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Chapter 3
| Changes in cancer patients’
personal goals in the first six
months after diagnosis:
the role of illness variables
Moniek Janse, Adelita V. Ranchor, Ans Smink, Mirjam A. G. Sprangers,
and Joke Fleer
Supportive Care in Cancer, 2015; 23 (7)

Abstract
Purpose: Setting and pursuing personal goals is a vital aspect of our identity
and purpose in life. Cancer can put pressure on these goals and may be a reason
for people to adjust them. Therefore, this paper investigates (1) changes in
cancer patients' goals over time, and (2) the extent to which illness
characteristics relate to goal changes.
Methods: At both assessment points (1 and 7 months post-diagnosis),
colorectal cancer patients (n=198) were asked to list their current goals and rate
them on hindrance of illness, attainability, likelihood of success, temporal
range, and importance. All goals were coded by two independent raters on
content (i.e. physical, psychological, social, achievement, and leisure). Patients'
medical data were obtained from the national cancer registry.
Results: Over time, patients reported a decrease in illness-related hindrance,
higher attainability and likelihood of success, a decrease in total number of
goals, goals with a shorter temporal range, and more physical and fewer social
goals. At both assessments, patients with more advanced stages of cancer,
rectal cancer, a stoma, and receiving additional chemo- and/or radiotherapy
reported more illness-related hindrance in goal attainment, but only patients

Conclusions: The results of this study support the assumption that cancer
patients adjust their goals to changing circumstances, and additionally shows
how patients adjust their goals to their illness. Moreover, we demonstrate that
illness variables impact on goal change.
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with a stoma additionally reported lower attainability, likelihood of success,
and more short-term goals.

T

he motivation to live our lives the way we do comes from our life values,
which are reflected in the goals we set and pursue (Emmons, 1996). The
formulation, pursuit and achievement of goals is important for a person’s well-

being, as without it, life loses its shape and purpose (Carver & Scheier, 1998;
Heckhausen, Wrosch, & Schulz, 2010). However, being diagnosed with a potentially
life-threatening disease such as cancer can hinder patients from attaining their goals
(Affleck et al., 2001; Boersma, Maes, & Joekes, 2005; Offerman, Schroevers, van der
Velden, de Boer, & Pruyn, 2010), leading to decreases in well-being (Carver & Scheier,
1998).
Cancer can make goals difficult to achieve for reasons such as physical side
effects of treatment or time spent in the hospital. To reduce the adverse impact of the
disturbance of personal goals, self-regulation theories assume that people may adjust
their goals (Pinquart, Fröhlich, & Silbereisen, 2008; Von Blanckenburg et al., 2014) to
keep them attainable in changed situations (i.e. goal adjustment). Given the large body
of literature indicating that, in general, people are quick to adjust to adverse life events
and to maintain well-being (e.g. Carver & Scheier, 1998; Diener, Suh, Lucas, & Smith,
1999), and considering the claim of theories on life-span development that people are
used to adjusting to changing opportunities and resources throughout their lives (e.g.

