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Perceptions of Distress in Women With Ovarian Cancer

Purpose/Objectives: To explore women’s experience of 
distress by asking “What do women with ovarian cancer 
want their spouse or significant other, family, friends, and 
healthcare providers to know about their experience of 
distress during diagnosis and treatment?”

Research Approach: Modified Glaserian grounded theory.

Setting: An urban setting in the Mid-Atlantic region of the 
United States. 

Participants: 12 women, aged 21–71 years, diagnosed 
with and treated for ovarian cancer.

Methodologic Approach: Constant comparative analysis 
of data obtained by audio recorded interviews.

Findings: Although individual experiences differed, abstrac-
tion and conceptualization of the data supported a theory of 
existential assault. Participants found that the diagnosis was 
shocking and came “out of the blue like lightning.” Their 
responses included seeking the best physician and treatment 
available, described as “no stone left unturned.” Informa-
tion about the disease was welcomed and unwelcomed as 
they shared the experience of “knowing what I don’t want 
to know and not knowing what I want to know,” and then 
had the added experience of sharing that information with 
those in their social network. Interpersonal interactions were 
described as “watching you watching me—we are both 
afraid,” and “talking yet not talking about death,” resulting 
in relationship changes and the realization that “now I have 
to take care of me.”

Conclusions: Participants experienced diagnosis with and 
treatment for ovarian cancer as an existential assault that, 
with the potential for an early death, affected the individual 
and her relationships. 

Interpretation: Previous studies have suggested that 
women diagnosed with and treated for ovarian cancer ex-
perience distress. This study reports women’s perceptions 
of their own distress. 

Key Words: distress; ovarian cancer; grounded theory; 
perceptions
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T 
he diagnosis of ovarian cancer is unex-
pected and devastating for women and their 
families. Diagnosis may be complicated and 
delayed with the initial symptoms attrib-
uted to nonspecific physical and emotional 

conditions, such as fatigue, gastrointestinal and geni-
tourinary alterations, menstrual irregularities, depres-
sion, and stress (Goff, Mandel, Muntz, & Melancon, 
2000). Only 15% of women are diagnosed at an early 
stage when ovarian cancer is most responsive to treat-
ment; 61% are diagnosed when the cancer is distant or 
metastasized. The relative five-year survival rate for 
all stages of ovarian cancer is 46%. Ovarian cancer is 
the fifth-leading cause of cancer-related death among 
women, but it accounts for only 5% of all cancer diag-
noses in women in the United States (American Cancer 
Society, 2014).

Background and Significance

Results of research have suggested that women 
with ovarian cancer experience distress at multiple 
time points in the disease trajectory (Cain et al., 1983; 
Dawson, 1993; Lobchuk & Bokhari, 2008; Matulonis et 
al., 2008; Norton et al., 2004, 2005; Portenoy, Kornblith, 
et al., 1994; Portenoy, Thaler, et al., 1994). Qualitative 
studies have reported women’s perspectives related to 
ovarian cancer diagnoses (Ferrell et al., 2005; Ferrell, 
Smith, Cullinane, & Melancon, 2003a, 2003b; Fitch, 
Deane, Howell, & Gray, 2002; Ponto, Ellington, Mellon, 
& Beck, 2010; Power, Brown, & Ritvo, 2008; Reb, 2007; 
Schulman-Green et al., 2012), including the challenges 
of late diagnosis and the treatment regimen (Ferrell et 
al., 2003b), communication difficulties with healthcare 
providers (Fitch et al., 2002), and concerns about the 
effect of the diagnosis on their loved ones (Ferrell, 
Smith, Ervin, Itano, & Melancon, 2003). In a systematic 
literature review, Arden-Close, Gidron, and Moss-Morris 
(2008) examined psychological distress, specifically 
anxiety and depression, and concluded that emotional 
distress was a part of the experience for many women 

with ovarian cancer, particularly younger women and 
women diagnosed at a later stage.

