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The purposes of this study were to explore quality of life of laryngectomee and
analyze some of the associated factors which are age, marital status, educational level,
time duration since total laryngectomy, and membership in a laryngectomees’ self-
help group. The research sample consisted of 100 laryngectomees who were obtained
through the out-patient otolaryngological clinic at Ramathibodi Hospital and Rajavithi
Hospital from April to August 1999. Eligible subjects were interviewed by the
researcher with a demographic questionnaire and subjective self-rating QOL-CA
instrument of Padilla and colleagues. The time frame during which the
laryngectomees were asked to recall their quality of life was 1 week before responding
to the questionnaires. All data were analyzed by using a SPSS for Windows program.

The results showed that most of the laryngectomees had moderate to good
overall QOL. There were statistically significant differences of overall QOL, and two
subscales (psychosocial-existential well-being and physical-functional well-being)
scores between participants who were and were not members in a laryngectomees’
self-help group (p <.05). There were statistically nonsignificant differences found of
overall QOL, subscale scores between laryngectomee who had differences in age,
educational level, marital status, and time duration since total laryngectomy groups

(p > .05)

The results of this study can be used as baseline information in planning
specific nursing interventions for patients who have had a total laryngectomy.
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CHAPTER 1

INTRODUCTION

Background and rationale

Laryngeal cancer is a chronic and life-threatening disease. It consistently
occurs in men at a higher incidence rate than in women (McCorkle, et al., 1996: 784-
785). It was ranked as having the seventh highest incidence rate relative to cancer in
male patients at Ramathibodi Hospital (Tanphaichitr, Ed., 1995: 8).

Surgical and other cancer treatment modalities have the overall goal of
prolonging life for this group of patients. However, both the disease and its treatment
have some impact on physical, psychological, and social functioning (DeGraeff, et al.,
1999: 291). These impacts appear to involve the quality of their daily living.

The impact of a laryngectomy on quality of life has received relatively much
attention, with an emphasis on speech rehabilitation (Maas, 1991: 1374). Laryngeal
cancer in early stages is treated with radiotherapy or partial laryngectomy, and has less
impact on the patient’s quality of life. The most common treatment for advanced
laryngeal cancer is total laryngectomy which means removal of entire larynx, hyoid
bone, preepiglottic space, strap muscle, and two or three of the tracheal rings
(McCorkle, et al.,, 1996: 787, Haynes, 1996: 16B; Spiegel & Sataloff, 1992: 325).
After total laryngectomy, the patients are no longer able to inhale air through the upper
airway, but the windpipe must be brought out to the surface of the neck to form a
permanent opening called a stoma. When a total laryngectomy patient (or a

laryngectomee) inhales, air passes directly through the stoma into the trachea and then
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into the lungs. Removal of the larynx means that a laryngectomee will no longer have
laryngeal speech. After the operation, the patient must learn a new manner of
speaking. Patients are faced with potential impairments in eating (List, et al. 1990:
564), swallowing (Logemann, 1989: 205), breathing, and physical appearance. These
functional deficits can affect a wide array of psychosocial, emotional, physical, and
family-related roles (Weber & Reimer, 1993: 31-34). Therefore, these alterations will
most likely reduce the overall quality of life of laryngectomees.

In Thailand, the policy of the Ministry of Public Health, as spelled out in the
Eighth National Development Plan, highlights the ultimate “Health for All” and
“Quality of Life” goals to enable local people to contribute more to overall national
development. As commonly understood, the realization of the goal of “Health for All”
is not only for the sick but the entire population. Further efforts to develop an
operational definition of “quality of life” that reflects health concerns should consider
the value assigned to duration of life as modified by impairment, functional states,
perceptions and social opportunities which are influenced by disease, treatment, or
policy. Cancer patients also need to develop their individual quality of life to their
maximum potential ability, especially laryngectomees who are faced with deficits in

eating, speaking, breathing and physical appearance.

Nurses are in the position of promoting patients’ quality of life through
assisting them to recover, achieve wellness, and live with their limitations. Therefore,
they need to understand more about their patients and gather more information about
specific factors that can help nurses to develop realistic goals. This study was
conducted to explore self-perceived quality of life of laryngectomees, and the

relationships between some of their personal characteristic factors and self-perceived
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quality of life. This basic data may be used to provide specific, helpful information
for appropriate planning and implementing effective nursing interventions for patients

suffering from cancer of the larynx.

Conceptual framework

The research framework in this study is derived from reviewed literature and
research related to quality of life in cancer patients and patients with chronic illness.
Based on Padilla and colleagues conceptualization, they define quality of life as a
personal, evaluative statement summarizing the positivity or negativity of attributes
that characterize one’s psychological, physical, social, and spiritual well-being at a
point in time when health, illness and treatment condition are relevant (Padilla, et al.,
1996: 307). This definition indicates that “quality of life” is subjective and
multidimensional, and likely includes health as a relevant construct at some point in a
person’s life. For example, some people with good health may not be concerned with
their health when evaluating their quality of life, but they may focus on friendships,
financial success, and their feeling of satisfaction with life.

Quality of life

The term “quality of life” (QOL) as defined in cancer nursing literature focuses
on the degree of satisfaction with present life circumstances (Young & Longman,
1983 cited by Padilla & Grant, 1985: 46). It is viewed as a dynamic construct affected
by one’s ability to adapt at some point in that person’s life. The quality of the
patient’s survival is associated not only with her/his inherent personal strength, but
also with how well she/he manages the .side effects of cancer therapy and adjustments

to permanent changes in body image, functions, and appearance. However, a person’s
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self-evaluation of the degree to which life is worth living is based on a number of
criteria, and so “quality of life” is a multidimensional construct.

Based on this definition of quality of life, Padilla and colleagues further
clarify health-related quality of life as a four-dimensional construct of well-being.
Their model includes physical well-being and associated symptom distress,
psychological, social, and existential/spiritual well-being (Padilla, et al., 1996: 301).
Following this framework, perceived QOL was measured overall and relati;re to each
of the four dimensions including:

1) Psychosocial-existential well-being: covering concerns such as enjoying
life (fun), feeling happy, disease/treatment interference with personal
relationships, and the hope that things will improve.

2) Physical-functional well-being: encompassing factors such as feeling
useful, ability to pay attention, strength, and tiring easily.

3) Symptom distress: focusing on nutrition, appetite, eating sufficiently,
nausea distress, pain, and bow;:l patterns.

4) Attitude of worry: concerns about tangible and intangible cost, weight, and
unfinished business. |

Previous studies indicated that there is a relationship between quality of life
and a patient’s personal characteristic factors. Factors that were found to be related to
QOL were age (Padilla & Grant, 1985: 46-50, McGuirt & Davis III, 1995: 150-154,
Mor, Allen & Maureen, 1994: 2118-2127), marital status, and educational level (Long,

et al., 1996: 1086-1088).

In Thailand, there is little information available on the quality of life of

laryngectomees from a patient perspective. Thus, in this study, the researcher
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explored their quality of life and the differences of quality of life of laryngectomees
between the groups who were different in personal characteristic factors that included
age, marital status, educational level, time duration since total laryngectomy, and

membership in a laryngectomees’ self-help group.

Research questions
The following two research questions were addressed in this study:
1. What is the self-perceived quality of life of laryngectomees?
2. What are the differences in QOL of laryngectomees between the groups
who were different in age, marital status, educational level, time duration

since total laryngectomy, and membership in a laryngectomees’ self-help

group?

Research objectives
The objectives of this research study were:
1. to explore the quality of life of laryngectomees;
2. to compare the QOL of laryngectomees between the groups who were
different in age, marital status, educational level, time duration since total

laryngectomy, and membership in a laryngectomees’ self-help group.

Research hypothesis
There is a difference between laryngectomee’s quality of life scores of
participants who were different in age, marital status, educational level, time duration

since total laryngectomy groups, and membership in a laryngectomees’ self-help

group.
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Significance of the study

The result of this study can be used not only for appropriate postoperative care
planning and effective interventions, but also as a source of data with appropriate
content for patient and family counseling.

The results of this study are likely to provide specific and helpful infcrmation
for laryngeal cancer patients. Moreover, health care providers can use this information
for appropriate preoperative and postoperative planning and effective interventions

with their laryngeal cancer patients.

Assumptions of the study
For the purpose of this study, the following assumptions were made:
1. the QOL of participant laryngectomee can be assessed through self-rating
questionnaires;
2. the study subjects responded sincerely to the questionnaires and the self-
ratings were reliable.
Definition of terms
The operational definitions of the terms used in this study are as follows:
Quality of life: refers to a person’s perception of positiveness or negativeness
relative to life satisfaction in four dimensions: physical-functional well-being,
psychosocial-existential well-being, symptom distress focusing on nutrition, pain and
bowel pattern, and attitude of worry concerning tangible and intangible costs, weight,
and unfinished business. It was measured by a Quality of Life-Cancer Questionnaire

(Padilla, et al., 1996: 301-308). Higher scores indicate a better self-perceived quality

of life.
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Membership in a laryngectomees’ self-help group: refers to the status of the
laryngectomee as a member of a laryngectomees’ self-help group. The group member
should show a record of having attended and participated in-group meetings that were

originally set up in each hospital (Ramathibodi Hospital and Rajavithi Hospital).
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CHAPTER II

LITERATURE REVIEW

The literature for this study was reviewed as follows:
1. Laryngeal cancer, treatment options, and impacts of disease and treatment;
2. Concept of quality of life and quality of life of laryngectomee;

3. Different factors which are related to quality of life.

Laryngeal cancer, treatment options, and impacts of treatment

Cancer statistics 1995, collected in the Ramathibodi Cancer Register, revealed
that laryngeal cancer ranked the seventh highest in rate of incidence in male cancer
patients. It was mostly found in patients over the age of 60. The ratio between male
and female laryngeal cancer patients was 10:1 (Tanphaichitr, Ed., 1995: 8).

