respect of 'I get emotional support from my family'. These
findings indicate that although participants experienced improvements in their physical
condition, they felt less emotional support from their families.
The finding of the reduction in social support after the passage of time is similar to the
study of Kasemkijwatana, Numpetch, Sriyuktasupom and Prasungsit (1996) who reported
the level of social support using the previous version of PRQ. The Kasemkijwatana study
concluded that social support often declined when patients went to the hospital many
times.

7.2.3 Level of social support received over time

Statistical analysis revealed constraints in the level of social support between interviews.
This finding confirms that of Irving et a1 (1997). In the Irving study, data was
collected from male veterans of the Vietnam War who were selected to participate in a
larger treatment at the National Centre for Post-traumatic Stress Disorders-Clinical
Laboratory and Education Division between January and November of 1992. Irving,
Telfer and Blake (1997) measured the level of social support of the participants
during both the pre-treatment and post-treatment period. The similarity in the findings in

relation to social support in this study and that of Irving, Telfer and Blake (1997) can be
attributed to the fact that both groups of participants perceived that they received similar
levels of support from family, friends and health care providers. This knowledge
suggests that nurses need to discuss with patients' families and fnends ways of providing
support to patients, for example, by paying attention to patients' needs and feelings and
providing moral support. Nurses also have to provide information and support to patients'
families, relatives and friends by, for example, the use of a telephone help-line.
The answers from the in-depth interview showed that participants in the current study felt
they received a high level of social support fi-om family and relatives from the time of the
diagnosis of colorectal cancer, whereas friends paid visits to them after they returned
home.
Participants mentioned a range of support, including moral support, information support,
and financial support from many sources, their family, relatives, friends, health care
providers, monks and their religious beliefs. They regarded either their mother, or their
spouse or one of their children as their key supporter.
Some positive changes in regard to two specific items were notable: 'I belong to a group in
which I feel important' and 'I know that others appreciate me as a person'. These findings
suggest that participants felt other people accepted them aRer they returned to their local
community and social network, in spite of the fact that they had a colostomy.
The level of social support perceived by the participants in this study appears higher than
that reported by Kasemkijwatana, Numpetch, Sriyuktasuporn and Prasungsit (1996), but
lower than that of Piazza et al. (1991). Kasemkijwatana, Numpetch, Sriyuktasuporn and
Prasungsit (l996), examined the causal relationships amongst symptom distress, social
support, self-esteem and powerlessness in 101 adults with gastrointestinal cancer who were
treated at Siriraj Hospital and Chulalongkorn Hospital, Thailand. They found the mean
scores of social support in their samples were at moderate levels. Piazza et a1 (1991)
studied patients with spinal cord injuries and Joachim (2002) patients with
inflammatory bowel disease. Both studies found that the levels of social support of their
participants were high. This finding also is similar to that of Chan et al.'s study (2001) on

women with gynaecological cancer in Hong Kong. The Chan study found that patients
with gynaecological cancer thought that their family members provided the most important
support for them and that they received support from both family and friends, as well as
colleagues, health professionals and their religious and spiritual beliefs.
By the end of the study, it was interesting to find that several participants mentioned that
their family provided less support, while participants thought they would feel cheerful if
they had received it. This may because their family members thought participants could
help themselves very effectively and therefore needed less support, particularly since
family members were busy working. Significant positive changes were found in this
study in regard to five specific items: they did not think that their physical condition
interrupted them carrying out some activities for their families; they did not have pain; they
were not bothered by the adverse effects from treatment; they did not spend most of their
time in bed; and they were able to enjoy their lives. There was, however, a reduction in
respect of 'I get emotional support fiom my family'. These findings indicate that although
participants experienced improvements in their physical condition, they felt less support
fiom their families.
The finding of the reduction in social support after the passage of time is similar to the
findings from the study of Kasemkijwatana, Numpetch, Sriyuktasuporn and Prasungsit

(1 996) who reported the level of social support based on the previous version of PRQ. The
Kasemkijwatana study concluded that social support often declined when patients went to
the hospital many times.
The lack of significant change in social support and the feeling that participants were

accepted both by their family and by society constitute useful information for health care
providers at the planning stage when plans might be considered to increase the level of
social support and encourage adaptive coping strategies. Such strategies might include
discussing the situation with families and fnends, and providing the families and h e n d s
with the support indicated above. The findings represent important data that may also be
of value in reassuring new patients who are in the process of making the decision to
undergo a colostomy operation, for example by providing them real stories of patients who
have been successful in coping with a colostomy and building a self-help group to provide
opportunities to share their stories and problems with other patients who have a colostomy.

