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Abstract

Background—Qualitative research provides insight into the cancer experience through the 

perspective of the pediatric patient. However, somewhat small sample sizes can hinder full 

discovery of new knowledge and limit interpretation of data.

Objective—To describe health-related quality of life (HRQOL) reported by children and 

adolescents in responses to two interview questions during treatment for acute lymphoblastic 

leukemia (ALL) and compare their responses by age, gender, risk group, and time in treatment 

through a quantitative content analysis approach.

Interventions/Methods—Children and adolescents (N=150) were asked two validated 

questions in pediatric patients receiving treatment for ALL: “What makes a good day for you” and 

“How has being sick been for you” over six treatment time points. Interview data were coded 

analyzed quantitatively.

Results—Code frequencies differed significantly by age, gender, risk group, and time in 

treatment. Adolescents had a greater focus on being with friends and females generally reported 

more codes representing negative experiences. Children and adolescents reported being affected 

by symptoms resulting from cancer treatment. Some adolescents described that being sick 

positively changed their lives, and viewed their illness as a new life experience.

Conclusion—The two proposed questions are feasible to use clinically to assess HRQOL in 

children and adolescents with ALL, and the qualitative codes from their descriptions can be used 

to identify factors affecting HRQOL of children and adolescents with leukemia
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Implications for practice—Nurses can use these two questions to assess the HRQOL of 

children and adolescents during and following treatment for ALL.

Introduction

Assessing health-related quality of life (HRQOL) during cancer therapy is an important 

indicator of patient reported outcomes and provides measurement of the physical, emotional, 

and social role functioning of children and adolescents,1,2 with the intent of developing 

interventions and thus improving the patients HRQOL during and after treatment.2 

Assessing HRQOL over the cancer treatment trajectory provides important evidence of the 

impact of treatment on the ill child or adolescent. Numerous instruments have been used to 

assess HRQOL in children and adolescents with cancer, with the more commonly measured 

cancer- specific domains being pain, anxiety, cancer worry, nausea, and body image.3

A recent review of pediatric HRQOL instruments revealed specific instrument limitations, 

including the lack of input or feedback from the patient in item development. 3 Without the 

patient perspective, the conceptual and empirical HRQOL is incomplete and may contribute 

to inaccurate descriptions.4 Most instruments that measure HRQOL in children with cancer 

do not have age-sensitive items, but instead use the same item in all age forms or in the 

single form available. Furthermore, HRQOL instruments include universal items that may 

not address gender-related differences in perceptions, even though such differences are 

known to exist.3,5 Together, these limitations of available HRQOL instruments can 

compromise their content validity in measuring the full spectrum of HRQOL experiences5-7 

and raise questions about the clinical validity of HRQOL instruments.4 Self-reported, open-

ended questionnaires may provide more accurate information about how individual children 

and adolescents perceive their HRQOL during cancer therapy3 and yield information 

specific to the individual child or adolescent that can be used to guide clinical care.

To develop self-reported questionnaires, we conducted two pilot studies using open-ended 

interview questions to explore the perceptions of children and adolescents regarding their 

HRQOL during cancer therapy. In these studies, pediatric oncology patients were asked four 

questions; however, responses from two questions were found to sufficiently assess HRQOL 

from the child’s or adolescent’s perspective, as responses to the remaining two questions 

were duplicative of the responses to the two interview questions. Patients reported a sense of 

well-being based on the ability to participate in their usual activities, interact with others, 

feel cared for, cope with uncomfortable physical and emotional reactions, and to find 

meaning in their illness.4 This kind of qualitative approach allows children and adolescents 

to describe their cancer experiences and provides a premise from which new hypotheses for 

assessing HRQOL can be generated.

The pilot studies identified 6 domains that comprise HRQOL of children with cancer. The 

six domains were (1) symptoms (both disease and treatment related), (2) usual activities, (3) 

social/family interactions, (4) health status, (5) mood, and (6) meaning of illness. The 

conceptual definition of HRQOL derived from the initial pilots was: “an overall sense of 

well-being based on being able to participate in usual activities; to interact with others and 
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feel cared about; to cope with uncomfortable physical, emotional, and cognitive reactions; 

and to find meaning in the illness experience.”4

Study Purpose

The previously completed pilot studies provided guidance for the development of our 

HRQOL study, labeled the Good Day Study, which was incorporated into a pediatric Phase 

III clinical trial for ALL. The Good Day Study purpose was to describe HRQOL over the 

course of treatment for ALL from the perspective of children and adolescents using two 

validated interview questions. Our aims were to identify the components of their HRQOL 

and the factors related to any differences in their responses according to age, gender, risk, 

and time in treatment.