Cancer of the larynx is closely associated with smoking and alcohol
consumption. Its incidence is higher in people who have a history of heavy smoking
or drinking. The synergy between alcohol and tobacco results in increasing one’s risk
approximately 50 % more than if the effects of the two were simply additive (Flanders
& Rothman, 1982 cited by McCorkle, et al., 1996: 785). Increased incidence of
laryngeal cancer also occurs among persons who are exposed to asbestos, fumes, and
dust wood. Communities in which paper, chemicals, or petroleum are manufactured
show a higher incidence of laryngeal cancer (Cowles, 1983 cited by McCorkle, et al.,

1996: 786). It can also occur in people who have a family history of laryngeal cancer.
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Laryngeal cancer is a disease in which cancer cells are found in the tissues of
the larynx. The larynx is a short passageway shaped like a triangle that is below the
pharynx in the neck. It contains the vocal cords, which vibrate and make sound. The
most common type of laryngeal cancer is known as squamous cell carcinoma (SCCA).
It can originate in any region of the larynx: the glottis (the middle part of the larynx
where the true vocal cords are), the supraglottis (the area above the cords and located
below the base of tongue), and the subglottis (the area below the true vocal cord).

The TNM classification system, defined by the American Joint Committee on
Cancer (AJCC), is used for staging cancer sites (Beahrs, Henson, Hutter & Kennedy,
1992: 25-54). The patient’s T classification determines the treatment strategies as
follows (Euswart, 1995: 437-440); T). the cancer is only in the area where it started
and has not spread to lymph nodes in the area or to other parts of the body, and the
vocal cords can move normally; T,. the cancer is only in the larynx and has not spread
to lymph nodes in the area or to other parts of body. The vocal cords may or may not
be able to move normally; Tjs. the cancer has not spread outside of the larynx, but the
vocal cords cannot move nonﬁally; T,. the cancer has spread to tissues around the
larynx, such as the pharynx or the tissues out of larynx.

In cancer of the larynx, definitions of the early stages depend on where the
cancer started. Stages of cancer are defined as early stage (stages I and II) and late
stage (stages III and IV). Vocal fixation, clinically evident cervical node metastasis,
or both separate early stages from the late stages (Silver & Moisa, 1990 cited by

McCorkle, et al., 1996: 787).
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Treatment options

Treatment options for cancer of the larynx are usually determined jointly by
the otolaryngologist and the patient. It depends on the size of the tumor and a number
of factors. Among these are the exact location and size of the tumor and whether the
cancer has spread. To develop a treatment plan to fit each patient’s needs, the doctor
also considers the patient’s age, general health, and the potential benefits of the
treatment.

Cancer of larynx is usually treated with radiotherapy or surgery. These are the
two types of local therapy, which affect cancer cells only in the treated area. Some
patients may receive chemotherapy, called systemic therapy, meaning that drugs travel
through the bloodstream (National Cancer Institute, 1993: 10; Lefebvre, 1998: 392).

Surgery is a type of local therapy. Laryngectomy is a broad term used for
surgical removal of the larynx. Laryngectomy procedures may also be done as partial
procedures. :

Partial laryngectomy procedures have been called “conservation
laryngectomy”. They are designed to retain as much of the laryngeal structure as
possible without compromising oncological safety. The goal of this procedure is to
maintain the capacity of the laryngeal valve for purposes of respiratory, phonatory,
and sphincteric function. Some of these procedures have been called cordectomy,
hemilaryngectomy, which try to maintain a functional larynx without permanent
tracheostomy (Lefebvre, 1998: 391). The patient is able to resume regular oral intake

after a 2 to 3 weeks postoperatively period (Rademaker, et al.,, 1993 cited by

Logemann, 1994: 361).
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Total laryngectomy involves the surgical removal of the entire laryngeal
ﬁ'amework in the region from the hyoid bone to the upper rings of the trachea, and the
stoma is permanent. The postoperative patient is called a “laryngectomee”, and she/he
breathes through the stoma and must learn to speak in a new way.

Radiotherapy is a type of local therapy that uses high-energy rays to damage
cancer cells and stop them from growing. In most centers, radiotherapy represents the
initial treatment for T, and T lesions, with surgery reserved for use if radiation fails to
control the cancer growth. The expected advantages of radiotherapy instead of
surgical intervention are a better quality of voice, major surgery is avoided, and it is
less costly (McCorkle, et al., 1996: 787).

Radiotherapy may be combined with surgery; it can be used to shrink a large
tumor before surgery or to destroy cancer cells that may remain in the area after
surgery. In addition, radiation therapy may be used for tumors that can’t be removed
with surgery. If a tumor grows back after surgery, it is generally treated with
radiation.

Generally, treatment of T3 and T, patients combines total laryngectomy with
postoperative irradiation. The usual time period for starting postoperative irradiation
is within 6 weeks (Cutright, 1992: 506), which tends to reduce local and regional
recurrence compared with a longer time interval (Ampil, Buechter, Baiirnsfather &
Shockley, 1993 cited by McCorkle, et al., 1996: 787). Radiation therapy is usually
given 5 days a week, for 6-week period.

Chemotherapy is the use of drugs to kill cancer cells. In some cases,
anticancer drugs are given to shrink a large tumor before the patient has radiation

therapy or surgery and it can be used after surgery too. Moreover, chemotherapy may
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be used for advanced cancers. Anticancer drugs to combat laryngeal cancer are
usually given by direct injection into the patient’s bloodstream.

Impacts of disease and treatment

The treatments applied to laryngeal cancer are very powerful. But, it is
difficult to limit the effects of therapy, so that while the cancer cells are removed or
destroyed, healthy cells also may be damaged.

The potential impacts depend mainly on the type and extent of treatment.
After a total laryngectomy, the patient has lost the ability to produce normal voice or
to live a normal life (Deleyiannis, et al., 1999: 319). Voice changes require
rehabilitation, which may involve the use of an artificial larynx, esophageal voice,
and/or surgical prosthetic voice restoration, usually a tracheoesophageal puncture
technique. Currently, the most frequent pattern of rehabilitation is the immediate
introduction of an artificial larynx postoperatively (Logemann, 1994: 361). The
patient will also experience some minor changes in swallowing postoperatively,
including some perceived increase in lingual effort (Logemann, 1989: 205).

In Junhavat and colleague’s study (1990: 107) of the characteristics of the
patients with carcinoma of the larynx and their adaptation after total laryngectomy,
they found that patients had the greatest difficulty with communication problems

(40%), speech rehabilitation problems (10%), and stoma care and social contacts

(10%), respectively.

Communication problem
The removal of a patient’s larynx leads to a loss in one of the most vital and
unique human functions, which results in a considerably hindered ability to

communicate, inability to sing, whistle, make quick verbal retorts, and laugh. Speech
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without a larynx is often intelligible after a postoperative patient chooses to use
esophageal speech, an electrolarynx, or a tracheoesophgeal puncture (TEP).

Clement and colleague’s study (1997: 493-496) demonstrated that
laryngectomees who used esophageal speech self-rated their own speech as
significantly better than patients who used other methods and most likely had an
overall superior quality of life.

Although loss of speech is an obviously disabling condition and a
laryngectomee is disfigured, only a minority of patients ranked speech as the most
important factor in their QOL (Morton, 1997: 243-250). Also, Deleyiannis and
colleague’s (1999: 323), confirmed that functional limitations do not necessarily

translate into a worsening of overall QOL.

Stoma problems

After total laryngectomy, the patient could no longer inhale air through the
upper airway, and the windpipe must be brought out through the neck to form a
permanent opening called a stoma. All laryngectomees must be able to care for the
stoma and to use a stoma cover for appearance in public and to prevent inhalation of -
small particles. In addition, the patient may feel very uncomfortable in social
surroundings because of the physical appearance of the stoma. Other restrictions
include prohibition of swimming or journey by a boat. Currently, they have special

instruction and equipment available such as swimming aids, shower shields or collars.

Psychosocial problems
A laryngectomee has lost her/his voice, sense of smell, ability to taste, and

ability to make loud sounds from laughing or crying. In addition, a patient’s
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femininity or masculinity may be reduced because of poor body image, low self-
esteem and low self-confidence. Harwood and Rawlinson (1983: 335-338) found that
approximately one-half of laryngectomized patients surveyed were unable to leave the
house, lost their jobs, and became socially withdrawn. Jay (1991: 934-938) also
reported that 45% of laryngectomized patients surveyed felt that their sociai

acceptability was reduced.

Pain
A laryngectomized patient who has undergone radical neck dissection may
have stiff shoulders as the result of inability to move the joint. They complained most

bitterly of shoulder pain rather than limited motion (Terrell, et al., 1997: 1125-1132).

Swallowing problems

After total laryngectomy, patients do increase lingual pressures to compensate
for the absence of a larynx and reduced pharyngeal wall function (McConnel, et al.,
1986: 4). List and colleague (1997: 493-496) reported that approximately half of the
laryngectomees surveyed were unable to eat solid foods or to eat out with others for 6
months after surgery.