The finding about the needs of social support adds new knowledge to the field which can
be applied for the use of health care providers in assessing patients' sources of support and
in providing consultations for patients' families, relatives and friends when they want to
know what support is essential for this group of patients.

7.2.4 Level of optimism over time
The level of optimism in this study is lower than the level found by both King, Rowe,
Kimble and Zenvic (1998), and Saneha (1999). However, the mean scores for optimism in
this study had increased by the time of the second interview. Nevertheless, statistical
analysis revealed that the level of optimism remained reasonably constant throughout the
study.
This constant level of optimism confirms findings reported by other researchers. King and
colleagues (1998) for example, conducted research at four different points of time on
women who were undergoing coronary surgery, and Saneha (1999), surveyed optimism
levels in women with breast cancer. Both studies found that there was no significant
change in the levels of optimism at different points in time. This consistency in optimism
levels supports the concept of optimism as dispositional (King, Rowe, Kimble & Zenvic,
1998). Another explanation for the similarity in the findings of this study, the King, Rowe,
Kimble and Zerwic's study and the Saneha study could be that the data were all collected
at a similar stage.
The answer from the in-depth interviews show that half the participants started to make a
wishes that the supernatural would save them at different points of time. The
improvements in their physical well-being raised hope for them. It is interesting to find
that nearly all participants started to think about death and dying at the end of the study.
For health care providers, awareness of this consistent level of optimism is important.
Such knowledge may alert health care providers to the possibility that the level of
optimism in their patients may be relatively low and encourage health care providers to
pursue methods which might improve optimism levels in their patients. Optimism is a

factor that encourages recovery. It can be assessed routinely by using a psychological tool,
such as LOT-R or questioning patients about their attitude towards their hture.

7.2.5 Level of adjustment to a colostomy over time
The mean scores for the ostomy adjustment scale overall increased between the first
interview and the third interview. Nevertheless, only one of the specific items on the scale
revealed a statistically significant change in a positive direction. This item refers to the
level of depression experienced: 'I can get depressed when I realise that I will have this
ostomy for the rest of my life'. As patients become accustomed to the ostomy and learn to
manage it within their lives, they probably feel less depressed. This too could be used to
help health practitioners intervene to achieve effective quality of care for patients by
assessing the level of ostomy adjustment as baseline data before planning the provision of
health education or counselling for patients during the period of preparation for the
colostomy operation. A simple scale to assess this could be employed by practitioners.
The level of ostomy adjustment in this study is higher when compared with that of
Piwonka and Merino (1999). Piwonka and Merino used the ostomy adjustment scale to
collect data from patients who underwent colostomy surgery in Chile. Of course, aspects
of culture and health beliefs might play a role in these differences, for example, Thais
normally escape their real negative feelings and express the feelings in a more positive
way.
Another tool, the Psychological Adjustment to lllness Scale (PAIS) has been used in
several studies (Pieper, Mikols & Grant, 1996; Bekkers, Van Knippenberg, Van Dulmen,
Van den Borne & Van Berge Henegouwen, 1997). This includes eight subscales: health
care orientation; vocational environment; domestic environment; sexual relationship;
extended family relationships; social environment and psychological distress.
Pieper, Mikols and Grant (1996) compared the adjustment to an ostomy among patients
who had permanent ostomies as a result of disease, temporary ostomies as a result of
disease and temporary ostomies resulting from trauma. Pieper and colleagues' study
concluded that patients with permanent ostomies had a high level of adjustment because
they perceived a high level of support from health care providers. This may be because the