et al., 2010; Von Blanckenburg et al., 2014).
To date, most empirical studies on goal adjustment have focused on people’s
general tendencies when coping with disturbed goals (e.g. the tendency to disengage
from disturbed goals or to re-engage in alternative and attainable goals) (e.g.
Brandtstädter & Renner, 1990; Wrosch, Scheier, Miller, Schulz, & Carver, 2003).
However, such research does not provide information on how goals actually change.
More comprehensive insight into goal adjustment can be obtained by studying actual
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Freund, 2008; Heckhausen et al., 2010), it might very well be that cancer patients adjust
their goals to what is attainable to maintain well-being (Dunn et al., 2013; Henselmans
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changes in goal characteristics over time (Rapkin, 2000). Goal characteristics, termed to
as goal constructs by Austin and Vancouver (Austin & Vancouver, 1996) and Carver
and Scheier (Carver & Scheier, 1998), and goal dimensions by Emmons (Emmons,
1999) and Little (Little, 1983), refer to ways in which goals can be specified and
categorised according to their content and structure (Austin & Vancouver, 1996). Goal
content encompasses life domains in which goals can be grouped. For instance, goals
related to health and recovery of illness can be grouped within the physical domain, as
these goals have to do with people’s physical status (Austin & Vancouver, 1996). Other
life domains in which goals can be grouped are the psychological, social, achievement
and leisure domains (derived from Emmons, 1999; Grouzet et al., 2005; Little, SalmelaAro, & Phillips, 2007; Pinquart, Nixdorf-Hänchen, & Silbereisen, 2005). Goal structure
refers to the respondents’ appraisal of their goals on aspects on which goals are assumed
to differ (Austin & Vancouver, 1996; Emmons, 1999), such as how important the goal
is to them, how attainable it is, and how much investment of effort is required to attain
the goal (Austin & Vancouver, 1996; Emmons, 1999; Little, 1983).
To our knowledge, only Pinquart and colleagues (Pinquart et al., 2008) have
investigated changes in cancer patients’ goals over time, and their work gives us
preliminary insights into the actual goal-adjustment process of cancer patients. They
asked cancer patients, heterogeneous with respect to diagnosis and prognosis, to
describe the goals they were pursuing at that particular moment before the start of
treatment and then asked again 9 and 18 months later. In addition, they asked them to
rate each goal in terms of the perceived influence of their health status on goal
attainment, the likelihood of goal attainment, and the anticipated time required for goal
attainment. The results showed that, over time, patients reported an increase in the
number of health-related goals, a decrease in having their illness hinder them from
attaining their goals, a reduction in the expected likelihood of goal attainment, and the
adoption of goals with a shorter time frame. The results of this study indicate that cancer
patients indeed seem to adjust their goals over time to match their changed opportunities
and resources for goal attainment.
In their study, however, Pinquart and colleagues did not take into account the
influence of specific illness variables, while previous studies suggest that patients with
different stages and types of cancer may differ in their goal adjustment (Pinquart et al.,
2008; Von Blanckenburg et al., 2014). Indeed, illness variables may influence
opportunities for goal attainment (e.g. more advanced stages of cancer and more
treatment can lead to more hospital stays and more physical restraints), possibly leading
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to differences in how patients change their goals. Therefore, this study investigates the
role of illness characteristics in how cancer patients change their goals between one and
seven months after diagnosis. This period was chosen because of its specific nature,
characterised by initial treatment and coming to terms with the diagnosis (Stanton et al.,
2005), making it an important period to investigate if and how patients change their
goals.
Colorectal cancer is the most common type of cancer in both men and women
in Europe, with 447,000 new cases in 2012 (Ferlay et al., 2013). Most patients seem to
adjust well to their illness (Dunn et al., 2013), although patients with more advanced
stages of cancer (Paika et al., 2010; Steginga, Lynch, Hawkes, Dunn, & Aitken, 2009),
rectal cancer (Ohigashi, Hoshino, Ohde, & Onodera, 2011; Paika et al., 2010; Steginga
et al., 2009), and a stoma (Chambers et al., 2012; Sprangers, Taal, Aaronson, & te
Velde, 1995; Wilson, Alexander, & Kind, 2006) have been found to experience lower
health-related quality of life. It might be that these subgroups of colorectal cancer
patients experience more illness-related hindrance in goal attainment and thus report
poorer well-being. Additionally, patients who receive additional treatment (i.e.
chemotherapy and/or radiotherapy) to cancer surgery could experience more distress
(Henselmans et al., 2010), physical hindrance and more uncertain views of the future
than patients who have surgery only, possibly leading to differences in how they deal
with their goals.
In this study, we investigated how cancer patients change their goals over the
first six months after colorectal cancer diagnosis and whether prognosis, site of cancer
(i.e. colon or rectal tumour), presence of a stoma, and receiving additional treatment
(i.e. chemotherapy and/or radiotherapy) are related to these changes. First, based on the

and the expected likelihood of goal attainment, as well as adoption of goals with a
shorter time frame. We did not, however, expect changes in the importance of the
reported goals, as we freely elicited patients’ most important goals at both assessments.
We also hypothesised that patients would report a reduction in the number of goals, in
accordance with the theory of Selection, Optimization, and Compensation (e.g. Baltes &
Baltes, 1990; Freund & Baltes, 1998) which states that the selection of specific goals is
a response to reduced resources such as time and energy—circumstances which are
likely to be the case during the first six months after a colorectal cancer diagnosis.
Additionally, with respect to goal content, we hypothesised that patients would
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literature, we hypothesised that, over time, patients would report a decline in the level of
goal hindrance presented by their illness, an increase in the attainability of their goals
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formulate more health-related goals over time, visible in an increase in goals within the
physical domain. Second, we hypothesised that subgroups of patients (i.e. those with a
more severe prognosis, rectal cancer, presence of a stoma, and receiving additional
treatment) would report more hindrance presented by their illness, and consequently
lower levels of attainability of goals, lower levels of likelihood of success, and more
short-term goals.
Materials and Methods
Design and Participants
This study was approved by the Medical Ethical Committee of a university medical
centre in the Netherlands. Participants were recruited from four hospitals in the
Netherlands. Eligible participants were newly diagnosed colorectal cancer patients over
18 years old. Those who had cognitive impairment, were unable to understand Dutch, or
had drug or alcohol problems were excluded from participation.
As is shown in Figure 1, 619 eligible patients were identified. Of these, 46
patients were not approached for the study as they had already been engaged in a
different study, and 64 patients were not informed as the hospital staff did not provide
the patients with the information package (e.g. because they were deemed too ill or were
receiving further treatment in another hospital). Of the 494 patients who were
approached for the study, 117 refused the information. Of the 377 patients who received
the information, 225 signed an informed consent form (response rate: 45.6%). Of those
patients, 216 completed the first assessment. Nine patients did not complete the first
assessment after providing informed consent, mostly because they were too ill or had
died (n = 6). Seventeen participants dropped out between the first and second
assessments (again, mostly because they were too ill or had died, n = 13), leaving 199
patients who completed both assessments (drop-out rate: 7.9%). Additionally, for one
patient, the cancer registry could not supply clinical data. This patient was thus
excluded from the analyses, bringing the total of the sample to 198 patients.
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Eligible patients
n = 619