Currently, impacts on a laryngectomee relative to both the disease and the
treatment effects, e.g. impaired critical functions as speech, swallowing, and breathing
were considered to be a part of planning and the treatment options (Logemann, 1994:
359). A realistic nursing goal should not be concerned only with patients’ survival
and decreased mortality, but also with the patient’s perception or quality of life

(Hanucharurnkul, 1988: 2).
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Concept of quality of life

The term “quality of life” (QOL) is abstract and difficult to define. QOL has
been defined as “an individual’s perception of their position in life in the context of
the culture and value systems in which they live, and in relation to their goals,
expectations, standards and concerns.” (The Division of Mental Health of the World
Health Organization, 1993 cited by Padilla, et al., 1996: 301).

There are various definitions of quality of life in the literature. Young and
Longman (1983: 220) defined QOL as “the degree of satisfaction with perceived
present life circumstances”. These indices of QOL are likely to fluctuate in
importance as changes occur in health status. Consistently, Engquist and colleagues
(1979 cited by Padilla, et al., 1983: 118) viewed QOL as a dynamic construct with
changing values over an individual’s lifetime. '

Ferrans (1990: 15) defined QOL as “a person’s sense of well-being that stems
from satisfaction or dissatisfaction with the areas of life that are important to him/her”.
This definition addresses the fact that people’s values cause various aspects of life to
have a varying impact on their overall QOL.

Grant and colleague (1990: 260) defined QOL as “a broad concept
encompassing an extensive range of physical and psychological characteristics and
limitations that describe an individual’s ability to function and to derive satisfaction in
doing so”.

Padilla and colleagues define quality of life as “a personal, evaluative
statement summarizing the positivity or negativity of attributes that characterize one’s
psychological, physical, social, and spiritual well-being at a point in time when health,

illness and treatment coundition are relevant (Padilla, et al., 1996: 307)”. This
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definition indicates that quality of life is a subjective multidimensional evaluation, that
likely includes health as a relevant construct at some point in a person’s life.
Consistently, Aaronson (1988: 71) viewed QOL is “a multidimensional construct
composed of functional status, disease-related and treatment-related symptoms,
psychological functioning, and social functioning™.

The distinctive differences in defining the multifaceted concept of QOL are
reflected in a variety of definitions and dimensions that Nantachaipan (1996: 34) has
summarized as the important characteristics of quality of life:

1. QOL is viewed as a personal experience, an individual’s perception of a
sense of well-being. Assessment of QOL requires input from patients to ensure that
the patients’ perceptions are inclusive and accurate.

2. QOL is related to the process of interaction between one’s personal life and
external environment

3. QOL is viewed as a complex and multidimensional concept which
encompasses physical, psvchological, social, and spiritual dimensions.

4, QOL is viewed as a dynamic construct affected by one’s ability to adapt
during that individual’s lifetime.

5. QOL is related to health status by referring to the impact of health
conditions on the ability to function.

Quality of life in cancer patients

Quality of life in cancer patients is defined as a personal, evaluative statement
summarizing the positivity or negativity of attributes that characterize one’s
psych(;logical, physical, social, and spiritual well-being at a point in time when health,

illness and treatment condition are relevant (Padilla, et al., 1996: 307). Based on the
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definition of QOL in WHO (1993), Padilla and colleagues (1996: 307) addressed the
fact that people’s values cause various aspects of life to have varying impact on their
quality of life. This implies that the rating must be a personal perception of well-being
which reflects physical, psychological, social well-being, patient satisfaction with
levels of functioning, and the control of disease and/or treatment-related symptoms.
Prior literature on studies the QOL of patients with cancer of the head and
neck. Drettner & Ahlbom (1983: 307-314) studied the QOL of patients with cancer of
the head and neck found that patients with a poor prognosis had a poor state of health
and low quality of life. Moreover, patients with a considerable postoperative handicap
reported a comparatively good health status because they adjusted themselves to a new
situation after the operation, and were satisfied to be left with a handicap because they
survived. Furthermore, Bjordal & Kaasa (1995: 592-597) found a high prevalence of
psychological distress in head and neck cancer patients 7 to 11 years after curative
treatment and a high level of treatment-related side-effects such as swallowing

problems and reduced QOL.

In Thailand, Hanucharunkul (1988) and Takviriyanun (1991) studied the QOL
of head and neck cancer patients while receiving and after the completion of
radiotherapy. They found that quality of life after the completion of radiotherapy was
reported to be better than while receiving radiotherapy. Head and neck cancer patients

in these studies included laryngectomees.

Quality of life of laryngectomee
A review of the literature relating to the QOL status of laryngectomee showed

limited of quality of life research studies in Thailand which directly assessed quality of
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life of Thai laryngectomees. In other countries, research was reported on the impact of
treatment on quality of life. For example, List and colleagues (1996: 1-10) studied
QOL over a 6 month period in laryngeal cancer patients divided into 3 treatment
groups: group 1 total laryngectomy; group 2 hemilaryngectomy; and group 3
radiotherapy only. Their results showed that the QOL scores of laryngeal cancer
patients in the total laryngectomy group were the lowest scores and statistically
nonsignificant relative to treatment group. DeSanto and colleagues (1995: 763-769)
reported on QOL after surgical treatment for cancer of the larynx. The researchers
stated that most of laryngectomees were older persons near retirement age. They
found that 60% in the total laryngectomy group reported that the operation had either
no impact, or slight impact on their ability to perform their work. Furthermore, Long
and colleagues (1996: 1084-1088) reported that the quality of life of patients with
cancer of the larynx was better than patients with cancer of the oral cavity.

“Quality of life” is an appropriate outcome for evaluating the impact of cancer
nursing because it is concerned not only with the patient’s survival and decreased
morbidity, but also with the patient’s responses to the disease and treatment. A
person’s evaluation of the degree to which life is worth living is based on a number of
criteria (Padilla & Grant, 1985: 47). Thus, if an instrument is to measure quality of

life in cancer patients accurately, it must assess a person’s subjective sense of well-

being within a multidimensional construct.

Quality of life instrument
Choices of the instrument for assessment of QOL depend on the goal of the
research, and some have a broader concept of QOL (Frank-Stromborg, 1988: 92; Cella

& Tulsky, 1991: 10). Padilla and colleagues (Padilla, et al., 1996: 307), defined
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quality of life as a personal, evaluative statement summarizing the positivity or
negativity of attributes that charactgrize one’s psychological, physical, social, and
spiritual well-being at a point in time when health, illness and treatment condition are
relevant. Since this definition indicates that “quality of life” is subjective and
multidimensional, its measurement must include the patient’s perspective and be
sensitive to changes over time.

The Quality of Life-Cancer scale (QOL-CA scale) is a subjective scale
yielding quantitative data and measures four dimensions: psychosocial existential
well-being, physical functional well-being, symptom distress, and worry (Padilla, et
al., 1996: 301-308). The QOL-CA scale includes the following dimensions:

1. The psychosocial existential well-being dimension included items on:
enjoying life (fun), feeling happy, satisfaction, and general quality of life. It included
psychosocial adjustment items related to disease/treatment, sufficient affection
given/received, disease/treatment interferes with personal relationships, and existential
items (discouraged.. life not worth living, worried about outcome of
disease/treatment, and hopeful things will improve), and sufficient sleep.

| 2. The physical functional well-being dimension included items on: feeling
useful, doing things you like, ability to pay attention, strength, and tire easily.
Additionally, items related to function were ability to care for personal needs, ability
to get around, and satisfaction with appearance.

3. The symptom distress dimension focused on nutrition items: appetite, eat
sufficiently, nausea distress, vomiting distress, and pain distress. Also, it includes

items pertaining to taste change, amount of pain, and bowel patterns.
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4, The attitude of worry dimensioq included items on: worry about cost,
weight, and unfinished business.

Thus, the Quality of Life-Cancer scale (QOL-CA scale) is a multidimensional,
single-scale, subjective, self-evaluation instrument which views quality of life as a
broad concept. It is subjective so that it is measured QOL from the patient’s

perspective.

Different factors which are related to quality of life

A person’s evaluation of the degree to which life is worth living is based on a
number of criteria (Padilla & Grant, 1985: 46). These factors may include personal
characteristics such as age, diagnosis characteristics such as the stage of cancer, and
treatment characteristics such as length of time after surgery (Padilla & Grant, 1985:
53-55).

For this study, the researcher explored the surveyed laryngectomees’ quality of
life and the differences in quality of life of laryngectomees between the groups who
were different in personal characteristic factors that included age, marital status,
educational level, time duration since total laryngectomy, and membership in a

laryngectomees’ self-help group.

Age

A patient’s age indicates maturity and experience of the individual. Personal
maturation and organic, psychic, and intellectual functioning vary within the period of
the human life cycle. Older patients tend to be able to use e.xperience for problem

solving better than younger patients. A study by Greimel and colleagues (1997: 251-
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255) reported nonsignificant differences relative to age in the surveyed QOL-CA
scores. These results suggested that increasing age does not appear to significantly
diminish physical outcome for adult cancer patients. However, the findings revealed
age differences for specific impairments related to disease and treatment. Older
patients reported significantly more cancer-related limitations than younger patients
did. Similarly, Padilla & Grant (1985: 45-60) studied the QOL of patients with cancer
and reported that there was nonsignificant correlation between age and physical well-
being. Furthermore, the elderly undergo changes in structure and functioning of the
body from having chronic illnesses, which cause complications and difficulties in

recovering from these illnesses (Yamvong, 1995: 1)

Marital status

Marital status is an index of social support. Long and colleagues (1996: 1084-
1088) found that the married patients with head and neck cancer had significantly
higher QOL scores than patients living alone. This finding was related to marital
status, which suggested that married patients received added support or pressure from
their spouses to go out in public. In Goldberg’s study (1975 cited by Maas, 1991:
1374) marital status was found to have a significant effect on speech rehabilitation. If
a laryngectomee is married and/or has family or close friends, this will increase the

need to speak and has a positive effect on speech rehabilitation.

