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Abstract
Purpose From a cancer survivor perspective, the purpose of
this paper is to explore what has changed in their lives that
they attribute to the disease. The rationale for the study is
that evidence of the extent to which cancer disrupts
people’s lives in the longer term is contradictory.
Methods Written accounts from 40 cancer survivors were
analysed using interpretative methods. The researchers
drew on the concept of biographical disruption as a
framework for analysis.
Results Cancer survivors construct cancer as a biographi-
cally disruptive event with ongoing physical and psycho-
social impacts. Cancer is constructed as a permanent threat
to life which is responsible for increasing their awareness of
their own mortality and invoking positive changes to self.
These formulations of living with cancer were found across
a range of participants, including those who defined
themselves as currently free of cancer, those who had
recurrence, those who had been diagnosed 5 years ago and
those who had been free of cancer for a long time.
Conclusions This study adds to the body of literature
exploring how to enhance supportive care for cancer
survivors by reflecting on biographical disruption and
continuity, and the complexities within individual construc-
tions of changes in life that they attribute to cancer. Cancer
survivors should be given opportunities to articulate the
impact of cancer, thus giving legitimate space to talk about
cancer’s ongoing resonance on life so that problems and
difficulties are not dismissed or trivialised.
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Background

More people are living with and beyond cancer due to
increased incidence and survival from some cancers [1].
Recent research shows that for most cancers, 10-year
survival has improved in UK [2, 3], other European
countries [4], Australia [5] and America [6].

Most psychosocial oncology research on cancer
survivorship has measured physiological and psychoso-
cial late effects of cancer. Recent research has shown
that an increased incidence of cardiac and/or pulmonary
dysfunction is observed in cancer survivors [7]. A recent
systematic review found that 20–30% of survivors
consistently reported problems associated with cancer
and its treatment including physical problems, poorer
quality of life, psychological distress, sexual problems,
problems with social relationships and financial concerns
[8]. Numerous studies have shown that cancer survivors
have a poorer quality of life compared to that of the
general population [9, 10]. More recently, studies have
measured fear of recurrence [11, 12].

This literature corpus contributes to the supportive care
of cancer survivors by showing which psychosocial
domains are affected by cancer and which cancer survivors
are most likely to be negatively impacted by the disease.
Nevertheless, a weakness of this body of work is that few
studies have employed a prospective longitudinal design,
which means that knowledge of how the impact of cancer
changes over time, from the point of diagnosis to the later
periods of cancer survivorship, is limited. Further limita-
tions include the tendency of cancer survivors to underre-
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port problems [13] and the dislocation of psychosocial
impacts of the disease from the social context. There is a
rich seam of research, however, that has addressed some of
these limitations exploring how people make sense of their
illness in the context of their lives, which includes studies
that have begun to describe living with cancer as
biographical disruption.

Theoretical framework: cancer as biographical disruption

Bury’s [14–17] research suggests that chronic illnesses
create a disruption to one’s expected life trajectory and
biography. Bury suggests that an event such as the onset of
chronic illness brings to the fore pain, suffering and death,
which are normally only seen as distant or remote
possibilities in ones’ life or are perceived as the plight of
others. Bury differentiates three concepts to illuminate the
process of managing biographical disruption. ‘Coping’
refers to the methods the ill person uses to manage his or
her situation emotionally. ‘Strategy’ refers to the way in
which the ill person tries, through his or her actions, to deal
with illness. ‘Style’ reflects the notion that different people
have different attitudes towards illness.

The concept of biographical disruption has tradition-
ally been used to understand experience of chronic
illnesses, such as multiple sclerosis [18], stroke [19],
chronic pain [20] and HIV and AIDS [21]. Some of this
work suggests that living with a chronic illness for some
people does not necessarily amount to a fundamental and
profound biographical disruption but is experienced as
biographical continuity and normality [19, 20, 22–24].
Given the seemingly contradictory findings in the litera-
ture, further research on the lived experience of chronic
illness is warranted.