Not approached for study
- Already engaged in other studies, n = 46
- Information not given by hospital, n = 64
- Unknown, n = 15

Approached for study
n = 494

- Refused information, n = 117

Patients who received
information
n = 377

Patients included
n = 225

- Declined, n = 105
- Too ill, n = 16
- Could not be contacted, n = 11
- Lived too far away, n = 1
- Unknown, n = 19

Lost to follow-up
- Died/terminal/too ill, n = 6
- Not interested, n= 1
- Other, n = 2

Completed T1
n = 216

Total sample
n = 198

F i g u r e | 1 Flowchart of patient inclusion

Excluded
- No clinical data, n = 1
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Completed T2
n = 199

Lost to follow-up
- Died/terminal/too ill, n = 13
- Not interested, n = 1
- Study too intrusive, n = 2
- Too old, n = 1
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Procedure
Nurses or physicians briefly introduced the study and gave patients an information
package as soon as their diagnosis had been confirmed. Patients were asked to read the
information, complete the informed consent form if they were willing to participate, and
return it in a prepaid envelope to the researchers. Patients who did not send in their
informed consent form within two weeks were contacted by phone by the researchers.
Participating patients were assigned to an interviewer who was given the contact details
and who scheduled an interview as soon as possible. After six months, all patients were
again contacted for their second interview by the same interviewer. Interviews were
conducted at a place of the patient’s choosing, usually their homes. Most patients were
interviewed within approximately a month after they had received the information
package (median = 27 days; mean = 35 days, SD = 26.9).
Measures
Goals
At both assessments, participants were asked to list a minimum of three and a maximum
of ten current goals by means of an open question (based on Emmons, 1999). It was
explained that goals could be their plans, things they wanted to achieve or projects they
were currently working on.
With respect to goal content, each goal was classified by two independent
raters into one of five life domains: physical (e.g. regaining health), psychological (e.g.
aiming for personal growth), social (e.g. spending time with friends or family),
achievement (e.g. working on career), and leisure (e.g. enjoying a holiday) (Emmons,
1999; Grouzet et al., 2005; Little et al., 2007). Disagreement was resolved with a third
rater.
With respect to goal structure, the following aspects were assessed:
importance, illness-related hindrance, attainability, likelihood of success, and temporal
range. At both assessments, respondents rated each of their goals on their appraisal of
how much the illness hindered them from attaining the goal, how attainable the goal
was, how likely it was that the goal would be reached, and the time frame within which
they expected to reach their goal (based on Austin & Vancouver, 1996; Emmons, 1999;
Little et al., 2007). Ratings were given on Likert scales ranging from 1 (not at all) to 10
(very) for level of hindrance presented by illness and goal attainability, from 1 (0%) to
10 (100%) for likelihood of success, and from 1 (within 1 week) to 9 (more than 2
years) for the temporal range (Emmons, 1999).
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Objective illness characteristics
All information concerning illness characteristics was obtained by matching
participants’ data with their medical data from the Netherlands Cancer Registry (NCR).
The NCR collects medical data on all cancer patients in the Netherlands, and the data
are available for research purposes.
Prognosis. The TNM Classification of Malignant Tumours staging system used
by the AJCC (American Joint Committee on Cancer, 7 th edition), which ranges from
Stages I (local tumour without metastases) to IV (invasive tumour with metastases), was
used to create prognosis groups. Stages I and II (5-year disease-specific survival rates:
95% and 84.7%, respectively) (Hari et al., 2013) were combined to make a prognosis
group with ≥80% chance of survival at diagnosis. Stages III and IV (5-year diseasespecific survival rates: 68.7% and 8.1%, respectively) (Hari et al., 2013) were combined
to make a prognosis group with <80% chance of survival at diagnosis.
Site of cancer. Patients with tumours located anywhere in the colon and
sigmoid were grouped to form the colon cancer group. Patients with tumours located in
the rectum and anus were grouped to form the rectal cancer group. This division was
made based on the similar treatment procedures used with colon and sigmoid tumours
(mostly surgery) vs. tumours of the rectum and anus (mostly radiotherapy).
Presence of stoma. Patients who indicated that they had either a permanent or
temporary stoma at the second assessment were grouped into a stoma group.
Treatment. Patients who received surgery only were grouped to form the
surgery only group, while patients who also received chemotherapy and/or radiotherapy
were grouped into the surgery plus additional treatment group.