Educational level
Education contributes to the development of knowledge and problem solving
skills in decision-making (Jalowice & Power, 1981: 10-11). The study by

Panawatanakul (1991: 33) found that years of education was positively correlated with
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QOL in elderly persons. Similarly, Hanucharunkul (1988: 142) studied QOL in cancer
patients receiving radiotherapy in Thailand and found that the higher educational-level
patients had more knowledge and ability to seek health information and resources for
self-care. In contrast, Long and colleagues (1996: 1084-1088) studied the factors
related to QOL in 50 patients with head and neck cancer and reported nonsignificant

differences of QOL scores between patients who were differences in educational level

groups.

Time duration since total laryngectomy

Health problems are an important factors that indirectly affects quality of life
(Hanucharunkul, 1994: 27). If a person has the ability to learn from life experiences to
adjust to disease/treatment for a long-term period, than appropriate problem-solving
has a positive effect on quality of life. Dirksen (1989: 939) studied the perceived well-
being in malignant survivors and found that chronic illness or time of admission was
negatively éorrelation with quality of life. In contrast, Long and colleagues (1996:
1084-1088) studied the factors related to QOL in 50 paﬁents with head and neck

cancer and reported that time since surgery was not significantly related to QOL

SCOrcs.

Membership in a laryngectomees’ self-help group

A self-help group was one type of social support system which was organized
for the patient to share their feelings, experiences, and support each other (Junhavat,
1996: 286). Junhavat and colleagues studied (1993:101) reported the benefits fro;n
joining a self-help group for head and neck cancer patients receiving radiotherapy.

Most of them reported that they were not alone, and they had other people to share
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their feelings and experiences with which gave them hope and motivation to live.
Aimmak (1994: 60) studied the self-help groups for post-mastectomy patients
receiving chemotherapy and found that, after participating in 3 sessions of the self-

help group conference, significantly higher quality of life scores were reported than

before participating in the self-help group.

Summary

A review of QOL studies of laryngectomees in Thailand revealed that several
researchers had focused either on head and neck in-clinic cancer patients, or those who
received outpatient radiotherapy later. However, there appears to be very little if any
literature which specifically focused on a study of laryngectomee QOL. Although few
somewhat related studies had been conducted in other countries, they were limited in

scope and could only provide questionable generalization to Thai culture and society.
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CHAPTER III

MATERIALS AND METHODS

The purposes of this descriptive study were to explore the self-perceived
quality of life of laryngectomees and the differences in QOL of laryngectomees
between the groups who were different in age, marital status, educational level, time

duration since total laryngectomy, and membership in a laryngectomees’ self-help

group.

Population and samples

The target populations of this study were all laryngectomees who were patients
at the Otolaryngological Clinic at Ramathibodi Hospital and Rajavithi Hospital. These
patients visited an outpatient clinic for regular checkups from April to August 1999.
An appropriate sample size was calculated to be 25 percent (Krannasutra, 1981: 12) of
334 laryngectomees from those two hospitals. Therefore, the proper sample size was
calculated to be about 85 laryngectomees. The subjects included in this study were
100 laryngectomees sampled from the target populations.

The inclusion criteria for the purposive samples in this study were: a)
laryngectomees who had undergone total laryngectomy 6 months ago and longer, and
definitive radiation treatment over 3 months; b) understood the Thai language and was

able to complete the quality of life questionnaire by herself/himself, and c) was willing

to participate in this study.
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Setting

The settings for this study were the otolaryngological outpatient clinics at
Ramathibodi Hospital and Rajavithi Hospital. They provide services for ear, nose,
throat patients, including laryngectomees, Monday-Friday from 8.00 am to 4.00 pm.
Otolaryngological physicians, a clinical nurse specialist, and registered nurses operate
the clinics. During the patients’ wait for checkup by a physician, they might receive
suggestions on individual health problems. There is a self-help group for
laryngectomees in each clinic. The group meeting at Ramathibodi Hospital is set on
the third Wednesday of each month, and at Rajavithi is held every Tuesday. At each
meeting, the group members come together for mutual assistance by sharing their
experiences in dealing with illness, discussions of common feelings, and providing
material assistance as well as emotional support. Every laryngectomized patient can

freely attend or register to be a group membership.

Instruments

The instruments used in this study were two questionnaires: a demographic
data form and the Quality of Life Questionnaire (see Appendix A).

1. A Demographic Data Form

A demographic questionnaire was developed by the researcher to describe the
characteristics of the laryngectomee. It included: a) general information about the
patient’s gender, age, marital status, education level, current occupation, family
income per month, way of treatment payment, the most frequent method of
communication used, membership in a laryngectomees’ self-help group, b) medical
information regarding disease, cancer staging, operation date, treatment, and

concomitant therapy.
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2. The Quality of Life Questionnaire

The Quality of Life Questionnaire is a self-rating instrument of well-being for
persons with cancer. It was designed to be personal, subjective evaluation of
psychosocial existential, physical-functional well-being, symptom distress, and
attitude of worry. It consists of 30 items with four subscales. Four psychological
well-being items, three psychosocial items, and eleven existential items are contained
in subscalel. Subscale2 contains eight items concerned with physical-functional well-
being. Subscale3 contains eight items relative to symptom distress, focusing on
nutrition, distress from pain, and bowel patterns. The last subscale consists of 3 items
relative to attitudes of worry about cost, weight, and unfinished business.

Over the past 20 years, Padilla, and colleagues developed the original Quality
of Life—Cancer scale (QOL-CA scale). The scale was developed from a very brief
instrument that was pilot tested between 1979-1981 (Presant, et al., 1981: 26-30). The
next questionnaire, called the Quality of Life Index (QLI), consisted of 14 items tested
in 1983 (Padilla, et al., 1983: 117-126). In 1989, Ferrell and colleagues (Ferrell, et al.,
1989: 2321-2327) expanded the questionnaire to 28 items, called it the City of Hope
Medical Center Quality of Life Survey, and tested it with cancer patients who
experienced pain. Padilla and colleagues (Padilla, et al., 1996: 301-308) distinguished
their instrument from the Ferrans and Powers QLI (1985), and Spitzer’s QL-Index
(1981). They changed the name of their instrument to the Multidimensional Quality of
Life Scale (MQOLS). Recently, the name was simplified to the QOL-CA scale, and it
was tested with 227 home care cancer patients (Padilla, et al., 1996: 301-308). For
this group of patients, the Cronbach alpha relative to the total scale was .91, to the

psychosocial existential well-being subscale was .88, to the physical-functional well-
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being subscale was .80, to the symptom distress nutrition subscale was .77, to the
symptom distress pain/bowel pattern subscale was .68, and to the attitude of wOorTy
subscale was .52. Construct validity of the questionnaires was verified by factor
analysis, which showed that the subscales of the nutrition and pain/bowel patterns
could be combined into one symptom distress subscale with a Cronbach’s alpha
coefficient of .77. The content validity of the questionnaire was determined after a
content analysis of patient responses to questions about quality of life (Padilla, et al.,

1990: 108-115).

In this study, the researcher was given permission to use the QOL-CA scale by
the developers (see Appendix B). It was translated into Thai, and the measurement
scale response mode was changed to a 0 to 10 scale with a notched and numbered line.
The revised scale replaced the current smooth and unnumbered 10-cm linear scales
anchored at each end with an extreme positive or negative rating. This change was
required to facilitate subject response by providing more intervals along the scale.
Also, each interval was numbered for analysis purposes. Participants were asked to
mark at any point of the line that indicated their feeling. A ruler is then used to
measure the distance between the left end of the line and the participant’s mark. This
measure is the score of the response. The validity of the QOL-CA scale in the Thai
version was examined by four experts (see Appendix C): one nursing expert who has
studied about quality of life, two nursing experts in caring for head and neck cancer
patients, and one otolaryngologist. They were also asked to evaluate the content
validity. Item corrections were made at their suggestion. Aﬁerwards, the reliability of
the QOL-CA was assessed by using a pilot study group of 10 laryngectomees who

were consistent with the inclusion criteria. The Cronbach’s alpha coefficient of the
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total scale was .92; “psychosocial existential well being” was .73; “physical-functional
well-being” was .81; “symptom distress nutrition/pain/bowel pattern was .81; “attitude
of worry” was .52.

The QOL-CA Questionnaire used to measure the quality of life contained 30
total items. Items 1,2, 5, 6, 7, 9, 12, 13, 14, 16, 17, 18, 20, 21, 22, 23, 28, 29 were
scored from left (0) to right (10) using 10-cm lines. Items 3, 4, 8, 10, 11, 15, 19, 24,
25, 26, 27, 30 were scored from right (0) to left (10). An alternative scheme was to
score all items from left (0) to right (10), and then subtract from 10 the score for items
addressing poor quality of life responses on the right. The zero end of the scale
indicated the poorest QOL outcome, while the 10 end indicated the best QOL
outcome. The total possible raw scores ranged from 0-300. Possible raw scores of the
four subscales were: “psychosocial existential well-being” from 0-110; “physical
functional well-being” from 0-80; “symptom distress nutrition/pain/bowel] pattern”
from 0-80; “attitude of worry” from 0-30. QOL total or subscale scores were obtained
by summation of item scores, and dividing by the total number of items in the scale,
yielding the arithmetic mean score for each category. The range of scores possible for
both the total and subscale scores was 0 to 10. Low scores indicated poor quality of

life and high scores indicated good quality of life.