The conceptual framework has also been used to
describe and explain people’s experiences of living with
cancer. This work has highlighted that living with
cancer is identity altering [25]; loss over body functions
has symbolic significance amounting to loss of the
‘civilised self’ [26]; those who have experienced hardship
throughout life do not necessarily experience cancer as
biographical disruption [27]. The research that has
highlighted that the construct biographical disruption,
which was initially conceived by Bury to describe and
explain experience of chronic illness, has utility for
describing and explaining the acute stage of cancer [28,
29] as well as the terminal stage of the disease [23, 30,
31]. The aim of the study, from which this paper draws,
was twofold: add to existing knowledge of cancer
survivorship specifically and to living with chronic ill-
nesses more generally and secondly to explore from a
cancer survivor perspective, what has changed in their
lives that they attribute to the disease.

Methods

Purposive sampling was used to identify men and
women living in Scotland with different types of cancer
who had been diagnosed with cancer no less than
12 months ago. Invitations were sent to members of
patient and carer support groups in Scotland, cancer
charities and patient research advisory groups inviting
cancer survivors to participate in the study. Those who
contacted the researchers were provided with further
information about the study, a personal details form
(participants were asked to provide demographic and
clinical information) and a consent form. The sample
included cancer survivors with a range of characteristics
that may shape experiences of cancer as biographical
disruption [32]. The sample was judged of sufficient size
when data saturation [33] had been reached.

Participants were invited to write up to two pages
about their experience of living with cancer. They were
asked to write about what has changed in their life for
the better that they attributed to cancer, what had
changed for the worse or stayed the same. The concept
‘change’ was considered a more neutral term than
asking participants to give an account of ‘disruption’
to life that they attributed to cancer. Data were collected
at the end of 2008 and the beginning of 2009.

Despite the preponderance of interview-based quali-
tative research, written accounts are an established
methodology in health research [34], with a wealthy
tradition of auto/biographical writing [35, 36]. Latterly,
methods using internet data have also proliferated in the
health research literature [37, 38]. Analysis often draws on
traditional qualitative paradigms, being theory led and
theory generating,

In order to move beyond the level of description
[39] about people’s experiences of living with cancer and
explain the changes in life attributed to the disease, the
researchers drew on the concept of biographical disrup-
tion [15–17]. Data were broadly coded into two subsets:
accounts of living with cancer and accounts of diagnosis
and treatment. This prepared the way for a much more
intensive interrogation of the former, i.e. the account of
living with cancer. The coded data were read and reread
and collectively discussed by two researchers (the
authors) until agreement was reached as to the construc-
tion of biographical disruption rendered by a diagnosis of
cancer and to the evidence relating to processes of coping
with and managing disruption. An initial framework,
drawn from Bury’s [15–17] concept of biographical
disruption guided analysis with a view to identifying
patterns and to reaching a consensus about whether
cancer survivors were constructing living with cancer as
biographical disruption.
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The study was approved by the NHS West of Scotland
Research Ethics Committee and a university research ethics
committee. A summary of the key findings was posted to all
participants for purposes of validation. In line with best practice
in research, the study was designed and conducted with input
from people affected by cancer as collaborators/co-researchers.

Results

Characteristics of participants

Forty cancer survivors were involved in the study. Table 1
summarises the main characteristics of participants.

The majority of participants defined themselves as free
of cancer at the time of the study. Thirty reported that they
were currently living free of cancer, 4 did not know if they
were free of cancer and 6 reported that they still had cancer

at the time of the study, either because they have been given
an incurable cancer diagnosis or due to recurrence.
Fourteen participants had been diagnosed with a less
common type of cancer as well as 15, 5, 3 and 3
participants who had been diagnosed with breast, prostate,
lung and colorectal cancer respectively (i.e. the four most
common types of cancer). Fifteen participants were aged
50 years or under, and 25 were aged 51 years or over when
they were diagnosed with cancer. The study was evenly
split between those who had been living with cancer for a
long time and those who had been living with the disease
for a shorter period of time. Twenty-three cancer survivors
had been diagnosed 6 or more years ago, and 17 had been
diagnosed between 1 and 5 years ago. Numerical identifiers
are used in this paper to protect identities.