The diagnosis and treatment of ovarian cancer may 
initiate profound effects to physiological, psychological, 
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psychosocial, and spiritual domains in affected women 
and their families. In studies of women with ovarian 
cancer, distress was infrequently defined and often 
ambiguously interpreted and measured as anxiety 
and depression. The National Comprehensive Cancer 
Network’s ([NCCN’s], 2014) definition of distress was 
rarely used in studies with this population. To better 
understand and develop supportive interventions to 
decrease distress, considering the experience from the 
perspective of women is important. Therefore, the pur-
pose of this study was to explore women’s experience 
of distress by asking, “What do women with ovarian 
cancer want their spouse or significant other, family, 
friends, and healthcare providers to know about their 
experience of distress during diagnosis and treatment?”

Methods

This study, approved by the institutional review 
boards of Virginia Commonwealth University and 
Bon Secours Richmond Health System, used Glaser-
ian grounded theory methodology (Glaser, 1965, 1992, 
2005, 2012; Glaser & Strauss, 1967) with modifications 
to identify a theory that was reflected in and emerged 
from the data. Modifications included an initial litera-
ture review of distress in women with ovarian cancer, 
the use of an interview guide inclusive of a research 
question, and convenience rather than theoretical 
sampling. 

Participants were recruited from gynecologic oncol-
ogy offices located in the central Virginia area, as well 
as from an email contact list for an oncology support 
group. Women were included if they had been diag-
nosed and treated for ovarian cancer, spoke English, 
and were aged 18 years or older. Twelve of 15 individu-
als who responded to the recruitment brochures met 
criteria, consented, were enrolled into the study, and 
completed the interview process. Interviews occurred 
from February to August 2013 in a location chosen by 
the participant (i.e., a library, medical interview room, 
or coffee shop). An interview guide was used to begin 
and end the conversation (see Figure 1). The guide 
provided an initial structure to the data collection; 
however, as the interviews progressed, participants 
voluntarily shared significant content without requiring 
interview prompts. 

Data Collection and Analysis

Constant comparative method provided for concur-
rent data collection and analysis. The professionally 
transcribed interviews were converted to Microsoft 
Word® documents that were then compared with the 
audio recording for accuracy and for nonverbal contri-
butions, such as tapping on the table, pauses, or varia-
tions in tone of voice. Coding was done by the investi-

gator with peer review of interviews one, five, and nine 
to evaluate accuracy, potential bias, and consistency in 
the process. Memos were compiled throughout the data 
collection and analysis process. Substantive line-by-line 
coding, followed by abstraction and conceptualization, 
were used to develop theoretical codes that were hand 
sorted along with the memos into groups of like vari-
ables and then further grouped into subcategories. The 
investigator constantly returned to the data, reflecting 
on the process, memoing, and bracketing so as to cap-
ture all aspects of the grounded theory developmental 
process. Systematic record keeping and reflective jour-
naling contributed to the rigor of this research study. 

The audio recorded interviews provided rich, candid 
details of the participants’ diagnoses and treatment 
as well as the emotional impact on themselves and 
those around them. Data contributed by the 12 women 
provided sufficient content for constant comparative 
analysis with saturation (i.e., no new categories or theo-
retical codes emerging), beginning with interview 10 and 
confirmed throughout interviews 11 and 12. 

Findings

Findings were grounded in the data and reflected the 
experience of participants, who ranged in age from 21 

Introduction

• Research indicates that women with ovarian cancer may ex-
perience distress. When women talk about distress, they use 
different words and phrases, many of which are interpreted 
as indicating distress.

• We would like to find out what women would like others to 
know about their experience of distress. 

Demographic Information

• We will begin with some general information, such as your age 
and stage at diagnosis.

• You do not have to answer any question you do not want to 
answer, and we can stop the recording at any time during the 
interview.

Audio Recorded Interview

• Healthcare providers often assume that women diagnosed 
with and treated for ovarian cancer experience distress. Has 
this been true for you?

• What is the most important thing you would like for me and 
others to know about your experience of distress?

Closure

• Is there something that we have not talked about that you feel 
is important?

• Thank you for sharing your thoughts and feelings.
• You may contact me if you have additional thoughts. 