Protection of human subjects

All eligible subjects were asked to participate in the study. The researcher
explained the purpose of the study, the data collection process, type of questionnaires,
length of time for completing the questionnaires, and the subjects’ right to participate
or not at the beginning or at any time thereafter. Their answers were not judged to be

right or wrong, but they were simply a reflection of their feeling. Participants could
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refuse to participate and their decision would have no effect on their treatment or care.
The subjects who agreed to participate were informed and assured that the data would

be kept confidential and reported only as group data. (see Appendix D)

Data collection
Data collection began after permission was obtained from the Faculty of
- Graduate Studies, Mahidol University, according to the following steps:

1. Asking for permission to collect data by submitting the appropriate
document from the Faculty of Graduate Studies, Mahidol University, to the directors
of Ramathibodi Hospital and Rajavithi Hospital.

2. Chart reviews were conducted and screenings for eligible subjects were
based on the inclusion criteria.

3. All eligible subjects were approached and, before the data had been
collected, the researcher explained the study objectives, the data collection process,
and the subjects’ right (see Appendix D) to make their own decision to participate or
not participate in this study.

4. The subjects who volunteered to participate were asked to complete the
questionnaires from the researcher: the Demographic Data form, and the QOL-CA
questionnaire. The data collection process was conducted at a suitable and convenient
place for subjective self-evaluation, and care was taken to avoid any ratings on the
Quality of Life scales by either the caregiver or a family member. Medical information
was gathered by chart reviews conducted by the researcher.

5. In the case of subjects who were unable to read, they were asked to

complete the questionnaire after the researcher had read the QOL-CA questionnaire 2
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times. Care was taken to avoid giving them more information than the other subjects

who could read themselves.

Data analysis

Data was analyzed by using a SPSS 8.0 for Windows statistical processing
program:

1. Continuous demographic data was analyzed by using descriptive statistics:
percentage, mean, and standard deviation. Categorical demographic data was
analyzed by percentage.

2. The quality of life scores were analyzed using descriptive statistics: mean,
standard deviation, and minimum and maximum of total scores, scores for each
subscale and scores each instrument item.

3. Two-independent sample t-tests were performed to compare mean scores of
the total and the subscales of quality of life between subjects who had different
personal characteristic factors; age, educational level, marital status, and membership
in a laryngectomees’ self-help group.

4, A one-way ANOVA was performed to compare the mean scores of the total
and the subscales of quality of life according to the time duration since total

laryngectomy.
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CHAPTER IV

RESULTS

The findings of the study are presented in this chapter. The sample of the
study is described. The results of data analysis are presented in three parts; the
demographic and medical characteristics of the samples; the self-perceived quality of
life of the laryngectomees; and the differences in QOL of the laryngectomees between
the groups who were difference in age, marital status, educational level, time duration

since total laryngectomy, and membership in a laryngectomees’ self-help group.

Description of the population

| The total population of this study consisted of 100 laryngectomees who were
follow-up patients at out-patient clinics at Ramathibodi Hospital and Rajavithi
Hospital from April 1999 to August 1999. One hundred laryngectomees were
included in this study; 89 were obtained from Ramathibodi Hospital and 11 were
obtained from Rajavithi Hospital. Forty-two subjects completed the questionnaires by
themselves, and the remainder were qnable to read but were able to rate the scales by
themselves. For this latter group, each of the items was read to them twice by the
researcher before the self-rating began. Each of the laryngectomees took about 20 —

30 minutes to complete the questionnaire.
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Demographic and medical characteristics of the samples

One hundred laryngectomees were included in this study. As described in
Table 1, the majority of them were male (88%), and married (79%). Their mean age
was 64.07 years (SD = 11.35, range = 19 — 89 years), with 69% of them over 60 years
of age. Primary school (Pratumsuksa) education was predominant (56%). Primary
occupational backgrounds before the laryngectomy were merchants (35%), and
agriculture (24%). After the laryngectomy, half were unemployed (50%). The
poorest group of subjects had an average family income per month of less than 5,000
Baht (43%). Relative to medical expenses, 51% received total reimbursement and
40% were totally self-pay.

Most of the subjects (53%) used mouthing words combined with hand and
facial gesturing as their main method of communication, and 25% used an
electrolarynx. And 43% were members of a laryngectomees’ self-help group.

The majority of the subjects in this study were in a late stage of cancer; 34%
were in stage III and 38% were in stage IV. Most of them (86%) had undergone
concomitant total laryngectomy and radiotherapy. The time duration since their total
laryngectomy varied from 6 months to 213 months, with a mean of 52.01 (SD = 42.25)

months.
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Tablel. Demographic characteristics of the samples (n=100).

Characteristics

% M Mdn SD Range
Gender
Male 88.0
Female 12.0
Age (years) 64.07 64.50 1135 19-89
< 60 years 31.0
> 60 years 69.0
Marital status
Single 4.0
Married 79.0
Widowed/Divorced/Separated 17.0
Educational background (years) 546 429 407 0-17
No formal learning 12.0
Primary school ( 1 - 6 years ) 56.0
Secondary school (>6 — 12 years ) 23.0
Diploma/Certificate (>12 — 15 years ) 3.0
Bachelor’s degree and higher (>12 years) 6.0
Occupational background
Government/partial government officer 18.0
Merchant 35.0
Student 1.0
Employee 15.0
Agriculture 24.0
Retire/ Unemployed 7.0
Current occupational status
Employed (postoperative) 50.0
Changed occupation 9.0
Same occupation 410
Unemployed 50.0
Income (Baht / month)
< 5,000 43.0
5,001 -10,000 23.0
10,001 - 15,000 10.0
15,001 —20,000 12.0
> 20,000 12.0
45457 1 iagb¥3b¥x
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Tablel. Demographic characteristics of the samples (n=100)(continued).

Characteristics

%

M Mdn SD Range

Medical expenses.
Total self-pay
Total reimbursement
Partial reimbursement
Social service

Main method of communication.
Mouthing words
Electrolarynx
Writing
Esophageal speech
Voice prosthesis

40.0
51.0
5.0
4.0

53.0
25.0
5.0
16.0
1.0

Member of a laryngectomees’ self-help group.

No
Yes
Stage of cancer.
Stage I
Stage I
Stage III
Stage IV

Concomitant treatment.
Surgery alone
Radiotherapy

Time duration since total laryngectomy
6 - 12 months
> 13 - 36 months
> 37 months

57.0
43.0

1.0
27.0
34.0
38.0

14.0
86.0

19.0
25.0
56.0

52.01 44.50 4225 6-213
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Research question 1: “ what is the self-perceived quality of life of laryngectomees?”
In response to the first purpose of this research study, “to explore the quality of
life of laryngectomees”, Table 2 contains the measured QOL-CA scores. The overall
QOL-CA scores were distributed within a range from 56 to 287 (mean of total scores
=216.20, S.D. = 35.25), and the distribution had a negative skew (skewness = -.852).
The QOL scores on each subscale were also reported. They represented a relatively
wide range of scores from low to very high on all four subscales. The mean scores of
subscales psychosocial-existential well-being, physical-functional well-being,
-symptom distress: nutrition/pain/bowel pattern, and attitude of worry were 77.03,

58.30, 61.30, and 19.56, respectively.

Table 2 Mean, standard deviation, range of the QOL-CA scores of the
laryngectomees (n=100).

QOL-CA Min - Max M SD.

Possible Actual
Psychosocial-existential well being 0—110  32.50 - 104.50 77.03 13.98

Physical- functional well being 0- 8  10.00- 77.50 5830 11.50
Symptom distress 0- 8  10.00- 77.50 6130 11.27
Attitude of worry 0- 30 3.00 - 30.00 19.56 6.38

Overall 0-300 56.00-287.00 21620 35.25
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The mean scores of QOL-CA by questionnaire item are contained in Table 3.
All items were transposed for analysis such that the anchors represent 0 as the worst
outcome and 10 as the best outcome (Range 0-10). The table lists items in descending
order from the lowest to the highest for each subscale item, thus depicting the areas of
-the worst to the best aspects of quality of life in the laryngectomees sample.
Results showed tﬁat the best overall outcome (relative to a maximum score of
10.0) was in the subscale of “symptom distress: nutrition/pain/bowel pattern” (mean =
7.66), followed by “physical-functional well-being” (mean = 7.29), and “psychosocial-
existential well-being” (mean = 7.00). The worst outcome was in the subscale of
“attitude of worry” (mean = 6.52). The overall quality of life mean score was = 7.21.
The lowest item mean scores were in the items of “disease interferes with
personal relationship” (mean = 5:23), “tire easily” (mean = 5.35), “worry about cost”
(mean = 5.69), “enjoy life” (mean = 6.61), and “worry about outcome of disease”
(mean = 6.71), respectively. Items in the highest range of the scales which indicated
positive outcomes were “vomit distress” (mean = 9.19), “nausea distress” (mean =
9.10), “able to care for personal needs” (mean = 8.79), “sufficient affection

given/received” (mean = 8.08), and “do things you like” (mean =8.06).



Fac. of Grad. Studies, Mahidol Univ. M.N.S. (Adult Nursing) / 37

Table3 Mean, standard deviation, and range of each item of the QOL-CA
scores of laryngectomees (n=100) (Range 0 - 10).