participants in the study of Pieper, Mikols and Grant (1996) could adjust to their work
afterwards, had a good relationship with family members, participated in social activities
and did not experience any psychological distress. In the current study, the tool that was
used did not indicate details about the levels of each type of social support, but it can be
assumed from items on the Ostomy adjustment Scale that the level of feelings of
participants about the colostomy was high. This suggests that participants had good
relationships with their families and friends, in spite of the colostomy. They also accepted
that a colostomy was important for their health and long term survival.
The relationships between the social support, the personal characteristics and the
adjustment to life stressors are strong. Therefore, the assessment of these data from
patients constitutes important information on which to base strategies to encourage patients
to accept their new body image. Bekkers, van Knippenberg, van Dulmen, van den Borne
and van Berge Henegouwen (1997) compared the psychosocial adjustment of stoma
patients, including patients with a colostomy, and concluded that the patients experienced
the same level of psychosocial problems until four years after surgery. Moreover, patients
who had poor adjustment scores at four months after surgery were at a higher risk of death.
However, most participants in this study showed relatively high levels of adjustment to
ostomy.
Moreover, participants in the current study responded that they felt shock and horror when
they first saw their colostomies, and most felt a colostomy was a great inconvenience in
their lives. Gradually, they learnt to accept the colostomy and were able to look after it by
themselves. The change in attitude from a sense of shock when they first saw their
colostomies to a gradual acceptance is well supported by other studies. Prasungsit (2002)
collected data from patients who had a colostomy, specifically from rectal cancer patients
who had received treatment at four hospitals in Bangkok, Thailand. She concluded that
there was a positive significant difference in feelings about physical appearance between
the first and the sixth day after the operation, and between the sixth day and the second
week after the operation. Moreover, Sompoo (1997) pointed out that women who had a
colostomy thought that they had to accept the change in their body image and that they
needed three to four months to become more accustomed to it. This process of
acceptance can be attributed to the psychological pain from loss of sphincter control as

suggested by the work of Kelly and Henry (1993). Kelly and Henry indicated that patients
with a stoma felt they loss of sphincter control resulting in dependency and this loss was
linked with incontinence dependency, the lack of sphincter control which they had
experienced during childhood.
Most participants felt that their normal lives changed significantly. Aspects of normal life
which changed include toilet habits, food habits, style of clothing and preparations for
travel or engagement with society, by the time of the third interview, only a few
participants continued to raise these changes.
The subtheme of the changes in the participants' lives in the present study supports the
study of Nugent et a1 (1999), who studied stoma patients and found that a majority
of patients experienced some change in lifestyle across a number of key areas in their lives
including changes in their travel, sports and leisure. As a result they reduced the amount of
time they devoted to spending with friends. Camilleri-Brennan and Steele (1998) reviewed
54 papers published on aspects of quality of life and concluded that patients with

a colostomy experienced a multitude of problems including changes in physical
appearance, depression and sexual problems.
Sompoo (1 997) concluded that women who had a colostomy felt loss of confidence when
they engaged in social activities. They thought it was embarrassing if their colostomies
produced gas on odour.
Helping people adjust to the difficulties and changes in their lives after having a colostomy
is an essential aspect of the nurse's role. Nurses need to apply the specialised knowledge
about crisis and coping, about the changes experienced after having a colostomy and ways
of dealing with the changes as well as ways of providing psychological care and spiritual
care when they plan for nursing care.

7.2.6 Cultural factors in coping
Findings from the qualitative analysis showed that participants used a variety of coping
strategies which derived from their religious practices, particularly Buddhism. For
example, they used chanting Buddhist chants, making merit, and Buddha's teaching. The)

told the researcher that they felt calm after they took part in these religious practices. This
finding is supported by the strong influence of Buddhism in the lives of Thais (Plarnintr,
1991). The use of chanting or praying is not only similar to the work of studies which

have been done in Thai patients, but also similar to the findings of studies of other patients
in Buddhist countries as well as studies of patients in Western countries. For example,
Halstead and Fernsler (1992) concluded that cancer patients prayed more often when
compared with other types of coping strategy. This may be because 'cancer' is known as a
hopeless disease. Participants used belief in a supranatural power to make them feel strong
enough to live with h s kind of disease.
This finding suggests that nurses need to understand and respect the meaningfulness of
religious beliefs and practices and provide support to help patients use these coping
strategies to deal with their negative emotion and to be strong so that they can use
behavioural approach coping strategies to deal effectively with their physical problems.