Figure 1. Interview Guide
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to 71 years, with a wide variety of diagnostic stages and 
treatment (see Table 1). Six common themes or subcat-
egories emerged across all the interviews and resulted 
in a conceptualization of the experience as an existential 
assault. Participants spoke freely and, at times, paused, 
hesitated, and wiped away a tear, which indicated the 
depth of their emotional experience. One stated, “And 
we felt like this death sentence had been, you know, 
uh, you know, proclaimed.” A husband’s reported 
first response was, “I don’t want to lose you.” A dream 
shared by another illustrated feelings of isolation from 
those around her and the threat of death.

I’m sitting on the beach and I’m reading a book.  
. . . I am the only person on the beach. . . . I put my 
book down and I walk up to the edge of the waves. 
. . . I get far enough out that I can lay on my back 
and float. . . . The ocean is just rocking me. . . . Af-
ter a little while I decide to turn around and tread 
water. . . . I look back at the beach and where it had 
been unpopulated . . . everybody I’ve ever known 
my whole life is on the beach. Then the scary part 
happens. There’s a fin . . . another fin . . . the fins 
start circling around me. I start waving my arms 
at all the people on the beach . . . [they] just smile 
and wave back at me and, of course, the fins are 
circling, and so I wave more frantically; the sharks 
are circling . . . death is circling . . . they don’t get it.  
. . . Then I wake up in a cold sweat, and that’s what 
it feels like to have cancer . . . everybody is that 
close going on with their lives . . . they can’t know 
what it feels like because they’re on the beach and 
it’s not happening to them.

Past experiences with death were included in all 
interviews. Several participants had “almost died” dur-
ing the prediagnosis or treatment phase. Two had lost 
their mothers to cancer, whereas others had lost close 
family members. They had heard horror stories, knew 
that survivors of ovarian cancer were rare, and were 
sometimes careful to limit their own exposure to harsh 
realities. Although some women engaged in extensive 
personal research and found comfort in the process, 
others limited their exposure to too much information 
and found comfort and hope in the uncertainties that 
accompanied the diagnosis and treatment. Despite a 
small sample size, differences were noted when age-
appropriate developmental tasks were expressed by 
the participants. For example, the two youngest women 
mentioned concerns about reproductive issues and one 
of the older participants discussed the items on her 
“bucket list.”

Through constant comparison analysis, abstraction, 
and conceptualization of the data, the beginning of a 
theory has emerged. Participants related the common 
experience of an existential assault with six subcatego-

ries: (a) Out of the Blue Like Lightning; (b) No Stone 
Left Unturned; (c) Knowing What I Don’t Want to 
Know and Not Knowing What I Want to Know; (d) 
Watching You, Watching Me—We Are Both Afraid; (e) 
Talking Yet Not Talking About Death; and (f) Now I 
Have to Take Care of Me. 

Out of the Blue Like Lightning

Diagnosis was shocking and unexpected, accompa-
nied by uncharacteristically rapid medical attention 
with multiple tests, referrals, immediate surgery, and, 
at times, frank discussions of options and plans of care. 
The experience was incongruent with personal perspec-
tives of a healthy self. One stated, “I’m healthy except 
for the part where you tell me I’m dying.” Nonverbal 
cues from healthcare professionals, such as the urgency 
of the medical response, tone of voice, facial expres-
sions, and avoidance of eye contact, all communicated 
the seriousness of the illness. One participant recalled 
being given the diagnosis via telephone, and men-
tioned, “I could tell by his voice that it was serious.”

Contributing to the shock of the experience was the 
knowledge that their initial symptoms or concerns were 
incorrectly diagnosed or dismissed. Even those who 
knew something was wrong and had seen other doctors 
found the diagnosis of ovarian cancer to be shocking. 
Several related that a time lapse occurred between 
when they heard the diagnosis and when they were 
able to understand the implications, with one stating, 
“It didn’t register so [the physician] repeated it.”