Box 1 shows the key constructions of living with cancer by
cancer survivors, which are discussed in more detail below.

Box 1: Constructions of living with cancer

Cancer is constructed as: 
• disruptive to everyday life many years after diagnosis and treatment, 
• a persistent and on-going threat, 
• a disease that heightens cancer survivors’ sense of  their own mortality, 
• a disease that invokes a change to self, disrupting anticipated identity. 

Construction of cancer as ongoing physical
and psychosocial disruption

About half [22] of the participants described ongoing
physical and/or psychosocial implications of cancer. As
expected, those who defined themselves as still having
cancer at the time of the study described ongoing effects;

nevertheless, 14 out of the 30 cancer survivors who reported
that they were free of cancer also described ongoing effects
of the disease. It may also be expected that those who had
been more recently diagnosed would describe ongoing
effects. Yet, roughly half (13 out of 22) of those who
reported ongoing problems had been diagnosed 6 or more
years ago. Thus, constructing cancer as a disease that has
long-term and ongoing physical and psychological implica-
tions was formulated by cancer survivors who did and did
not define themselves as free of cancer and by those who
were recently diagnosed as well as those who had been
living with the disease for a long time.

The examples below of cancer survivors constructing the
disease as one that has long-term and ongoing implications are
from those who considered themselves free of cancer and had
been diagnosed 6 or more years ago. In drawing on this data, it
is highlighted that cancer survivors attribute physical and
psychosocial issues that they currently experience directly to
the disease that they had been diagnosed and treated for many
years ago. As these two examples show, these problems are
not constructed as trivial but are formulated as persistent and
disruptive to everyday life.

A woman who was diagnosed with myeloma 12 years
ago at the age of 44, and defined herself as currently free of
cancer, lists eight losses in her life that she directly
attributes to the diagnosis and treatment. In the extract
below, the final two losses are shown in full as illustration

Table 1 Participant characteristics

Currently free of cancer

Self-reported ‘yes’ 30

Self-reported ‘no’ 6

Self-reported ‘do not know’ 4

Cancer diagnosis

Breast 15

Prostate 5

Lung 3

Colorectal 3

Other 14

Age when diagnosed (years of age)

≤50 15

≥51 25

Number of years since diagnosis

Between 1 and 5 years 17

≥6 years 23
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of ongoing biographical disruption. Cancer is positioned as
an illness that disrupts an anticipated life course; she
suggests that this is because it impacted on her ability to
work thereby curbing her opportunities to achieve the
power, status and income that she was anticipating as a
woman in her early 40s. She gives the impression that she
is socially isolated and out of sync with her peers, feeling
so much older than they are. She formulates cancer as a
disease that has made her feel abandoned because these
losses of income, power and status had happened earlier in
her life than expected due to the cancer. She suggests that a
cancer diagnosis leaves no opportunity to plan for the
subsequent loss of power and status accrued through paid
employment. Bouts of anxiety and depression are directly
attributed to these losses and presented as a direct
consequence of the cancer. The extent of cancer’s impact
on her psychological well-being is emphasised by the use
of the phrase ‘intense bouts of anxiety and depression’.
What is noticeable is that there is no indication in her
account that she has been able to rectify this particular loss.
However, she gives the impression that not all losses and
changes are permanent. She claims that she defined herself
for a very long time as someone who was ill and therefore
dependent on others and helpless. Nevertheless, she implies
that this illness identity was not permanent and describes
resuming control. In her account, she suggests that the
impact of cancer on loss of income, power and status was
permanent whereas its impact on loss of identity and
sexuality was not. This highlights the complexities of
disruptions to life, with some disruptions being harder to
rectify and manage than others:

However the most overwhelming things to me about
cancer and its aftermath was, in short LOSS.
- Loss of control
(…)
- Loss of confidence in my body and how it operates.
(…)
- Loss of energy and spontaneity
(…)
- Loss of purpose
(…)
- Loss of others
(…)
- Loss of layer of skin
(…)
- Loss of income, power, status, particularly if you can
no longer work. This is unsettling but needs to be face
by everyone at some point in their lives. If it happened
earlier than you planned it can leave you feeling
abandoned and isolated from your peer group. Before
cancer I felt about 35 after cancer I felt about 85.
- Loss of identity and sexuality

For a very long while I felt that the only significant
thing about me was that I was ill.
Being ill means to some extent you can abdicate
responsibility and learn to be helpless and dependant.
It is very scary when you then have to resume control
and learn to be an adult again who functions in
relationship with others.
All these losses can engender periods of intense
anxiety and depression. (ID 86)

Another woman who was diagnosed 9 years ago with
endometrial cancer aged 55 attributes ongoing physical
problems to radiotherapy and surgery, and attributes loss of
libido and being nervous about travelling to these specific
physical effects. The fact that she mentions that 9 years
later she is still experiencing problems highlights the
ongoing consequences of cancer for her. She indicates that
these physical problems are being addressed through
medication, although she gives the impression that the
medication will help rather than eradicate the disruption to
her life that these problems cause. Moreover, the medica-
tion to relieve thinning of the skin and dry vagina is
associated with loss of libido. Thus, she constructs ongoing
physical problems as a permanent consequence of cancer.
Of note is how she downplays the disruption to her life; she
implies that loss of libido has only caused a bit of sadness:

Physically, 9 years later, I am still having alter effects
of the radiotherapy and surgery. The lack of oestrogen
following hysterectomy causes thinning of the skin,
dry vagina and affects. The ureters causing cystitis.
These have been addressed by medication but my loss
of libido causes a bit of sadness. I have suffered
intermittent abdominal pain and vomiting since the
radiation with bouts of diarrhoea which can be
unpredictable. This has made me nervous about
travelling and I am only now getting treatment which
I am hoping is helping. (ID 4).

Constructing cancer as a persistent threat

Just under half (12 out of 30) of the cancer survivors who
defined themselves as currently free of cancer formulated
living with cancer as living in fear of the disease,
particularly worrying about remission or recurrence. Of
this group, those who had been living with cancer for 6 or
more years (5 out of 12) and those who had been living
with cancer for 5 years or less (7 out of 12) gave the
impression that they were afraid of recurrence or remission.
Of note is that people who were diagnosed with cancer
when they were less than 50 years of age (9 out of 12)
constructed cancer as invoking worry and fear because of
the threat of recurrence. Of the 12 cancer survivors who
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reported that they were free of cancer and gave the
impression that they were worried or afraid of recurrence,
roughly half (5 out of 12) described ongoing physical and
psychosocial problems that they attributed to cancer.

Thus, constructing cancer as a disease to be feared is
formulated both by cancer survivors who had recently been
diagnosed as well as those who had been diagnosed a long
time ago. It is also a construction by those who did not
necessarily report ongoing and persistent long-term effects
of the disease. Formulating cancer as an ongoing threat was
more evident among those diagnosed when they were less
than 50 years of age. This suggests that fear of and worry
about recurrence is not necessarily related to whether or not
they attribute current physical and psychosocial problems to
the disease or how long they have lived since diagnosis and
treatment but may be related to age at diagnosis. The
examples in this section are from two people who were
diagnosed with cancer more than 6 years ago to highlight
how cancer is formulated as a disease where worry and fear
are not short-lived but seems to be a consistent feature of
life following diagnosis and treatment.