Methods

Study Population

The Good Day Study was a secondary objective of a larger nurse-led quality-of-life 

objective nested in an institutional therapeutic protocol (Total XV) for the treatment of ALL. 

The overall objective of the institutional protocol was to improve the treatment response rate 

in children and adolescents with ALL through risk-directed therapy. Inclusion criteria for the 

Good Day Study were enrollment in the institutional ALL protocol, ability to understand 

English, ages 8 to 18 years, and providing informed consent or assent. The study was 

approved by the institutional review board.

The Good Day study sample included 150 children and adolescents interviewed at six time 

points. The demographics were consistent with ALL, in that more children than adolescents 

and more males than females were eligible for the study (Table 1). For logistic 

considerations of group sizes and responses at each time point, and the limitations of the 

coding and analysis software, each patient response (i.e., entry) during the interview was 

treated as a case. Thus, the total number of study cases from the 150 patients was 578. 

Figure 1 depicts the number of patients (n=150) to the number of first-level codes for 

Question 1 (n=1207) and Question 2 (n=987).

Study Procedures

Two open-ended questions were posed to children and adolescents at six time points (T1–

T6) during the course of their treatment: (1) “What makes a good day for you?” (Question 1) 

and (2) “How has being sick been for you?” (Question 2). These questions were asked at day 

40 of induction (T1), week 7 of consolidation (T2), week 48 of continuation (T3), week 120 

of maintenance therapy (completion of therapy for females) (T4), week 146 of maintenance 

(males only) (T5), and 2 years after the completion of therapy (T6). These time points were 

chosen to represent clinically significant milestones in the therapeutic treatment protocol. 

Data were collected from 2002 through 2012.

Data Analysis

The creation of the coding dictionary used for the interview responses in the Good Day 

Study has been detailed in a pilot study previously reported by Hinds et al.4 In brief, in that 
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study, coding was completed by five pediatric oncology nurses who participated in eight 

training sessions facilitated by two researchers. The initial interviews from the pilot study 

were coded jointly by all five nurses and a coding dictionary was generated. Subsequently, 

intercoder agreement was calculated and was found to range from 81% to 100% across 

coders and interview questions. None of the codes clustered with other codes, indicating that 

the code labels were sufficiently distinct from each other.

In the Good Day Study, all responses to the two interview questions were independently 

coded, using the coding dictionary from the pilot, by three researchers to ensure the 

reliability of coding. When coding was discrepant among coders, all coders met to discuss 

their interpretations and in each instance consensus was achieved on a final coding of the 

response. During the coding phase, the dictionary was revised to reflect the grouping of 

some first-level codes for their similarity of meaning and thus identified as a theme that 

captured the shared meaning. Several rarely reported first-level codes were excluded from 

the analysis as they occurred at low frequencies and could not be combined with other codes 

because of their conceptual uniqueness.

Coded qualitative responses were entered into the QDA miner program (version 4.0; 

Provalis Research, Montreal, Canada), an advanced qualitative data analysis software 

package for coding, annotating, retrieving, and analyzing small and large collections of 

documents and images.8 The codes were compared quantitatively for intrasample 

differences. Data were analyzed using descriptive frequencies and Chi-square tests, with the 

alpha level of significance set at 0.05. For time analysis, each time point was compared 

against the mean of all the other time points. No adjustment was made on the P-values for 

multiple comparisons. Descriptive variables included age (children 8–12 years vs. 

adolescents 13–18 years), gender, risk group (low vs. standard/high), and time (the 6 data 

collection points). Risk groups were categorized into low vs. standard/high for our analyses, 

as we had a limited number of patients in the high-risk arm. Some codes were repeated 

multiple times within the same interview and were treated as separately occurring codes for 

the same case in our quantitative analysis.

Of the 2194 responses coded during the study, only 18 responses (0.008%) could not be 

coded using our coding dictionary because they were categorized by two or more study team 

members as “not possible to comprehend the intended meaning” or as “not considered a 

response to the actual interview question.” We interpreted this very low rate of uncoded 

responses as indicating that the coding dictionary captured the spectrum of conceptual 

meanings reflected in the responses. Fifty-two codes were identified and included in our 

final coding dictionary. Codes were distributed across the six conceptual domains of 

HRQOL as described in our previous pilot study. 4 Table 2 presents examples of codes with 

definitions and exemplar corresponding responses.