7.3 Other issues in this study
7.3.1 Changes of stressors during the period of the study

The findings in this study lead to the conclusion that by the time of the first and the second
interviews, all participants regarded having cancer and a colostomy as their primary
concern. At the third interview, more than half the participants reported that their major
concerns were about their health, changes in social circumstances and financial problems.
Some suffered from tiredness, while others had suffered from other sicknesses, including
benign prostatic hypertrophy and diabetes mellitus. Some participants were concerned
about the relationships in their family. In particular, they were concerned about their
relationships with their spouses because having a colostomy bag made them feel less
sexually attractive and might disrupt their sexual activities.
These concerns were also found in the study of Northouse, Schafer, Tipton and Melivier
(1999) who also noted that some colorectal cancer patients were concerned about financial
problems and relationships with their family. According to Ferrell, Smith, Ervin, Itano and
Melancon (2003), women who suffered from ovarian cancer also felt that
maintaining relationships in their family was important and difficult. The findings of the

current study support those of Ratanasiri's study (1999) which indicated that
gynaecological cancer patients were concerned about their relationships with their
husbands. Although the types of cancer in this study and that of Ferrell and Ratanasiri
differ, they involve the genitourinary area which normally affects sexual performance. It is
not surprising, therefore, that patients in these three studies expressed similar concerns.
This expression supports the work of Bycroft (1994) who showed a colostomy results in
changes in a patient's sexual attractiveness and function. In particular, patients have a
sense of disfigurement, and feel that a colostomy is scarring. This finding suggests that
nurses should provide professional support to colorectal cancer patients who undergo a
colostomy by paying attention to their concerns, listening to them, providing information
about the recovery phase and ways in which they can take care of a colostomy. These
activities will help patients to feel less anxiety about the circumstances that a colostomy
presents.
Financial problems have also been reported in other research on different kinds of cancer
in Thailand (Ponyart 1999, Kestsumpun 1993). Kestsumpun (1993) conducted her study
on patients with a variety of cancers including colorectal cancer patients who had a
colostomy. She indicated that financial problems constitute the most common problem
among cancer patients in Thailand (Kestsumpun, 1993). Kestsurnpun (1993) also
mentioned three factors that give rise to financial problems. First, the cost of treatment is
expensive, particularly in the absence of health insurance. Second, the number of hospitals
with the capacity to provide treatment for cancer patients is limited, one in each region,
outside Bangkok. The lack of sufficient hospitals with appropriate facilities etc for cancer
care causes problems for patients who need to see the specialist or receive treatment
(Kestsumpun, 1993). For example, such patients need to pay transport costs when they go
to visit the specialist. Third, cancer patients normally have to stop working, so they are not
in a position to earn money during the period of treatment, or when they feel weak. In
addition, some patients have children who are still studying and who, therefore, still also
need financial support from their parents. Again then, these findings are consistent with
the earlier ones.
This finding indicates that nurses should provide long term care and assess the need for
improvement in the care of patients with a colostomy and help them to find better ways of
taking care of their colostomy. A self-help group is one way to provide opportunities for

patients who have similar problems to exchange knowledge and experience. This sort of
activity will also lead an increase in the self-confidence of colorectal cancer patients who
have a colostomy.

7.3.2 Expressions of the need for spiritual care
The findings fiom the qualitative data analysis showed that participants experienced
spiritual distress, for example, the question, 'why me?' and the belief in a karmic result at
different stages of the study. Some participants continued searching for answers until the
end of the study. Most participants had learnt what was important in their lives. This
finding adds knowledge to the field to the effect that patients who suffer from colorectal
cancer and have a colostomy feel even more distress because of the dual crisis that
colorectal cancer and a colostomy create. This finding is supported by the study of
Tongprateep (2000) who conducted research to understand and describe the essential
elements of spirituality among rural elders in Thailand. This finding indicates that patients
who suffer from threatening diseases will express their spiritual needs (Taylor, 2000) and
use religious activities and rituals as coping strategies to make them feel strong (Moos &
Schaefer, 1986). It is important for health care providers to understand the spiritual neede
of their patients and organise rituals and provide a convenient place and resources for
patients to fulfil their spiritual and religious needs (Taylor, 2002).