One woman who was diagnosed with melanoma 8 years
ago when she was 49 years of age gives the impression that
since her diagnosis, she has been striving to achieve a
balanced perspective on her risk of recurrence. Aiming for
balance and being well-informed is presented as her way of
coping with the disruptive influence of living with risk of
recurrence. The impression she gives is that coping with
risk is a consistent facet of life since diagnosis. She presents
her surgeon’s perspective of her risk of recurrence which
acts as justification for her own perception, which is that
there is a chance that the cancer will recur:

Throughout the time since my diagnosis my aim has
always been to gain a balanced perspective on m/n
and maintain some equanimity about it. Being well-
informed is essential to this. As is knowing what the
chances of a recurrence (50:50 lifetime risk my
surgeon said). (ID 6)

A man who was diagnosed 8 years ago with nasopharyn-
geal carcinoma when he was 40 years of age formulates
cancer as a type of disease that compels him to worry about
any change in his body and health since it might be indicative
of recurrence. He emphasises that even slight changes to his
health make him paranoid. Reference to tests with negative
results and to a member of the medical profession suggesting
that he is over-worrying gives the impression that fear and
worry bear little relation how at risk from a clinical
perspective he is of a recurrence of cancer. Thus, cancer is
constructed as having a major impact on how he interprets
bodily change. He makes reference to tests that have been
conducted in the past few years, thus drawing attention to the
fact that even 8 years on since diagnosis, he is still worried

about cancer. These tests can be interpreted as his way of
coping with the disruption of being diagnosed with this type
of illness that poses an ongoing threat:

I feel that I am far more cautious or even paranoid
about the smallest changes I notice on my bodies and
health. I have had various kinds of tests carried out in
the last few years but they were all negative. My GP
may have felt that I am over-worrying. (ID 56)

A heightened sense of one’s own mortality

A quarter (10 out of 40) of all participants constructed
cancer as a disease that made them aware of their own
mortality, including those who defined themselves as free
of cancer (6 out of 30) and perhaps to be expected those
who did not currently consider that they were free of cancer
(4 out of 10). Constructing cancer as a disease that is
associated with death and dying was formulated by those
who described ongoing physical and psychological effects
(5 out of 10) as well as those who did not (5 out of 10). It
was also a construction evident by those who had been
diagnosed 6 or more years ago (7 out of 10) and those who
had been diagnosed with cancer more recently (3 out of
10). Thus, this manifestation of biographical disruption,
which is a heightened sense of one’s own mortality, was not
just present in the accounts of those who had been more
recently diagnosed or who considered themselves as still
having cancer. The following examples are drawn from the
accounts of two cancer survivors who had been living with
the impact of cancer for more than 6 years and who did not
define themselves as currently still having cancer.

One man who was diagnosed with non-Hodgkin’s
lymphoma 6 years ago when he was aged 57 who reported
that he did not know if he was free of cancer, constructs
knowing that he will have a shorter life expectancy as the
‘worst’ thing about cancer. How much his life expectancy
has been shortened is given emphasis by drawing attention
to how old his mother is and the use of an exclamation
mark. He gives the impression that a family gathering
celebrating a birthday is a moment of sadness, acting as a
reminder that his life expectancy has been shortened as a
consequence of cancer. Cancer is therefore formulated as a
disease disrupting his anticipated life expectancy, which in
turn has a negative impact on common day events, such as
birthdays:

The worse thing about cancer is knowing I have a
shortened life expectancy we have just had a big
family get together for my mothers’ 90th birthday and
I feel sad to think that I won’t even see 70! (ID 90)

A woman who was diagnosed with myeloma 12 years
ago who defined herself as currently free of cancer gives
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the impression that cancer led to increasing awareness of
her own death. She constructs this shift in awareness of her
own mortality in negative terms alluding to holding back
from making attachments and commitments to others. This
approach to coping with her awareness of her own
mortality is considered unproductive. She draws a compar-
ison between her life and other people who do not have a
heightened awareness of death, which emphasises that it is
cancer which is responsible for this shift in her life:

Thinking that you will die tomorrow or next week
concentrates the mind. Most people have to live with
an indeterminate death but post-cancer gives you
heightened awareness that is not necessarily produc-
tive. It is easy to fall into a sense of apathy about your
life and a certain holding back from attachments and
commitments because you do not want to inflict any
greater sense of anticipatory loss on yourself and
others. (ID 86)

Constructing cancer as augmenting positive changes to self

The above sections illustrate that cancer survivors construct
cancer as having ongoing negative impacts. Biographical
disruption is a useful concept for both describing these
impacts but also explaining why these impacts are
formulated as negative. Nevertheless, a quarter of partic-
ipants (10 out of 40) formulated cancer as a type of illness
that changed the type of person they were, which can be
interpreted as an example of disruption to the kind of
person they anticipated they were likely to have become in
the absence of a cancer diagnosis. In this sense, these
changes to self can be considered as disrupting an
anticipated identity in the same way that disruptions to
income, power and status for instance can be interpreted as
disruptions to an anticipated life course.

This construction of cancer as invoking positive changes
in identity was evident in those who described living in fear
of or were worried about recurrence (4 out of 10) and those
who did not (6 out of 10); those who had been recently
diagnosed (4 out of 10) as well of those who had been
living with cancer for a long time (6 out of 10) as well as
those who described ongoing physical and psychosocial
effects of cancer (7 out of 10) and those who did not (3 out
of 10). Thus, formulating cancer as a type of disease that
causes a change to self, which is another manifestation of
biographical disruption, is evident amongst different cancer
survivors irrespective of how long they have been living
with the impact of the diagnosis and treatment.

One woman who had been diagnosed with breast cancer
8 years ago aged 49 associates cancer with making her a more
decisive, stronger and outspoken person who now does what
she wishes to do. These shifts in what type of person she is and

how she currently lives her life are not presented in vague
terms but are punctuated as a three-part list with short, precise
sentences which make her claim that cancer has impacted on
the type of person she is appear more credible. Cancer is
positioned as responsible for these changes to self:

I am more decisive and a stronger person. I live for
today and don’t delay things until ‘I retire.’ If I can
afford it now—I will. I am also more outspoken than I
would have been before my diagnosis. If I think
something is wrong or unfair, I am more likely to
speak out. I make more time for myself to be on my
own and to do what I want to do, rather than being at
the beck and call of everyone else. (ID 8)

A man who had been diagnosed with non-Hodgkin’s
lymphoma 8 years ago, aged 35, relates surviving the
illness and keeping up morale during treatment to becoming
mentally stronger. His use of parenthesis and exclamation
mark draws attention to how de-moralising the treatment of
cancer is. Going through this experience of cancer and
having survived it is what he attributes to making him
mentally stronger:

I feel that surviving what I’ve been through has made
me mentally stronger in some ways. I managed to
keep up my morale during my treatment (most of the
time anyway)! (ID 40)

Discussion

The study adds to knowledge of the ongoing impact of cancer
on people’s lives. The conceptualisation of cancer as not an
acute, discrete event with a defining end but a disease having
repercussions for the rest of life has been reported elsewhere
[40, 41]. This construction of cancer as a chronic disease fits
Frank’s conceptualisation of the remission society where
people are effectively well but could never be considered
cured. It also fits with the characterisation of cancer
survivors as occupying a ‘liminal’ space, where patients pass
through illness but do not return to the space prior to the
diagnosis [42]. Other studies have called for representations
of cancer survivorship that acknowledge people’s fears and
the continued presence of cancer in their lives.

The constructions of living with cancer by cancer
survivors in this study demonstrated congruence be-
tween formulations of changes in life attributable to
cancer and the framework of biographical disruption
provided initially by Bury [14–16]. The concept is useful
for describing and explaining that the impact of cancer
threatens one’s sense of the taken-for-granted world and
one’s anticipated future. A biographical trajectory exists
from the past (known) to the future (anticipated), which is
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integrated into the sense of self and expected life course
trajectory. This study illustrates the way in which cancer
survivors formulate this biographical trajectory as dis-
rupted by cancer, disrupting an anticipated life expectancy,
life course and anticipated identity.