Table 1. Demographic Characteristics (N = 12)

Characteristic n

Age (years)
 18–39 2
 Older than 40 10
Race or ethnicity
 Caucasian 10
 African American 2
Marital status
 Single 4
 Married 7
 Divorced 1
Household income ($)
 Less than 100,000 5
 More than 100,000 4
 No answer 3
Education completed
 High school 2
 College 5
 Graduate school 5
Employment status
 Full-time 2
 Part-time 1
 Retired 3
 Disability 5
 Student 1
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No Stone Left Unturned

The focus shifted quickly to identifying treatment op-
tions. Going for a second, third, or multiple opinions; 
joining clinical trials; and researching on the Internet 
was an effort made by participants to find the right 
physician and the right treatment. One chose to seek a 
second opinion when she felt the physician “had given 
up on me.” Knowing that they were doing everything 
that could be done was comforting for the participant 
and her family. The comparative lack of information, 
resources, and media attention for ovarian cancer, com-
pared to breast cancer, created concern for some that 
they were not getting the best information and latest 
treatments available. When medical resources were 
exhausted, these participants were willing to consider 
unconventional alternatives and sought treatments at 
different hospitals with different physicians and looked 
for information on Internet sites. One reflected, “I’ve 
not left any stones unturned that I know of.”

Knowing What I Don’t Want to Know and Not 
Knowing What I Want to Know

All participants were aware of the seriousness of 
the diagnosis, but did not always know how it would 
affect their lives. One succinctly stated, “I may not be 
here in five years.” Another poignantly asked, “Do I 
live like I’m going to live or like I’m going to die?” 
Diagnosed before age 50, she had already experienced 
a recurrence and related her dilemma of leasing or 
buying a car, renting or buying a home, and choosing 
to go on her dream vacation or investing her finances 
for retirement. Daily routines and relationships were af-
fected by the seriousness of the diagnosis. Life was now 
experienced in three- or six-month increments waiting 
for the results of the latest test, hoping for remission 
and not recurrence. This continual state of uncertainty 
created ambiguity on personal and relationship levels. 
One woman said, “I don’t always know what I need 
or want . . . sometimes I need time alone to think . . . 
sometimes I need distraction.” 

The need to know the truth about the diagnosis ex-
isted alongside the need to retain hope for remission 
or even cure. One participant wondered, “How do I 
live with knowing I’m never really going to be okay? I 
mean, you’re okay today, but you live with that threat. 
It’s like living with a cloud over your head, you know?” 
Paradoxically, the uncertainty brought hope and stress 
described as an “emotional roller coaster . . . never 
knowing if you are going to get better or worse.” Even 
good news, at times, contributed to feelings of stress 
because of the awareness that eventually the news 
would not be good: “I’m wondering when the next shoe 
will drop.” One participant expressed the challenge of 
existing between the certainties and uncertainties.

So you have this terrible disease that’s probably go-
ing to shorten your life and shorten it a lot. . . . And 
so there’s this incredible pressure on all of your 
decisions about now that you know, you know how 
valuable time is. So you . . . your decisions . . . are 
supercharged with meaning and pressure.

In general, participants wanted to focus on positive 
thoughts and avoid negative ones. One, with graduate 
education, shared that she knew it was superstitious and 
not rational, but felt that worry seemed to prevent bad 
things from happening. “I worried about breast cancer, 
but didn’t get it, but I never worried about ovarian can-
cer, and I got it.” The overall preference was to “hang on 
to hope” with a degree of fear that if they talked about 
death, it made it more real. Another participant reflected 
on the dilemma faced by physicians.

I know doctors don’t want to give people false 
hope because that’s just as bad . . . and I don’t know 
how you balance that with . . . is it better to know 
that there’s . . . okay, you have three months to live 
and deal with that, um, or give people, you know, 
hope and say, “We’re not sure. We don’t know.” I 
don’t know which is worse, to say, “I don’t know,” 
or say, “Okay, this is what you have.”