Results

Question 1: What makes a good day for you?

A total of 26 codes were included in the analysis of the responses to Question 1 and ranged 

from 0.5% to 34.9% of cases. For all time points combined, the most frequent response for 
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what made a good day was “doing the usual,” followed by “being with friends.” Another 

commonly reported category was symptoms, with patients describing “not being sick” as 

making a good day.

Of the total codes, statistically significant differences were found with respect to age, 

gender, risk, and time (Table 3). The largest differences between children and adolescents 

were for the codes “having energy” and “not being sick”, both were being reported 

significantly more often by adolescents than children. Seven codes differed significantly by 

gender, with females reporting higher frequencies of codes than males. The largest 

differences were found in the codes of “having energy” and “not being sick,” both being 

reported more frequently by female patients. Three codes differed significantly by treatment 

risk group. Patients in the standard-/high-risk group were more likely to report a good day 

being “a short stay at the hospital” and “not being sick” than patients in the low-risk group, 

who were more likely to report a good day as “being at home.”

Over the six data collection time points, the number of significantly different codes 

decreased steadily from 11 (T1) to 6 (T4) (Table 4). At induction (T1), patients described a 

good day as not being at the hospital (no hosp); with this code becoming less frequent 

during treatment and not reported at all at the off-therapy time point (T6). Patients also 

expressed the importance of not being sick (no sick) as making a good day and continued to 

report the importance of not being sick 2 years after the completion of therapy. Both 

children and adolescents reported benefits associated with their illness, with this response 

being highest at T6. Across all time points, including off-therapy, not being sick (no sick) 

and being with friends (friends) made a good day. The importance of friends was the most 

commonly reported code to Question 1 at the 2-year off-therapy visit.

Question 2: How has being sick been for you?

A total of 26 codes were included for analyzing the responses to Question 2 and ranged from 

0.3% to 39.4% of cases. The most frequently occurring codes are listed in Table 5. For all 

time points combined, the most frequent response was “bad hard.” Although patients viewed 

the experience as hard, they also expressed being sick as “not bad” and “good.”

The code “harder” was reported across all treatment groups, but was reported significantly 

more often among patients with standard-/high-risk disease. Over the six time points, the 

number of codes that differed significantly by time decreased from five to three (Table 6). 

Code frequencies also differed significantly between children and adolescents on seven 

codes, with the largest differences being for the codes “no home,” “good thought,” and 

“good change,” all being reported more frequently by adolescents than children. Children 

more often reported “benefit” from being sick. Females and males differed significantly on 

eight codes. Males reported being sick as “not bad” whereas females reported being sick as 

“bad hard,” “can’t do,” and “harder.” Although females reported being sick as a difficult 

experience, they were significantly more likely to report being sick as a “good change.” 

Females also expressed an inability to perform age-appropriate activities “can’t do” and 

missed friends “no friends” significantly more often than males.
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When analyzed across time points, some codes decreased in frequency whereas others 

increased. As patients progressed in treatment, missing home “no home” and missing friends 

“no friends” were expressed less frequently. There were no responses for these two codes by 

time points 4 and 5. As patients progressed in treatment, they reported getting “used to it” 

and continued reporting this response 2 years after completion of treatment. Patients also 

increasingly reported “good change” as they progressed in time. Of note, across all time 

points, “bad sick” continued to be reported by patients 2 years after therapy.

Discussion

This study is the first to assess HRQOL using qualitatively induced codes from the 

responses of children and adolescents during and after treatment for ALL and to compare 

their responses by age, gender, risk group, and time in treatment by using a quantitative 

content analysis approach. Our study demonstrates how qualitative HRQOL data can be 

quantified to allow statistical inferences to be drawn across treatment variables in a clinical 

trial. This approach provides understanding and clarity to a large dataset of qualitative 

themes by quantifying and measuring differences in responses between groups. Our findings 

provide the basis for prioritizing future HRQOL interventions for children and adolescents 

with cancer during and after treatment.

Longitudinal assessment provides insights into the changing codes reported by children and 

adolescents as they progress through the trajectory of ALL therapy into survivorship. Patient 

responses to two questions revealed common codes in describing a good day and the illness 

experience as well as codes that are not elicited by commonly used HRQOL questionnaires. 