Yet, previous research has suggested that people’s incorpo-
ration of illness into ongoing life is suggestive of biographical
continuity and flow [19, 23] and that the concept does not
apply to people who have had a ‘hard life’ because they do
not experience illness as biographically disruptive [19, 20, 22,
24]. There is also rejection of universal application of the
term to describe and explain the experience of illness [19,
21]. Charmaz [43] concludes that assaults on identity can be
temporary or permanent. This study, however, suggests that
cancer survivors cannot be easily categorised as exemplars of
biographical disruption or biographical flow; rather, some
changes to their lives are constructed as permanent and
having a profound impact on their anticipated life course and
identity, whereas other disruptions are downplayed or
presented as being successfully managed. Supportive care is
therefore complex since cancer survivors will simultaneously
experience biographical disruption and flow and manage
some disruptions more easily than others.

Mathieson and Stam [25] in their study of cancer
narratives conclude that cancer moves from the foreground
to the background as a person becomes ‘well’ again but that
illness is a constant feature against which biographical
narrative was delineated for those with cancer recurrence.
Yet, this study suggests that cancer is being constructed by
cancer survivors, including those who define themselves as
free of cancer and thereby may be considered ‘well’, as
continuing to impact on and disrupt their lives. The study
shows that cancer survivors formulate the management of
that disruption as an ongoing and continuous part of their
life, even by those who consider themselves free of cancer
and have been living with the cancer for many years since
diagnosis. Given an opportunity (which is what this study
did) to articulate changes in life attributable to cancer,
cancer survivors are likely to formulate the disease as one
that has an ongoing impact on their lives. Of importance to
supportive care, the point being made here is whether
people are given legitimate opportunities to talk about their
experience and the ongoing problems that they face.

Most research that has used biographical disruption as a
conceptual framework has focused on negative disruptions
to life, such as loss [26]. Other research, however, has
illustrated that some people find cancer a life-enhancing
and beneficial experience, which is conceptualised as a
coping strategy or adaptation to illness [44]. This study
shows cancer survivors formulating changes to self, a
defining feature of biographical disruption, in positive
terms. Of note is that disruption to life is not necessarily
perceived by cancer survivors as negative.

Limitations

The study was advertised via cancer support groups and
research advisory groups. These individuals have continued to
associate with cancer after diagnosis and treatment, and their
constructions of cancer as having an ongoing impact on life
may differ from those who are not connected to groups. As
previously mentioned, a limitation of existing psychosocial
oncology literature is the lack of evidence of the ways in
which ongoing problems change over time or which cancer
survivors are likely to have ongoing problems. This study was
not designed to be statistically powered to draw conclusions
about the relationship between clinical (for example, length of
time since diagnosis) and personal characteristics (for exam-
ple, age) or relationships between psychosocial domains.
Nevertheless, the study suggests that further longitudinal
studies would add understanding in this field, exploring the
continuing impact of cancer as it changes over time.

Conclusions

This study has added to the understanding of cancer as
biographical disruption, developing previous work. The
findings in this study add to existing knowledge of supportive
care needs for cancer survivors irrespective of whether they
have been living free of cancer for a long time or have a
recurrence. This study has identified specific and significant
unmet supportive care needs. These include ongoing physical
and psychosocial problems, including fear and worry of
recurrence. This approach adds to the body of literature
exploring how to enhance supportive care to cancer survivors
by reflecting on biographical disruption and continuity and the
complexities within individual constructions of changes in life
that they attribute to cancer. We suggest that cancer survivors
should be given opportunities to articulate the impact of
cancer, thus giving legitimate space to talk about cancer’s
impact on life so that problems and difficulties are not
dismissed or trivialised.
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