Watching You Watching Me—We Are Both 
Afraid 

The impact on the participants’ social network in-
troduced additional complexity. One spoke about the 
times she would observe her family looking at her. 
“You know, it’s like sometimes I’d catch them and 
they’d look at me like, you know . . . and I’m thinking 
. . . ‘I’m not dead.’” Several realized that the reactions 
of others were rooted in their own fears of death. For 
example, one participant stated,

I’ve learned . . . when people encounter people with 
cancer, they start processing their own mortality. 
My son’s girlfriend wouldn’t let him microwave 
food because she was afraid they would get cancer. 
Everything, suddenly everything was about them 
getting cancer. . . . And suddenly they were going 
for all this testing and all. And I’m sitting there 
thinking [pause], “I’m the one with the cancer” 
[laughs].

Women experienced intensified distress related to 
witnessing the effect of the diagnosis on those they 
loved. For example, one participant noted that the 
“hardest part is the pain this causes those I love.” All 
were concerned for those around them and found it 
hard to watch others suffer because of their illness. 
The negative effects the diagnosis had on others led 
participants to withhold information to prevent bring-
ing pain to or increasing fear for their loved ones. Even 
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those with positive, supportive relationships found it 
necessary to gauge their conversations based on the 
ability of those around them to respond. Not only were 
they dealing with their own fears and questions, they 
were also dealing with the fears and questions of those 
around them. “They can’t do anything about it anyway, 
and then I would have to take care of them” was the 
way one participant explained her preference for not 
sharing information with her husband and children 
about her advanced and recurrent cancer. She found 
it difficult and stressful to respond to social courtesies 
that required her to provide updates in the midst of 
uncertainty. She was able to continue her work respon-
sibilities by not sharing her personal experiences and 
expressed that “a smile hides much.”

Interactions with healthcare providers were signifi-
cant because participants not only gathered information 
about the diagnosis and treatment, but also observed 
the provider’s verbal and nonverbal cues.

 
We watch your every move. So if you are giving an 
exam and you go, “Hmm,” that has tremendous 
meaning for me. When you all walk in the room 
together with lots of paperwork, I know what that 
means before you open your mouth. Like, so you 
have to be really aware. I know you’re just getting 
through your day, and you’ve got messages and 
people waiting on you, and your spouse is call-
ing you, and it’s just, you’re just working. . . . But 
remember this is the most important thing that has 
ever happened to your patients, and we watch your 
everything. And then we go home and we think 
about it a lot. We try to figure out what you didn’t 
tell us. So you need to be really careful about that, 
to not send unintended messages, or if you are 
sending a subtle message to be aware that you’re 
doing that too.

Talking Yet Not Talking About Death 

The certainties and uncertainties of death were both 
spoken and unspoken, sometimes identified by what 
was not said, by humorous comments, through nonver-
bal cues, such as volume or tone changes, hesitancies, 
and the struggle to find the right words. One cautiously 
verbalized, “I’m going to . . . you know. . . . This is it.” 
Another credited her ever-present sense of humor with 
prolonging her life, indicating that others would die 
sooner “because of their attitude.” Demonstrating a pref-
erence to avoid conversations about death, one partici-
pant, referring to Internet chat websites, noted, “When 
women are talking about things like that, I go to another 
subject because it doesn’t apply to me.” However, this 
same participant shared freely the story of her sister’s 
recent death and her own personal measures to find 
treatments despite being told by physicians that no more 

treatments were available. Another observed that “al-
most every day someone dies on those bulletin boards, 
you know. ‘So-and-so earned her wings.’ . . . It happens 
almost every single day.” Another noted, “Friends can 
say the wrong thing unintentionally.” She had learned 
to answer the ever-present social courtesy of, “How are 
you?” with, “I’m hanging in there.” This tactic allowed 
for varying depths of conversation depending on her or 
the other person’s readiness for honesty.

The ability to talk about death depended on both the 
personal internal readiness of the participant and also 
on the response and readiness of those around her. This 
created a complex dynamic because, ultimately, every 
conversation postdiagnosis was within the context of 
ovarian cancer. The readiness of others to approach dif-
ficult conversations influenced the intimacy of relation-
ships. Family members or friends who were not able to 
adjust to the new normal were sometimes relegated to 
a more distant social position. These people often were 
identified as actually adding to the measure of stress 
experienced. Participants found it easier to minimize 
contact with those individuals. One reflected on the 
intricacies.