7.3.3 Characteristics of the participants in the study
On the whole, the group of participants was similar to groups used in other studies of this
nature. The average age of the participants in this study was 61, which is higher than the
average age (56) reported by Rojanaskul(1999), but lower, in comparison to the study of
Northouse, Schafer, Tipton and Melivier (1999) in which the average age of participants
was 72. The proportion of participants below and above the age of 50 was 36.4 per cent
and 63.6 per cent respectively. These percentages are quite similar to Rojanaskul's (32 per
cent and 68per cent). The proportion of males to females in the current study was 1.2:1.
This proportion is similar to that reported by Kontrong (1993) who collected data between
1990-1992 in Bangkok, fiom 1,000 persons who were suffering from large bowel cancer.
This proportion of males to females is also similar to the proportion found by
Chongthawonsatid (1998).

The average age of participants was lower than that in Northouse, Schafer, Tipton and
Melivier's study (1999), because the youngest age of a colorectal cancer patient which was
reported in the present study was 42. It is possible that the factors which influence
colorectal cancer in Thailand differ somewhat from those in Western countries, resulting in
a different average age. Although males have a higher risk of having this disease than
females, the proportion between genders (1.2: 1) is nevertheless very similar. Since people
aged between 60-74 years were at higher risk, they were usually retired from work.
Moreover, Thais normally stop working when their children are able to earn money
independently. This tradition also means that their grateful children will repay them for
their moral support and financial support.

7.3.4 The conceptual framework and the interpretation of the findings

The application of the conceptual framework of Moos and Schaefer in this study, is
appropriate. First, it fits with the context and the meaning of the religous practice in Thai
people which had mention in the in-depth interviews. For example, some participants
mentioned that Dharma helped them to relax. Some used the words of Lord Buddha's
teaching to assist them to calm down and accept the change in their lives. They also said
chanting helped them to acquire more will-power. These meanings are similar to the
meaning of 'logical analysis' and seeking guidance and support' given by Moos and
Schaefer (1984).
Second, the conceptual framework of Moos and Schaefer also contributed to an
understanding of the relationship between influencing variables including health status,
social support, optimism, quality of life and coping, which is very valuable, particularly in
terms of how the findings of this study might be applied in health care settings.

7.3.5 An application of case study research.

The complementarity of findings from the quantitative data and qualitative data in this
study confirm the benefits case study research. Case study research enriches knowledge in
the field of coping research. As mentioned by Myers (2000) that the qualitative research
approach helps the researcher to cover the coping which applies in people are sometimes
not sensitive to the stress they have and who, therefore, might respond to a self-directed

questionnaire in a way that is misleading for the researcher and leads to the possibility of
inaccurate data.
The findings from both quantitative and qualitative data analysis in this study provide
enriched information for health care providers. The benefits of using different methods
also encourage health care providers to conduct research, including small projects with the
use of more than one method. The combination of quantitative method and qualitative
method not only provides the investigator with information about what needs to be done,
but also how to do it. In the current study, for example, the quantitative analysis showed
that participants used a low level of 'emotional discharge', whereas the qualitative analysis
indicated that some patients cried to release their feelings of sadness and hopelessness.
Firstly, this may be related to the fact that with the quantification of the responses into
numbers it is difficult to achieve an exact frequency. Finally, participants used crying, but
did not use other ways of expressing their feeling. This makes the total score of 'emotional
discharge' low when compared with other coping subtypes in which participants used
many items.
The finding that all the qualitative data enhanced the understanding of the quantitative data
confirms the report of Borwell(1997). Borwell collected data from stoma care nurses,
particularly their difficulties related to helping patients with sexual problems. The
Bonvell study aimed to investigate and identify needs for the educational training of stoma
care nurses to support their role in helping patients to fulfil their psychosexual needs. She
recommended that the qualitative results provided a hrther understanding of the problems
experienced by patients.
A similar level of closeness between the quantitative and the qualitative data was also

noted in the work of William - Cox (2004) who studied the quality of life of bladder
cancer patients using quantitative and qualitative methods. He found that the qualitative
data provided depth and gave direction to improvement in the quality of care. The
complementarity of the quantitative and qualitative findings also enhances the rigour of the
findings as maintained in Robson (2002).