QOL-CA (Item) Mean S.D. Min - Max
Total psychosocial-existential well-being 7.00 1.27 2.95- 950
Disease interferes with personal relationship  5.23 3.07 0.40-10.00
Enjoy life (fun) 6.61 2.07 0.20-10.00
Worried about outcome of disease 6.71 335 0.50-10.00
Discouraged. ... life not worthwhile. 6.77 3.04 0.40-10.00
Hopeful things will improve 7.05 235 0.50-10.00
Good quality of life 7.09 1.90 0.50-10.00
Feel happy 7.19 1.97 0.50-10.00
Have satisfying life 7.19 226 0.50-10.00
Adjust to disease/treatment 7.36 1.59 0.50-10.00
Sufficient sleep 1.75 191 0.50-10.00
Sufficient affection given/received 8.08 1.67 3.40-10.00
Total physical-functional well-being 7.29 144 1.25- 9.69
Tire easily 5.35 2.87 0.50-10.00
Feel useful 6.76 244 0.40-10.00
Strength 7.12 2.28 0.40-10.00
Satisfied with appearance 7.14 224 0.30-10.00
Able to pay attention 7.36 201 0.50-10.00
Able to get around 7.72 227 0.50-10.00
Do thing you like 8.06 1.88 0.40-10.00
Able to care for personal needs 8.79 1.53 0.50-10.00
Total symptom distress: nutrition/pain/bowel 7.66 141 1.25- 9.69
Distress from pain 6.69 3.31 0.00-10.00
Taste change 6.87 2.73 0.50-10.00
How much pain? : 6.88 3.22 0.00-10.00
Bowel Pattern 7.43 2.73 0.20-10.00
Eat sufficient 7.53 2.12 0.00-10.00
Appetite 7.61 1.91 0.50-10.00
Nausea distress 9.10 1.81 0.50-10.00
Vomit distress 9.19 1.75 0.50-10.00
Total attitude of worry 6.52 2.13 1.00-10.00
Worry about cost 5.69 3.60 0.50-10.00
Worry about weight 6.90 3.15 0.40-10.00
Worry about unfinished business 6.96 3.06 0.50-10.00

Overall quality of life 7.21 1.17 1.87 - 9.57
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Research Question 2: “what are the difference QOL of laryngectomees between the
groups who were difference in age, marital status, educational level, time duration

since total laryngectomy, and membership in a laryngectomees’ self-help group?”

In order to assess possible differences in QOL scores according to age,
educational level, marital status, and membership in a laryngectomees’ self-help
group, two independent sample t-tests were computed to compare the mean scores of
the overall QOL and its subscales (Table 4-8). The mean scores for the overall QOL
and its subscales were compared by using a one-way ANOVA relative to groups

corresponding to time duration since total laryngectomy (Table 9).

The appropriate use of a t-test for two independent groups was verified by
computing the homogeneity of variance between groups who were different in age,
educational level, marital status, and membership in a laryngectomees’ self-help
group.

The t-test results in Table 4 show a statistically nonsignificant difference in
overall QOL scores between two groups relative to age, educational level, and marital
status, respectively (p > .05). Membership in a laryngectomees’ self-help group was
the only characteristic factor which showed a statistically significant difference
relative to QOL scores (p < .05). The members of a laryngectomees’ self-help group

had overall QOL scores higher than for those subjects who were not members.
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Table 4 Comparison of overall quality of life scores between the groups of

laryngectomees with selected characteristic factors (n = 100).

Characteristic Factors n Mean S.D. t
Age (years)
<60 31 213.85 4298 -44
> 60 69 217.25 31.46
Educational level (years)
<6 68 216.01 37.51 -07™
>6 32 216.59 30.43
Marital status
Married 79 217.50 30.50 54™
Single/widowed/divorced/separated 21 211.30 49.88
Membership in a laryngectomees’ self-help group
Nonmember 57 209.87 36.73 -2.10*
Member 43 224.58 31.67
® p>.05
* p<.05

The t-test results in Table 5 show statistically nonsignificant differences
relative to “psychosocial-existential well-being” subscale scores between two groups
of age, educational level, and marital status, respectively (p > .05). Membership in a
laryngectomees’ self-help group was the only characteristic factor with which
“psychosocial-existential well-being” subscale scores had a statistically significant
difference (p <.05). The laryngectomees who were members of a self-help group had
higher psychosocial-existential well-being scores than for those subjects who were not

members.
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Table 5 Comparison of psychosocial-existential well-being subscale scores

between the groups of laryngectomees with selected characteristic
factors (n = 100).

Characteristic Factors n Mean S.D. t
Age (years)
<60 31 77.00 14.93 -01%
> 60 69 77.03 13.64
Educational level (years)
<6 68 76.46 13.51 -58™
>6 32 78.22 15.09
Marital status
Married 79 77.77 13.05 1.03
Single/widowed/ divorced/separated 21 74.22 17.10
Membership in a laryngectomees’ self-help group
Nonmember 57 74.29 13.46 -2.29*
Member 43 80.64 13.98
®p>.05
*p<.05

The t-test results in Table 6 show statistically nonsignificant differences
relative to “physical-functional well-being” subscale scores between two groups of
age, educational level, and marital status, respectively (p > .05). Membership in a
laryngectomees’ self-help group was the only characteristic factor relative to
“physical-functional well-being” subscale scores, which had a statistically significant
difference (p < .05). The laryngectomees who were member of a laryngectomees’
self-help group had higher “physical-functional well-being” subscale scores than for

those subjects who were not members.
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Table 6 Comparison of physical-functional well-being subscale scores between

the groups of laryngectomees with selected characteristic factors (n =

100).
Characteristic Factors n Mean S.D. t
Age (years)
<60 31 57.79 12.44 -29™
> 60 69 58.53 11.14
Educational level (years)
<6 68 58.21 12.96 -13™
>6 32 58.48 7.72
Marital status
Married 79 58.68 10.18 63™
Single/widowed/ divorced/separated 21 56.87 15.76
Membership in a laryngectomees’ self-help group
Nonmember 57 56.01 13.04 -2.34*
Member 43 61.33 8.26
" p>.05
* p<.05

The t-test results in Table 7 show statistically nonsignificant differences
relative to “symptom distress: nutrition/pain/bowel pattern” subscale scores between
two groups of age, educational level, marital status, and membership in a

laryngectomees’ self-help group, respectively (p > .05).
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Table 7 Comparison of symptom distress: nutrition/pain/bowel pattern subscale

scores between the groups of laryngectomees with selected characteristic
factors (n = 100).

Characteristic Factors n Mean S.D. t
Age (years)
<60 31 58.90 0.16 -1.44™
> 60 69 62.39 5.15
Educational level (years)
<6 68 61.86 7.15 -71
>6 32 60.13 5.53
Marital status
Married 79 61.90 5.82 1.03™
Single/widowed/ divorced/separated 21 59.05 9.94
Membership in a laryngectomees’ self-help group
Nonmember 57 60.24 7.44 -1.08 ™
Member 43 62.71 5.36
" p>.05

The t-test results in Table 8 show statistically nonsignificant differences
relative to “attitude of worry” subscale scores differences between two groups of age,
educational level, marital status, and membership in a laryngectomees’ self-help,

respectively (p > .05).
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Table 8 Comparison of attitud(;. of worry subscale scores between the groups of

laryngectomees with selected characteristic factors (n =100).

Characteristic Factors n Mean S.D. t
Age (years)
<60 31 20.16 6.95 .63
> 60 69 19.28 6.14
Educational level (years)
<6 68 19.47 7.03 -23 ™
>6 32 19.75 4.80
Marital status
Married 79 19.14 6.50 -1.28
Single/widowed/ divorced/separated 21 21.14 5.77
Membership in a laryngectomees’ self-help group
Nonmember 57 19.31 6.59 -44™
Member 43 19.88 6.15
" p>.05

The results of the ANOVA analysis in Table 9 show statistically nonsignificant
differences of each subscale and overall QOL-CA scores among subjects who were

grouped according to differences in time duration since total laryngectomy (p > .05).
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Table 9 Comparison of QOL-CA overall and subscale scores among the groups

laryngectomees with time duration since total laryngectomy (n =100).

Time Duration since laryngectomy (months).

QOL-CA Subscale 6 -12(n=19) >12-36(n=25) >36(n=56)

M SD. M SD. M SD. F
Psychosocial-existential well-being  75.85  10.99 7791 17.72 77.03 1321 .11°
Physical-finctional well-being 61.16 897 5576 1608 5846  9.66 1.20"
Symptom Distress 5903 11.46 60.61 1498 6239 9.19 .68"
Attitude of Womry 1984 680 1888 629 1976 637 .18%
Overall QOL-CA 21590 27.67 213.17 49.04 217.65 3049 .13%

" p>.05

————— e
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CHAPTER YV

DISCUSSION

In this chapter, the findings of the study including laryngectomee’s
demographic characteristics and self-perceived quality of life are presented and

discussed.

Laryngectomee’s demographic characteristics

The majority of the subjects (88%) in this study were male, and their mean age
was 64.07 years old. This data is similar to subjects in other studies (Junhavat, et al.,
1990: 111; Otto, et al., 1997: 694; Ackerstaff, et al., 1994: 296; Thurston-Hookway &
Seddon, 1989: 5), and is consistent with other studies of the prevalence of laryngeal
cancer. These prior studies reported that the prevalence of laryngeal cancer was
higher in men than women aged over 60 years (McCorkle, et al., 1996: 784; Euswas,
1995: 430; Baker, 1995: 455). The majority of the subjects were married (79%), and
an average primary school educational level or lower (68%).

Most of the subjects before laryngectomy were employed (93%), but, after
their laryngectomy, half were unemployed (50%). One reason could be that the
majority of subjects were elderly and may have had other age-related physiological
changes, which caused the degeneration of other organs, all of which to combined
affect alaryngeal communication. Although half of the subjects were unemployed
after laryngectomy, 51% were able to obtain reimbursement for their medical

expenses. On the other hand, this economic cost likely had an impact on individuals
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who could not obtain reimbursement for their medical expenses (44%), especially in
cases of unemployment and/or low family income.