Every time I discuss it, I have to hand him death 
again. . . . And so I’m stuck between do I not share 
or do I hand him death again. . . . It’s a big respon-
sibility [pause]. There are some people around you 
that can’t go there. . . . They can’t, you can’t have 
a real conversation with them about dying, about 
the path there and what you’re afraid of and what 
you’re okay with and how you want . . . they just 
can’t. They’re not ready, they’re not there, and I 
think it’s helpful to sort of understand that some 
people can and some people can’t.

One participant had already planned her own fu-
neral, which was “by invitation only.” Her funeral ar-
rangements were discussed with five identified close 
friends because her family was not ready to have such 
frank conversations. During the interview, she quickly 
changed the subject to her personal action plan for find-
ing the best physicians and treatments, demonstrating 
her own tenuous ability to talk about her own death. 
Another, who was close to the five-year survival date 
and had just learned of her recurrence, said with em-
phasis. “I don’t allow anyone to take my hope.” Her 
determination to avoid any “negativity” was reflected 
in her statement.

But you just give people grace because they don’t 
know what to say and they . . . they’re nervous 
about it. I’m not nervous about it; they’re nervous 
about it. My family can get nervous about it, so 
they say things and ask me things and I’ll say, “To-
day I’m whole, so let’s live in the day. Today I’m 
whole. Today I’m well.” Let’s live today, you know. 
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But we do have, um, my daughter and myself, you 
know when we ride in the car now, which we didn’t 
do before, we just hold hands . . . you know, so I’m 
okay with that, but today I’m whole; I’m well.

Other participants who commented on the topic 
chose to put their lives in perspective and reflected, 
“I’ve had a good life” and, “Everyone has to die some-
day.”

Now I Have to Take Care of Me

 Over time, the participants discovered the need to 
focus on self-care. This self-advocacy was reflected in 
the comment, “It’s either me in control or cancer in 
control.” Speaking about attending a support group, 
one explained her decision not to attend by stating, 
“This is the time for me, and I can’t be me if I’m a part 
of we.” Reflecting on the changes in her life, another 
noted that “I took better care of others but now I am 
taking care of myself.” And another said, “So I would 
spend . . . I believe I would spend more time taking 
care of them to get them over what I’m going through 
than me, and I want to be focused on me [fingers 
pound on table].” Coming to the realization that “now 
I have to take care of me” was a source of tension and 
of discomfort because many of the women had been 
in the caretaker role and responsible for maintaining 
connections within the family. Often, no one else was 
prepared to assume those informal duties. 

Participants employed a variety of methods for tak-
ing care of themselves. One stressed, “It is important 
for you to know your doctor and for your doctor to 
know you,” and she had changed physicians to find 
one who contributed positively to her emotional as 
well as physical well-being. Surrounding themselves 
with positive influences and controlling stress was part 
of their personal action plans. For some this included 
eliminating negative relationships described as “getting 
rid of those who had given up on me” or even quitting 
a stressful job. Having future plans, improving nutri-
tion, and getting a massage were mentioned as self-care 
activities. The Internet provided options that several ex-
plored, particularly as the success of traditional medical 
intervention waned. Clinical trials offered hope and 
provided the opportunity to help someone else if they 
did not personally benefit. Each participant mentioned 
prayer or meditation even if religion was not part of 
their value system. One stated,

Um . . . What do they say, “There’s no atheists in 
foxholes.” . . . I’m surprised that there are any, ah, 
um, atheists in cancer. And I don’t know that they 
go to God, you know, depending on where you are 
beforehand. And I have not been a religious person 
in a long, long, long time and you know I started out 
from a place of, um . . . agnosticism, like I have no 

idea. . . . But there are definitely some moments where 
you might shoot a prayer out to whoever, whatever, 
however, and make the deals that you make.

This new focus on self was beneficial because partici-
pants needed to advocate for themselves and pursue 
additional, even experimental, treatments.