Commonly reported codes described a good day as being able to perform usual activities 

such as interacting with friends, playing, being outside, and attending school. From the 

perspective of both children and adolescents, responses to Question 1 emphasize the 

importance of integrating leukemia patients back into their usual or normal routines such as 

school and social interactions.

The benefit that the child or adolescent perceives from the cancer experience should also be 

considered. When children and adolescents were asked about the illness experience, the 

theme of benefit emerged and was expressed at all time points, including 2 years after the 

completion of therapy. Patients reported benefits such as getting additional attention from 

family and friends, extra help with homework, and not attending school. Finding benefit 

from one’s illness experience has been previously reported.9,10

Children and adolescents responded both positively and negatively to Question 2. They 

described their illness experience as being hard and the symptoms of the illness and 

treatment as bad. Two years after the completion of treatment, patients continued to express 

their illness experiences as having been bad, indicating a lingering negative recall of those 

aspects. However, another response was of viewing self as a changed individual after the 

illness and treatment experiences. Both children and adolescents described achieving some 

level of meaning in the negative illness experiences. One patient stated: “Although it has 

been hard, it has made me stronger and more mature. I have learned to enjoy and 

appreciate life more.” Previous studies have also reported positive changes in patients as 
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they become more mature individuals and that they become sensitive and more caring for 

others.11,12 Despite several studies reporting this finding, commonly used instruments do 

not measure self-change or the meaning of illness as perceived by the child or adolescent.4 

The coded HRQOL responses also represent the ability of children and adolescents to reflect 

about their illness experience during and after treatment and to see both positive and 

negative aspects. More adolescents and females reported both the positive and negative 

aspects of HRQOL, suggesting they may be more reflective or more expressive regarding 

the total treatment experience.

Codes varied significantly by age. Age has been an important factor in the development of 

HRQOL instruments in children and adolescents.1,13 As developmental tasks vary by age, 

patients differ in their illness experience. We found that both children and adolescents strive 

for “normalcy” in their life, with adolescents concerned with illness symptoms and children 

wanting to do the usual. However, most HRQOL instruments include age-universal items,14 

which can limit the understanding of age-related experiences of the illness. Our findings 

highlight that efforts need to focus on addressing symptom control and well-being among 

adolescents while encouraging age-appropriate activities for both children and adolescents.

Several studies have found differences in HRQOL by gender, with females consistently 

reporting a lower HRQOL than males. 15-18 Our study found similar results, with females 

reporting negative codes more often than males. Females described the symptoms as being 

bad and the illness experience as hard and felt that the treatment did not allow them to 

perform their usual activities, including interacting with friends. Males described the 

experience as not bad, which may reflect social role expectations of males reacting to 

unpleasant experiences in a less affected manner.19 However, both female and male patients 

reported positive and negative aspects of the cancer treatment experience, suggesting that 

both can speak realistically about their experience in response to these questions. Ongoing 

discussions with males and females need to address the impact of their illness on their 

relationships, for which children and adolescents have been described as feeling 

marginalized or being outsiders in their social circle of friends.20 Discussions should also 

include body image, and for females their image-related interactions with males that may be 

affected by their body image. 21 Males may benefit from ongoing conversations that 

encourage expression of the illness experience.

We found statistically significant differences between risk groups in coded responses to 

Question 1, with the standard-/high-risk group reporting a good day as a short hospital stay 

and not being sick, and the low-risk group reporting being at home more frequently. Patients 

in the standard-/high-risk arm receive more intensive treatment and are thus more likely to 

be at the hospital or clinic; a brief appointment or stay at either location would be preferable 

than a longer stay. In response to Question 2, patients in the standard/high-risk group 

frequently reported that being sick was hard; however, the code did not differ significantly 

between standard-/high- and low-risk groups. Studies have shown that treatment intensity is 

consistently associated with a poorer HRQOL.15 A large-scale multisite cooperative trial 

needs to be undertaken to definitively address differences in HRQOL by risk group, with 

patients in the high-risk group being analyzed separately from those in other risk groups. 