7.3.6 The use of questionnaires and their reliabilities

It is not surprising to find that participants refused to answer some questions in OAS
(item5) and FACT (item35-36), which focused on their sex life. This response rate rose as
time passed. One explanation is that Thais do not talk about their sex life because it is
regarded as taboo, but when trust is built they are able to talk about it privately.
Participants in this study met the researcher three times. Moreover, they were also aware
that their responses would be usefbl for other people. It also appears that items in FACT
were not answered at the first interview because most questions concentrated on their
condition and the participants felt that they were unable to answer them at that stage.
However, these questions were answered in both the second interview and the third
interview.
This finding suggests that nurses need to build good relationships with patients before
asking them private questions. Only when trust has been established are responses likely
to be reliable.
After the data were collected, the reliabilities of the questionnaires that were used in the
period of the study were calculated (See Table 7.1). The alpha reliabilities of FACT, PRQ
and OAS were relatively high (0.73-0.87) while those of CRI were acceptable (0.68-0.89).

In contrast, the alpha reliabilities of LOT-R were low (0.27-0.46). All alpha reliabilities are
shown in Table 7.1.

Reliabilities of Questionnaires using in this study

Questionnaire

Time1

Time2

Time3

Total

FACT

0.82

0.87

0.73

0.83

LOT-R

0.32

0.46

0.27

0.37

OOAS

0.71

0.83

0.76

0.77

The result of the calculation test showed low reliability for the LOT-R. The researcher
therefore checked all the data again and found that there was no error in the process of data

entry. The researcher re-calculated the correlations between all items of LOT-R. The
result showed that item 3 and item 9 of the LOT-R had low correlations with other items
and with the total. After these two items were deleted, the reliabilities of LOT-R improved
to a range of between 0.59 and 0.82 during the three interviews and the total reliability of
LOT-R in this study was 0.69. However, the researcher made the decision to follow
previous research and to use all items of LOT-R.

7.4 Implications
The findings in both the pre-operative and post-operative stages suggest that improvements
are necessary in three main areas, namely quality of nursing care, nursing education and
nursing research.

7.4.1 Implications for nursing service

These findings suggest the need for improvements in nursing service in three main areas:
the expanded role of the nurse, improvements in nursing care as well as in the evaluation
of the quality of nursing care and training courses.
Firstly, the process of providing nursing care should start from the point that patients
discover the diagnosis and the need for a colostomy operation. In the current situation,
Thai patients always go back home after being informed about the diagnosis and the
colostomy operation. They come back to the hospital only a few days before the operation.
Nurses meet the patients and start providing care at that time. This role needs to be
expanded by including nurses in the treatment and care of colorectal cancer patients at the
earliest possible stage. Nurses need to ask for the collaboration of the doctor to refer
patients who have been informed about their colorectal cancer and the need for a
colostomy operation to the nursing department as soon as possible, particularly before the
operation.
Secondly, nurses need to improve the quality of nursing care during both the pre-operative
and post-operative periods, covering the four stages of the nursing process: assessment,
planning, implementation and evaluation. In the pre-operative period, nurses need to
provide patients with a convenient place to talk and express their feelings. At this stage,

nurses will build a therapeutic relationship and assess patients' feelings and thoughts, their
attitudes towards a colostomy and their information needs. The psychological tests, for
example, PRQ2000, LOT-R and CRI could be applied in the assessment. Subsequently,
nurses can make a plan and provide patients with essential information about, for examplc,
the progress of the disease, the importance of a colostomy, the benefit of a colostomy in
comparison with other choices of treatment, including herbal medicine and convenient
ways to contact nurses and enterostomy specialists (if available).