Discussion
The purpose of grounded theory method is to identify 

a theory based on substantive data that helps others 
better understand phenomena. In this study, the core 
variable that emerged across all interviews was the ex-
perience of existential assault. An existential assault is 
an unanticipated threat of death that alters normal life 
expectations. Participants described an assault on their 
very existence. The diagnosis altered each participant’s 
future as they considered the potential for an untimely 
death. The conceptual model that resulted from this 
grounded theory study is multifactorial and dynamic, 
beginning with the diagnosis of ovarian cancer for a 
woman (see Figure 2). The subcategories are fluid and 
interrelated and do not stand in isolation of one another 
but interact and combine to lead to the emergence of the 
authentic self. The authentic self, as extrapolated from 
analysis of data collected, is an individual who is self-
aware and assumes personal responsibility for life choic-
es. In response to the perceived existential assault, study 
participants expressed a realization that they needed to 
be responsible for choices in a way that brought a sense 
of meaning and purpose to their lives. Participants ap-
peared to gain a realization that being true to oneself 
was perhaps the most powerful and authentic way for 
them to approach living with their diagnosis. From the 
initial unexpected diagnosis experienced as “out of the 
blue like lightning,” the participants and those around 
them looked for a cure or remission seeking second, 
third, or fourth opinions as evidenced by “no stone left 
unturned.” The participants expressed “knowing what 
I don’t want to know, and not knowing what I want 
to know” when they talked about the poor prognostic 
outcomes, their hope for remission, and the loss of 
living a normal life. Relationships with others quickly 
became differentiated as close or distant, depending on 
the ability of others to process the realities of the par-
ticipant’s experience and their ability to respond. Cues 
were given and received as “watching you watching 
me—we are both afraid.” Important conversations oc-
curred in response to the ability of each person to accept 
the implications of both the diagnosis and the treatment. 
Participants were observed as “talking yet not talking 
about death” when they sometimes started talking 
about death, but then avoided the topic. Participants 
expressed the realization that “now I have to take care 
of me,” which evolved in the midst of the experience. 
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In a concept analysis of the variable authenticity, Starr 
(2008) determined that the defining attributes included 
the process of self-discovery, realizing and acting on 
personal potential, and accepting the responsibility for 
life choices. Although the diagnosis of ovarian cancer 
was not a voluntary life choice, these participants dem-
onstrated an assumption of responsibility for choices 
thrust on them by the diagnosis. In doing this, they 
seemed to reach a place of self-discovery, realizing and 
acting on their personal potential as reflected within 
the six subcategories. Therefore, the self who emerged 
because of living with and responding to the diagnosis 
of and treatment for ovarian cancer contributed to the 
emergence of an authentic self.

In the midst of personal processing of existential 
issues, the social network was an integral part of the 
picture, contributing both support and additional or 

intensified distress. Data analysis 
revealed that individuals within 
the participant’s social network 
(spouse or significant other, family, 
and friends) also were affected by 
the diagnosis and treatment. This 
created a dynamic duality where 
the participant had to process her 
experience at both a personal and 
relationship level, whereas those 
around her were similarly process-
ing their (as well as her) experience. 

Implications  
for Nursing

Social support for women diag-
nosed with and treated for ovarian 
cancer has been hypothesized to 
lead to improved health outcomes. 
Lutgendorf et al. (2005) examined 
correlations of biomarkers and social 
support, finding that women with 
benign disease, greater social sup-
port, and less distress had higher 
levels of natural killer cell activity. 
Lobchuk and Bokhari (2008) found 
lower levels of anxiety and depres-
sion in women with ovarian cancer 
who reported greater perceived 
support. Findings from the cur-
rent study suggest that the support 
network may, at times, add to the 
distress women experience. In this 
study, some women provided sup-
port for their own social network, 
that is, they ended up supporting 
the people who were their support 

system. Although some participants related this to their 
role as caregiver in the family, others related it to their 
personal action plans.