Our findings provide the basis for hypothesis development for such a future trial.
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As patients progress in their ALL treatment, the intensity of treatment subsides and the 

illness experience differs from the early months of therapy. Early in treatment, children and 

adolescents described a good day as not being in the hospital, being at home, and not being 

sick. At 2 years after completion of therapy, children and adolescents reflected on a good 

day as not being sick and that being sick was a bad experience. It is possible that the 

meaning of “being sick” changes over time from diagnosis (i.e., from a symptom-specific 

basis to an overall or total reflection on treatment in the responses); this possible conceptual 

change merits future study. Both children and adolescents expressed very frequently that 

being with friends made a good day; being with friends was the most frequent theme 2 years 

after the completion of therapy. As all patients were of adolescent age at T6, this finding of 

focus on social interactions is consistent with adolescent developmental milestones and 

provides support for clinicians to recognize the importance of clinical care interventions that 

foster social reintegration of patients with friends.

Codes of pain and spirituality are often associated with HRQOL among adults with 

cancer;22 however, these codes were not common among our patients’ responses. Although 

spirituality was included as a category in the pilot coding dictionary, codes of spirituality 

(Spirit, Trust God) were seldom expressed by children or adolescents in this study. Children 

and adolescents with cancer may view spirituality differently than adults with cancer, given 

that spirituality among adult oncology patients is the most frequently reported 

complementary and alternative therapy in the United States.23,24 This difference may reflect 

a developmental difference in the grasp of immortality between children and adults as well 

as the expectation of children for positive disease and treatment outcomes.25

Pain is a symptom that is often associated with the diagnosis and treatment of cancer. 

Hedstrom et al.26 reported that the most frequently mentioned reason for distress in children 

with cancer was pain from diagnostic procedures and treatments. Thus, we expected more 

frequent complaints of pain in children in response to Question 2. However, very few patient 

responses indicated pain as part of being sick. Instead, patients reported distressing 

symptoms such as nausea, vomiting, and fatigue. The few references to pain may be 

secondary to the setting’s standardized assessments of pain and pain intervention 

effectiveness. Routine symptom assessments and interventions may similarly reduce the 

commonly expressed symptoms of feeling sick and facilitate patients’ desire to feel normal.

This study addressed an important methodological concern of time constraint in assessing 

HRQOL among all patients. Obtaining even brief patient-reported HRQOL reports can be 

problematic in clinical settings,24 with clinicians not having sufficient time to assess and 

complete HRQOL questionnaires. However, when patient-reported outcomes are assessed 

and healthcare decisions are made according to reported symptoms, patients report an 

improved HRQOL.27 Our study demonstrates the feasibility of assessing HRQOL using 

only two questions and the clinical relevance of the responses. The two interview questions 

constitute a brief and useful assessment for clinicians, with the potential for guiding real-

time interventions.

There are some limitations to our study. We relied upon the codebook previously developed 

from our pilot work and did not identify new codes in the interviewing process. This is 
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likely a minor limitation given the low rate of uncoded responses and our ability to 

categorize most of the uncoded responses as uninterpretable. Nearly twice as many males 

participated as did females, and there were more than twice as many study patients on the 

standard-/high-risk arm than on the low-risk arm. To address these differences, we reported 

our findings descriptively and in terms of ratios, but such differences will influence 

quantitative analyses. Not all our quantitative comparisons could concurrently consider 

gender and risk arm. Also important in a quantitative analysis of qualitatively induced codes 

is that infrequently reported codes will result in no significant findings in certain 

comparisons. Our analysis could not address whether certain codes present at a particular 

time point predicted more positive or negative treatment outcomes for a study participant, 

but this will be an important consideration in future study designs about HRQOL in 

pediatric patients in treatment for ALL.

A unique aspect of this study is the method of qualitative analysis. Qualitative research aims 

to find meaning and to improve our understanding of a phenomenon. Thus, the use of 

quantification of qualitative data according to covariates can be viewed as beyond the 

qualitative research purpose and paradigm. Thus, this quantitative approach to a traditionally 

qualitative content analysis method has allowed us to gain a perspective on HRQOL in 

children with cancer according to age, gender, risk group, and time. We believe that this 

approach has offered strength to our findings, and resulted in refinement of the original pilot 

study.