To build an effective social support network, nurses need to talk with patients' families and
fnends about the changes in patients' feelings and needs, the importance of good support
and ways in which they can provide support to patients. Nurses also need to provide
support for families and friends and be willing to answer their questions. Nurses should
provide suggestions about the nearest health facility where patients can seek help during
the period before the operation. Nurses have to evaluate patients' feelings and perceptions
as well as those of their families and friends to make a plan for the next appointment. The
stages in the nursing process can be repeated, and the strategies can be improved to ensure
that patients and their families and friends feel satisfied with the information and support
they receive.

In the post operation period, nursing staff who are taking care of patients in the ward
should assess patients' feelings about having a colostomy by taking time to sit and talk
privately with patients and their families and friends to discover their feelings and
concerns. These data are important for the planning stage of nursing care. Implementation
at this stage is mainly important in the preparation of patients' physical and mental
readiness to cope with a colostomy when they return to normal life. When patients are
ready, nurses need to discuss how they will adapt to a colostomy, for example, how the
colostomy will affect routine work, daily activities, foods and clothing. In addition, nurses
also have responsibility for teaching patients and their families strategies and techniques to
prevent complications arising from the stoma and to take care of it. Evaluation of the level
of knowledge about the colostomy and the level of self-care as well as the need for more
information and support are important in making new plans for nursing care.

Patients need to make an appointment with nurses at the same time that they come for
follow up with the doctors and for radiotherapy. This will allow nurses to be aware of

patients' problems at every stage so they can provide appropriate care to the patients. The
main concerns at the stage when patients return home, and subsequently will change to
focus on the problems patients have and the coping strategies they use to deal with a
colostomy in their normal life, uncluding their social life.
Nurses need to consider making home visits to patients who live in their area of
responsibility. Another important objective is the establishment and development of selfhelp groups for patients who have a colostomy. A self-help group provides the opportunity
for patients with a colostomy to meet other patients, share their experiences and support
each other.
Thirdly, nursing staff need to collect data on the level of patient satisfaction to measure the
quality of care and use these data to develop nursing standards for colostomy care and
targeted training courses. Finally, it is suggested that training courses, for example, in
colostomy care and counselling for colostomy patients, particularly counselling for
problems about sexual dysfunction, be organised for nurses who have responsibility for the
nursing care of this group of patients. Training courses which promote the development

and use of approach coping strategies should also be encouraged.

7.4.2 Implications for nursing education
The findings from patients' experiences suggest ways of improving in nursing education in
four main areas: the nursing curriculum, the teaching and learning process, training courses
and the evaluation of curriculum and training courses.
Firstly, although the new nursing curricula which have just been developed in 2002 tend to
prepare nursing students to provide more psychological support with little attention given
to spiritual care. Nevertheless, spiritual care is an important component of holistic care,
particularly for patients who are facing a crisis or chronic illness.
Secondly, the findings of the current study suggest the need for improvements in the
teaching and learning process, covering the use of psychological tests, case study methods
and the attitudes and performance of nurse educators. The psychological tests could be

applied to the measurement of the psychological status of patients, for example, the Stress
Test and CRI. CFU could also be used to identify the type of coping used by patients
leading to a plan for nursing care. In addition, case studies could be applied as a method of
teaching. This would allow nursing students to use critical thinking when they apply their
knowledge in real cases, particularly cases which are complicated. Nurse educators are
important as role models in the learning process when nursing students practice in a
hospital. It is the attitude and performance of nursing educators which raise awareness of
the responsibility that nurses hold to support patients in coping with disease.
Thirdly, nurse educators need to evaluate the knowledge, attitudes and performance of
nursing students after the students have studied and practiced topics such as crisis, coping
and spiritual care. Evaluation of the performance of nursing students after graduation is
also important. The results of evaluations can be used to develop and improve subjects in
the curriculum.
Finally, managers of nursing educators need to assess the knowledge and attitudes of staff
to ensure the continuing quality of the teaching process. Training courses may be required
to achieve improved standards in the ability and skills of nursing educators.