Study findings may inform nursing practice by 
providing insight into the perceptions of women liv-
ing with ovarian cancer. For example, one participant 
observed that nurses are “there to make sure you are 
okay” and several others credited nurses for provid-
ing information and support. Some practical nursing 
actions might include (a) normalizing difficult conver-
sations through the routine use of instruments such as 
the Distress Thermometer (NCCN, 2014) or documents 
such as The Five Wishes (http://agingwithdignity.org), 
(b) ensuring that the patient is not alone when receiving 
an unfavorable diagnosis or test results, (c) promot-
ing self-care activities and positive coping skills, (d) 
supporting efforts to identify reliable second opinions 

Knowing what I 
don’t want to know 

and not knowing 
what I want to know

Watching you  
watching me—We 

are both afraid

Talking yet not  
talking about death

Now I have to take 
care of me

Out of the blue like 
lightning

No stone left  
unturned

Authentic self

Spouse or  
significant othera

Healthcare  
provider

Friendsa Familya

a Part of the patient’s social network

Figure 2. Ovarian Cancer: Existential Assault

Note. The interactions of the different elements of the conceptual model provide a picto-
rial representation of what women experienced as distress in the form of an existential 
assault. The center circle represents the participant and the resultant authentic self who 
was personally responsible for her life choices and determining meaning and purpose for 
her life. Psychosocial interactions among and between the individuals are demonstrated 
by the outer circle that overlaps the subcategories. A bidirectional influence was noted 
on the peripheral relationships which fluctuated between close and distant positions. Fi-
nally, the hexagonal shapes represent the identified subcategories that contributed to the 
existential assault. They influence and are influenced by the authentic self and the social 
network. The lines are broken to note the fluidity of the nonlinear, multifactorial process.
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and alternative treatments, as well as clinical trials, (e) 
providing support and resources for the social network, 
and (f) increasing nurse self-awareness and listening 
skills so that unintended nonverbal communication is 
minimized.

 Finding a new normal with truth, but also hope, 
is a major task for women living with ovarian cancer 
who do not always know what they want or need, but 
also have concern for how their experience is affecting 
others around them. Because nurses are identified as 
trusted healthcare providers, they have a unique op-
portunity to support women who have been diagnosed 
with and treated for ovarian cancer, particularly when 
they are armed with information, such as has emerged 
from the reported study findings. 

Research Implications

Future studies that examine the experience for 
women living with ovarian cancer hold potential to 
further contribute to the science of nursing care and 
practice as it relates to this patient population. Several 
research suggestions resulting from the current study 
include exploration of the nurse’s role in communicat-
ing life-threatening diagnoses, supporting patient’s 
self-management and self-advocacy, and contribut-
ing opportunities to discuss difficult topics in a safe 
environment for women and their social network. In 
addition, future studies should examine the effects of 
age and development stage, disease stage and treat-
ment or recurrence, ethnicity or culture, and financial 

or occupational status on distress in women diagnosed 
with and treated for ovarian cancer. 

Conclusions

The current study provides information about the 
experience of distress from the perspective of women 
diagnosed with and treated for ovarian cancer. Par-
ticipants provided both direct and indirect answers to 
the research question with great depth and personal 
meaning. Limitations include a small sample size and 
divergence from Glaserian methodology. Adherence 
to Glaserian methodology would not have included a 
preresearch literature review, would not start with a 
research question and an interview guide, and would 
have used theoretical sampling, which may have led to 
interviews with individuals in the social network and 
healthcare providers. The proposed theory of existential 
assault emerged using constant comparative analysis 
and abstraction and conceptualization of substantive 
data. For these participants, distress was experienced 
largely within a psychological, psychosocial, and ex-
istential context. The imposed ambiguities about their 
own end-of-life expectations were further complicated 
by the experience of their social network. In summary, 
although participants were hesitant or even avoided talk 
about their own early death, it was a recurring theme 
across all interviews. An existential assault changed their 
perception of what was important and was experienced 
at the personal and relationship levels.
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Knowledge Translation 

Women and their social networks process the experience of 
ovarian cancer in a fluid and dynamic manner, taking cues 
from each other and healthcare providers when talking 
about potential unwelcome outcomes. 

At times, women found themselves providing support for 
those who were expected to be their support system. 

Support from the social network and safe opportunities for 
difficult conversations may assist women through the expe-
rience.
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