Conclusions

The more commonly used measures for HRQOL do not adequately measure domains as 

expressed by our study participants, including the importance of feeling normal, of 

participating in normal activities, and the meaning of the illness experience. Our study 

findings support the domains that were identified from the initial pilot study as the defining 

domains of HRQL in children under active treatment for ALL. These domains are not 

consistently assessed in the more commonly used HRQL instruments. Our findings suggest 

that two interview questions are feasible for use in assessing HRQOL from the patient’s 

perspective in the clinical setting. In addition, this assessment can be readily administered by 

the nurse, advanced practice nurse, or physician at the point of care and can contribute in 

real time to interventions that improve the care and HRQOL of children and adolescents 

with cancer. The regular collection, documentation, and coding of responses can also help 

nurse researchers identify new trends or new issues that may arise with new therapies early 

in treatment.
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Figure 1. Diagram Depicting Enrollment, Attrition by Data Point, and Frequency of Codes
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Table 2

Sample Codes, Definitions, and Examples of Patient Responses

Code Word Definition Sample Responses

What Makes A Good Day For You?

Able Eat Being able to eat “If I can eat,” “Getting breakfast in bed,” “Having breakfast—especially good—biscuits,” 
“When I get to eat”

At Home Being able to be at home “The day they tell me I can go home,” “When I don’t have to come to the hospital,” “When I 
get to go home”

Be Normal Being normal “When I feel like a normal kid,” “When my life becomes close to normal or feels normal”

Do Usual Doing my usual activities “A good day is when we go out and do something like go to the zoo or the Fire Museum,” 
“Playing my video games and watching TV and running around playing with her [my little 
sister]”

Family Being with family “When I go see my grandparents,” “Whenever my family comes to visit me,” “Being with my 
mom and dad”

Friends Feeling close with friends “Talking to my girlfriend,” “Seeing my friends,” “When I go hang out with my friends,” 
“Having friends around”

Gd Mood Positive mood “When I get up in a good mood,” “When I’m relaxed and having a good day,” “Getting up in 
a good mood”

Go Places Going places/being entertained “Going to do something like the mall,” “Going to the movies,” “Going to sports games like 
the Grizzlies or Redbirds,” “Going fun places like the zoo or the fish store”

No Hosp Not going to the hospital “Not having to go to the hospital,” “When clinic visit is not scheduled for week”

No Sick Not feeling sick “When I feel good, when I can play, when I laugh a lot, not having to be here all the time,” 
“When I have no pain in my neck. Days like this—it just felt like a good day”

Smooth Nothing goes wrong “Just if nothing goes wrong—like no bad muscle cramps, no joint pain, no headaches. You 
know, just doing okay”

Spirit Believing in a greater being “The Lord makes my day really special” “To wake up and know there’s a god above” 
“Thanking the Lord for letting me be here”

How Has Being Sick Been For You?

Bad Hard Illness experience hard “Being sick really sucks, pain, all the things you can’t do like go home and have fun”

Bad Sick Symptoms of being sick “Bad, because I have been throwing up a lot,” “I get really scared when I pass out” “bad—
especially nausea and ulcers”

Benefit Receiving benefits “It’s fun because I don’t have to go to school,” “I’ve met a lot of people to help me with my 
homework,” “People have been a lot nicer to me since I have been sick,” “Because I get all 
the attention”

Can’t Do Can’t do what I want “Not being able to do my normal stuff,” “Don’t feel like doing anything, can’t do the things I 
used to be able to do”

Gd Change Changed life for the good “It has actually made me a better person. I have always been tense, angry and selfish. I feel I 
need my family more. I’m more emotional, I cry more (teary eyed). I just have a better 
attitude towards life.”

Good Positive “Actually, it has been pretty good to me,” “Pretty good overall” “Everything has gone well 
for me,” “I still like coming here and seeing people”

New Exp Change “Being sick has really changed my life a lot. The medicine makes you very emotional so you 
cry a lot and have mood swings and have good days and bad days,” “An unforgettable 
experience”

No Friend Missing friends and family “I miss my normal life, friends, family, school and being at home.”

Not Bad Not so bad “It hasn’t really bothered me much, it really hasn’t” “Sick? I have not really been sick,” “Not 
as bad as I thought it would be so far”

Others Being with others I like “I’ve made a lot of friends here at and have met lots of cancer patients to talk to,” “Get to 
meet other children,” “I have met lots of new people that I think very dearly of”

Used To It Getting used to it “I’m used to it now,” “At first it was worse, but now it got better—I’m used to it,” “It’s 
upsetting, but I’ve come to terms with it”
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Code Word Definition Sample Responses

What Makes A Good Day For You?

Trust God Trusting in God “I know that there is some reason the Lord has put this burden on my family and me,” “I’m 
handling it good so far thanks to the good Lord”
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