Most of the postoperative health care teams usually suggest that
laryngectomized patients need to have speech rehabilitation by using an electrolarynx
or practicing esophageal speech, because those are available ways to reestablish
communications. However, there are many factors which limit the ability of
laryngectomees to do so. In this study, the most commonly used of communication
method was mouthing words combined with hand and facial gesturing (53%). It
differs from the study of Clements (1997: 494), which stated that the most subjects
communicate by using an electrolarynx. As an explanation of these findings, in
Thailand an electrolarynx is very expensive nowadays - more than 35,000 baht. In a
period of economic problems for the laryngectomeses, it is difficult for many to afford
the high cost of an electrolarynx. Although there is a Royally-sponsored project to
help the voice handicapped by providing an electrolarynx for laryngectomee, it is not
enough. Esophageal speech is a complex, learned method to produce speech after
total laryngectomy taught by too few speech therapists. Additionally, esophageal
speech requires practice for a long time, over 8 months to 1 year (Tuntranon, 1996:
194).  The success rate of esophageal speech is low due to the laryngectomee’s
personality structure, the number of days between surgery, and completion of
postradiation therapy (Miller, 1990: 174).

Furthermore, List and colleagues (1996: 1-10) stated that patients learned to
cope rather effectively with their disease and treatment to the extent that functional
limitations caused by a laryngectomy did not ruin their lives. Therefore, they did not

experience a global decrease in life satisfaction, so that functional impairment
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resulting from a laryngectomy did not significantly diminish their overall QOL. In
addition, the high economic cost of voice restoration may have an impact on
individuals who could not otherwise obtain reimbursement for medical expenses,

especially in cases of unemployment and/or low family income.

The quality of life of laryngectomees

One of the results of this research study showed the overall QOL-CA scores
were distributed within a range from 56 to 287, with a mean of 216.20 and SD 35.25
(Table 2). Most of the self-ratings were in the high end of the range corresponding to
a negatively skewed distribution of scores (Table 2). Furthermore, when all items was
transposed for analysis by overall or subscale scores were obtained by summation of
item scores, and dividing by the total number of items in the scale, yielding the
arithmetic mean score for each category. The range of scores possible for item,
subscale and overall was 0 to 10. This corresponds to an overall QOL item mean of
7.21 and SD of 1.17 (Table 3). These findings indicate that most laryngectomees
reported a moderate-to-high overall QOL-CA score, and individual item scores
implying a moderate-to-high QOL. One possible explanation for a part of this result is
the availability of self-help groups for laryngectomees in each clinic. At these self-
help groups, the patients can share their feelings, experiences, and provide material
assistance and support to each other. Subjects in this study benefited from attending or
participating in a laryngectomees’ self-help group. Patients should be trained in
adaptive coping skills, have continued contact with the veteran laryngectomees
(McQuellon & Hurt, 1997: 238). Another explanation may be because of the

prevention of psychosocial problems and early rehabilitation by the health-care
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professional team, which provided quality treatment and nursing care. In addition,
good social and family support usually increase a laryngectomee’s QOL

The “attitude of worry” subscale mean score (6.52) was the lowest among the
four dimensions. It means poor quality of life dimension. Subjects worried most
about the cost of their treatment. This may be explained by the effects of our
continuing economic crisis and the increased complexity of health care systems such
as the high cost of medical equipment, supplies and technology. 50% of the subjects
were unemployed. Therefore, the high economic cost of treatment will have a
negative impact on individuals who cannot be reimbursed for medical expenses (44%),
especially in cases of unemployment and low family income (< 5000 Baht / month).
A person who loses a job may not have enough money to purchase medical treatment.

The “psychosocial-existential well-being” subscale mean score (7.00) was also
lower than the overall QOL-CA mean score. The subscale item relative to
“disease/treatment interferes with personal relationships” received the lowest score
(5.23). Subjects in this study reported great concern about personal relationships.
Consistent with Byrme and colleagues study (1993: 175) found that depressed
laryngectomees complained of poor communication skills, social isolation, isolation
from services and peer support. In this study, 50% of subjects were unemployed after
laryngectomy, which could account for the effects of their self-perceived negative
feelings about their body and impaired communication functions. In addition, 53% of
subjects communicated by mouthing words combined with hand and facial gesturing
which may greatly interfere with personal relationships. Similarly, the Harwood and

Rawlinson study (1983: 337) found approximately one-half of laryngectomees
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surveyed were unable to leave the house, thus losiné their jobs and becoming socially
withdrawn.

The “physical-functional well-being” subscale item of “tire easily” received
the lowest score (5.35), which demonstrated mostly negative effects in the area of
physical-functional well-being. Cancer patients linked their fatigue to disturbed sleep
patterns related to stress, pain, aging, and poor nutrition (Camarillo, 1993: 41). These
results might have reflected the effects of fatigue after laryngectomy. As an
explanation for this result, most of laryngectomees were elderly and had age-related
physiological changes which caused degeneration of many organs, combined with
pulmonary complications because of their history of heavy smoking. Thus, they had
post laryngectomy loss of their intrinsic positive end-expiratory pressure regulatory
mechanisms (McGuirt & Davis III, 1995: 152), and may have had an alveolar collapse
(Hess, et al., 1999: 988). In addition, Baker (1992: 399) found shoulder problems in
cases that had undergone total laryngectomy along with radical neck dissection and
radiotherapy, both of which could perhaps, impact on rehabilitation in a negative way.

The symptom distress subscaie score had higher score. The subscale item of
“distress from pain” demonstrated more positive scores than the other lowest subscale
item. The experience of pain is subjective and multidimensional. As an explanation
~ for this result, most of the subjects were elderly, suffered from cancer
disproportionately compared to other chronic painful conditions, and had sensory
impairments complicating pain assessment (Padilla, et al., 1990: 113; Ferrell, et al.,
1994: 2139). In addition, laryngectomees who had undergone radical neck dissection

might have stiff shoulders as a result of inability to move the joint. They complained
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most bitterly of shoulder pain rather than limited motion (Terrell, et al., 1997: 1125-
1132).

The differences in quality of life of laryngectomees scores between the
groups who were different in age, marital status, educational level, time duration
since total laryngectomy, and membership in a laryngectomees’ self-help group.

The research results of this study showed there were statistically nonsignificant
differences of overall QOL, and subscale scores between laryngectomee’s group who
were different in age, educational level, marital status, and time duration since total
laryngectomy. In contrast, statistically significant differences were found relative to
membership in a laryngectomees’ self-help group and both the overall QOL and some
subscale scores.

This study found statistically significant differences of overall QOL, and two
subscales (psychosocial-existential well-being subscale, and physical-functional well-
being) scores between subjects who were and were not member in a laryngectomees’
self-help group. These results are consistent with the results of Junhavat and
colleagues study (1993:101) which also reported the benefits from joining a self-help
group for head and neck cancer patients receiving radiotherapy. Most of them
reported that they were not alone, they had other people to share their feeling with and
experiences, which gave them hope and motivation to live. In support, comparable
benefits from membership in a laryngectomees’ self-help group at Ramathibodi
Hospital were reported (Junhavat, 1996: 286). Similar results were reported by
Aimmak (1994: 60) in a study of the effects of a self-help group on post-mastectomy
patients undergone chemotherapy. Aimmak (1994: 60) found that, after participating

in 3 sessions of the self-help group meeting, they responded with statistically
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significantly higher QOL scores, especially in the area of physical well-being (p <
.01). |

The results of the present study showed statistically nonsignificant differences
of overall QOL, subscale scores between the groups who were different in age,
educational level, marital status, and time duration since total laryngectomy. Most of
the subjects had high overall QOL scores. Higher scores indicated that they perceived
a good quality of life. The results further showed that the older subjects tended to
have higher QOL scores. These results might be explained by the fact that most Thai
families are extended families, in which the elderly patients live with their relatives.
In addition, most of them received sufficient affection (mean = 8.08), which might
have resulted in higher self-rated subscale item scores.

Furthermore, the results showed that there were statistically nonsignificant
differences of the overall QOL and subscale scores relative to marital status. These
result are inconsistent with the result of Long and colleagues (1996: 1084-1088) who
studied factors related to QOL in 50 patients with head and neck cancer. They found
that married patients had statistically significantly, higher QOL scores than patients
living alone, which suggested that married patients received added support and/or
pressure from their spouses to go out in public. These results might be explained by
the fact that most Thai families are extended families, in which the laryngectomees
live with their spouse or relatives. In addition, all subjects were obtained from
institutions where provide confidential health care for laryngeal cancer patients and
have a laryngectomees’ self-help group to support them.

There were statistically nonsignificant differences between overall QOL and

subscale scores and the groups by educational level. Similarly, Long and colleagues
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(1996: 1084-1088), who studied factors related to QOL in 50 patients with head and
neck cancer, reported statistically nonsignificant differences between educational level
and QOL scores.

Also, there were statistically nonsignificant differences of each subscale and
overall QOL-CA scores relative to the time duration since total laryngectomy.
Similarly, Long and colleagues (1996: 1084-1088), who studied factors related to
'QOL in 50 patients with head and neck cancer, reported statistically nonsignificant
differences between time duration since total laryngectomy and QOL scores.

These results might be explained by the population from which subjects were
obtained from Ramathibodi Hospital and Rajavithi Hospital. Both institutions provide
confidential health care for laryngeal cancer patients. Therefore, they would receive
information about the disease, its treatment, and how to provide self-care for
themselves relative to improving their quality of life. In addition, they have a
laryngectomees’ self-help group to support them and to share their feeling, and
experiences with.