7.4.3 Implications for nursing Research

The findings from the current research suggest the need for fbture study in three different
areas: studies on the effect of spirituality on colorectal cancer patients, studies to identify
effective coping in the Thai context and studies of other choices of treatment.
Firstly, nurses need to conduct studies on the effects of spirituality on colorectal cancer
patients who have a colostomy. The results of this research will be useful for nursing staff
in preparing nursing interventions, resources and settings to meet patients' spiritual needs.
Secondly, nurses need to conduct retrospective research on colorectal cancer patients with
a colostomy who enjoy a high quality of life. This research will be useful for nursing staff
in the production of practical manuals for this group of patients which will encourage
patients to take good care of their colostomy.

Finally, nurses need to conduct research on the use and efficacy of Thai traditional
medicine for colorectal cancer patients. The results of this research will assist colorectal
cancer patients to make informed choices about treatment.

7.5 Limitations of the study
The current study provides important findings on the ways in which Thai patients cope
with colorectal cancer and having a colostomy, particularly in respect of the links between
domains in quality of life and the use of coping. However, several factors need to be
considered when interpreting these results.
Firstly, the number of participants in this study was eleven, which, relatively speaking, is a
sample too small to make a generalisation about the results from the quantitative data.
Although all the participants were interviewed three times during the period of the study
and the data were analysed with parametric statistical tests, the number of participants is
not large when compared with other quantitative studies. Therefore, a greater number of
participants would have allowed the researcher to generalise more confidently about the
findings of the study.
Secondly, there is a limitation in the use of a coping questionnaire which was developed in
a Western context. For example, some items of the questionnaire are not relevant to Thai
people. There is a need to develop a localised questionnaire to measure coping in Thai
people.

Concluding Remarks
This study has explored how colorectal cancer patients with a colostomy coped with their
psychological and physical condition. This group of patients faces many changes; changes
in body image, food habits, toilet habits, clothing and sexual relationships. The study of
the coping process is, therefore, very significant important and provides many rich ideas
for building relationship with patients that are helpful and attuned to the needs for
successfbl coping. While these insights and perspectives may be of value to a number of
healthcare professionals involved in the provision of care to this group of patients, the role
of the nurse is of particular relevance because of the intimate closeness that nursing entails.

This research focused on the coping strategies that colorectal cancer patients used during
the period from the colostomy operation to six months afterwards. The key variables in
this study included social support, optimism, adjustment to a colostomy, coping and
quality of life. The design of the study was case study research and the data were obtained
by the use of structured interviews which followed the five validated questionnaires which
include the Personal Resource Questionnaire (PRQ2000), the Life Orientation TestRevised (LOT-R), the Ostomy Adjustment Scale (OAS), the Coping Responses Inventory
(CR.) and the Functional Assessment Cancer Therapy - Colon (FACT-C). Moreover, indepth interviews were also applied to gain more detail about participants' experiences
using their own words and experiences. Eleven participants took part joined in this study
and were interviewed on three separate occasions; within a month, three months and six
months after the operation.
The findings from the present study clearly demonstrate that the turmoil that colostomy
patients experience at the pre-operative stage, includes negative attitudes, uncertainty about
their fate, shock and confusion and the desire to procrastinate when they discover they
have the disease and need a colostomy operation. The findings also suggest the need for
prompt and reliable information and counselling from health care providers.
At the post operative stage, colorectal cancer patients who have had a colostomy solved the
physical, psychological, spiritual, social and other problems in their lives by drawing on
their own limited resources. At this stage, the physical health of participants showed a
marked improvement which had an impact on the choice of coping strategy. Neverthelesr,
participants who were still sexually active, hesitated to ask doctors and nurses for advice
about their sexual dysfunction, even though they had the opportunity during regular visits
to the hospital for follow up and chemotherapy.
These findings, therefore, if applied within educational and practice settings may help to
enhance the quality of nursing care provided to this group of patients because the use of
successful coping strategies will lead to an improvement in their quality of life.
The findings of this study are expected to contribute to an improvement in the quality of
care for patients with colorectal cancer and a colostomy, particularly in Thailand but also
elsewhere.
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