Furthermore, the study outcome suggested that the self-rated QOL of the
laryngectomees were not caused only by age, formal education, marital status and time
duration since total laryngectomy, but also by many factors especially membership in
a laryngectomees’ self-help group.

Limitations of the study

The subjects were not randomly selected but were selected by purposive

criteria. Generalization of the study findings to the total population of laryngectomees

in Thailand is unsupported pending further research.
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CHAPTER VI

CONCLUSION

This descriptive study aimed to describe the self-perceived quality of life of
laryngectomees, and the differences in QOL between the groups who were different in
age, marital status, educational level, time duration since total laryngectomy, and
membership in a laryngectomees’ self-help group. One hundred laryngectomees who met
the eligibility criteria and came to the Otolaryngological Outpatient Clinics at
Ramathibodi Hospital and Rajavithi Hospital from April 1999 to August 1999 were
included in this study. |

The instruments used in the study were a demographic data form and the Quality
of Life-CA (QOL-CA) questionnaire. The QOL-CA used was a Thai version of an
instrument developed by Padilla and colleagues. Demographic data was collected by
means of structured interviews and transcribing some related data from patient medical
records. The QOL questionnaires were completed by the laryngectomees themselves. All
data was analyzed by using SPSS, and the study conclusions and findings are summarized
in this section.

The majority of the purposive subjects in this study were male, with a mean age of
64.07 years, 79% were married, 43% had a family income less than 5,000 baht per month,
half of the subjects were unemployed, 68% had an average educational level of primary

school or lower, and about half of the subjects paid their hospital fees by themselves.
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The most commonly used method of communication was by mouthing words
combined with hand and facial gesturing (53%). The time duration since total
laryngectomy ranged between 6 to 213 months (mean 52.01, SD 42.25).
The overall results of this study were:
1. The self-perceived quality of life of laryngectomees corresponded to moderate-
to-high overall QOL-CA (mean 7.21, SD 1.17).

2. There were statistically significant differences of overall QOL, and two
subscales (psychosocial-existential well-being and physical-functional well-
being) scores between laryngectomees who were and were not member in a
laryngectomees’ self-help group (p <.05).

3. There were statistically nonsignificant differences of overall QOL, subscale

scores between laryngectomees who were differences in age, educational level,
marital status, and time duration since total laryngectomy groups (p > .05).

As a result, the stated hypothesis “There is a difference between laryngectomee’s
quality of life scores of participants who were different in age, marital status, educational
level, time duration since total laryngectomy groups, and membership in a

laryngectomees’ self-help group” was partially supported in this study.

Implications of the findings

Implications for nursing practice:

Nursing care to promote a higher quality of life for laryngectomees should be
highlighted in their nursing care plans. It is necessary to assess their QOL, provide for

effective nursing intervention, and encourage them to become a member of a
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laryngectomee self-help group. Results of this research may give more information so
cost-effective nursing care plans can be formulated and implemented that will provide
high quality care for the individual laryngectomy patient.

Implications for nursing education:

For nurses who work with laryngectomees, inservice and continuing education
should include, and emphasize, more content on the QOL of laryngectomees and the
determination of QOL. Information from laryngectomee self-help groups should also be
added into the nursing care plans of laryngectomees.

Implications for nursing research:

This study provided some baseline data to use in further research about the QOL
of laryngectomees’ and self-help groups. Other researchers may choose to replicate this
study, but they should use a sample of laryngectomees from other hospitals in Thailand,
consider other factors which may influence the QOL of laryngectomees, and explore the

variety of patterns of effective self-help groups to improve the quality of life for them.
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APPENDIX A

Instruments

Part1: Demographic Data Form
Subject number...............
Hospital number..............

Date of interview..............

The following questions are to be completed by the researcher according to the

medical records and the information provided by the laryngectomees.

General demographic data
1. Gender ( ) Male

( ) Female
2.A8C..c.iiiinninns years

3. Marital status () Single
( ) Married

( ) Widowed / Divorced / Separated
4. Educational background
( ) No formal learning
( ) Primary school or Prathomsuksa
( ) Secondary school or Mattayomsuksa
( ) Certificate / Diploma
( ) Bachelor degree
( ) Master degree
( ) Other ; please identify............

5. Education (institution attended) ................... years.
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13. Have you ever been a member of a self-help laryngectomee’s group?
() Not a member and never attended a group meeting.
( ) A member and has attended a group meeting:
( ) less than 3 times / year.
( ) over 3 times / year.

Medical information (from medical records)

14. Time duration after total laryngectomy............ months.

15. Staging of cancer (At operation date)
() Stagel
( ) Stagell
( ) StageIll
( ) StagelV

16. Type of treatment
Type Of SUFZETY....c.cviunininiiniiniireeiniaenneneanens , Date of surgery...............

17. Concomitant therapy
( ) Radiotherapy Date of start......... , Date of completion...........
( ) Chemotherapy Date of start......... , Date of completion...........
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Part II: Quality of Life Questionnaire.

The following questions are about your perceptions or feeling.
Please answer the following questions by placing an / on the line that
best shows what is happening to you at present (recall 1 week before

responding to the questionnaires).

Example:

How satisfying is your quality of life?

0 1 2 3 4 5 6 7 8 9 10
Not at all

Extremely
Satisfying

Satisfying

The /s/h:ws that you feel your satisfaction score 7.5
It is slightly less than extremely satisfying.

Note: Your answers are no right or wrong, it is simply a reflection

of your feeling. The best answer is your perception of your

present state of well-being.
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1. How easy or difficult is it to adjust to your disease and treatment?

0 1 2 3 4 5 6 7 8 9 10

Not at all Extremely
Easy to easy to
Adjust adjust
2. How much enjoyment are you getting out of life?
0 1 2 3 4 5 6 7 8 9 10
No Tremendous
enjoyment at all Enjoyment
3. Do you worry about the cost of your medical care?
0 1 2 3 4 5 6 7 8 9 10
Not Extremely
at all worried Worried
4. If you have f)aing how distressing is it?
0 1 2 3 4 5 6 7 8 9 10
Not at all Extremely
Distressing Distressing
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26. Do you vomit?

Never
Vomit

29. How satisfied are you with your appearance?

Completely
Dissatisfied

Completely
Satisfied

Not

Extremely
at all worried

Worried
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APPENDIX B

Permission to Use the QOL-CA Instrument

UNIVERSITY OF CALIFORNIA, LOS ANGELES N UCLA

BERKELEY * DAVIS °* IRVINE * LOSANGELES ° RIVERSIDE ° SANDIEGO * SAN FRANCISCO | “ SANTA BARBARA * SANTA CRUZ
S

September 30, 1998 - SCHOOL OF NURSING

o 10833 LE CONTE AVENUE

Wanida Likitsinsupon Y RNIA RS- 1702

Faculty of Medicine
Ramathibodi Hospital
Mahidol University

Rama VI Road

Bangkok, 10400, Thailand

Dear Ms. Likitsinsopon:

| am very sorry that we did not respond to your request for information sooner.
Now that the summer is over, we found your letter and hasten to send you the
information you requested. We have not worked on a quality of life instrument for
a person with a laryngectomy. However, | hope the material enclosed will help
you in adapting an instrument for use in your master's thesis project.

My advice would be to use small groups of persons with laryngectomies to find
out whether any of the quality of life instruments is appropriate for them. You
might also find out what they consider important to their quality of life. This will
help you to adapt an instrument or create your own. Be sure to evaluate the
reliability and validity of your instrument.

You have permis sion to use the QOL-CA instrument and revise it to meet your
research objectivas. We request that you acknowledge the original instrument
and its developers (Padilla, Grant, Ferrell, and Presant). Please send us a copy
of the report of your study with the version of the QOL-CA that you have
developed and tested. | wish you much success in your research project.

Sincerely, 4 )

Geraldine V. Padilla, Ph.D.

Professor and Associate Dean for Research
School of Nursing, Factor Building Room 2-244
University of California Los Angeles

Box 951702

Los Angeles, CA 90095-1702

Phone: 310-206-2032

FAX: 310-206-7433

Email: gpadilla¢dsonnet.ucla.edu
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APPENDIX C

List of Experts Consulted on Validation of the Instruments

Relative to the study’s conceptual framework and method of measurement, the
content validity of the questionnaires was determined by four consulting experts:
1. Associate Professor Somyos Kunachak M.D.,
Diplomate Thai Broad of Otolaryngology
Department of Otolaryngology
Faculty of Medicine, Ramathibodi Hospital, Mahidol University.
2. Associate Professor Dr. Payom Euswas
Department of Nursing
Faculty of Nursing, Thammasart University.
3. Assistant Professor Suchinda Rimsrithong
Department of Nursing
Faculty of Medicine, Ramathibodi Hospital, Mahidol University.
4. Miss Suwimol Suntisukthana RN. CNS.
Department of Nursing

Faculty of Medicine, Ramathibodi Hospital, Mahidol University.
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APPENDIX D

Human Right for Research Population

Verbal explanation to subjects

My name is “Wanida Likitsinsopon”, a graduate nursing student, Nursing
Department, Faculty of Medicine, Ramathibodi Hospital, Mahidol University. I am
currently conducting research study about quality of life of laryngectomee. The
research will be beneficial to clarify the quality of life of laryngectomee. However,
the research will not be possible without your participation.

If you agree to participate, you will be interviewed and asked to complete
demographic data and the questionnaire by me. It will take you about 20 minutes. All
of the responses and the information will be kept confidential and used only to present
an overall picture.

You can refuse or participate in this research study with no effect on the
treatment or care that you receive. If you would not like to participate in this research
study, you have the right to withdraw at any time without prejudice. I hope you are

able to do me this favor. Thank you very much.
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