tests to test for associations between categorical variables. Paired sample t-tests were
used to examine changes in goals over time. Using prognosis, site of cancer, presence of
stoma, and additional treatment as between-groups factors, repeated measures analyses
of variance were used to examine changes in goal characteristics over time as well as
possible interaction effects. Regarding illness severity, additional post-hoc tests for all
four stages of illness were performed. A p-value of .05 was considered significant
throughout and all statistical analyses were done using SPSS version 21.
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Statistical analyses
We used descriptive statistics to examine characteristics of the sample and chi-square
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Results
Descriptive statistics
Table 1 shows the demographic and clinical characteristics of the participants. Since the
Netherlands Cancer Registry reports that 48.7% of all reported colorectal cancer
patients in the Netherlands are female and the mean age of diagnosis is 67 years, the
sample used in the current study appears to be fairly representative of Dutch colorectal
cancer patients.
The majority of patients were diagnosed with either stage II or stage III
colorectal cancer, with 110 patients (55.5%) in the prognosis group with ≥80% chance
of survival at diagnosis and 76 patients (38.4%) in the group with <80% chance of
survival at diagnosis. Twelve patients (6.1%) could not be staged. Most patients were
diagnosed with cancer of the colon and sigmoid (n = 121, 61.1%). The remaining 77
patients (38.8%) had a tumour in the rectum or anus. Sixty-two patients (31.3%) had a
stoma at the second assessment (T2). Patients with rectal cancer had a stoma more often
than did colon cancer patients (χ2 = 45.79, p < .001).
For one patient, no data on treatment was available. Of the 197 remaining
patients, 85 (43.8%) were treated with surgery alone and 109 patients (56.2%) were
treated with chemotherapy and/or radiotherapy in addition to surgery. Three patients did
not have surgery but only chemotherapy and/or radiotherapy. These three patients,
together with the patient of whom no data on treatment was available, were excluded
from the analyses comparing treatment conditions.
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T a b l e | 1. Patient demographics and clinical variables (n=198)
Variable

No. (%)

Age, yrs, mean (SD)
Female
With partner
Education
Low (primary school/LBO)

64.2 (10.9)
75 (37.9)
163 (82.3)

Medium (high school/MBO)
High (college/university)
Work status before diagnosis
Employed (part time or full time)
Unable to work
Unemployed
Retired
Other
Prognosis (TNM stage)

91 (46.0)
72 (36.4)

Stage I
Stage II
Stage III
Stage IV
Could not be identified
Site of cancer
Colon
Rectum
Stoma (yes)

46 (23.2)
64 (32.3)
59 (29.8)
17 (8.6)
12 (6.1)

82 (41.4)
9 (4.5)
16 (8.1)
89 (44.9)
2 (1.0)

121 (61.1)
77 (38.8)
62 (31.3)
85 (43.8)
109 (56.2)

Impact of illness on goals over time
Table 2 shows the results of the paired sample t-tests examining changes in goal
characteristics over time. Supporting our hypotheses, patients did indeed report
significantly less illness-related hindrance in attaining their goals, higher attainability
and likelihood of success, a shorter time frame within which they wanted to attain their
goals, and significantly fewer goals over the course of six months. Contradicting our
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Treatment
Surgery only
Additional treatment (chemotherapy and/or
radiotherapy)

35 (17.7)
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hypothesis, patients reported goals with a slightly, yet still significantly, higher level of
importance over time.
Furthermore, over time, patients reported significantly more physical and fewer
social goals. No changes were found in the number of psychological, achievement, and
leisure goals.
T a b l e | 2. T-tests of goal characteristics over time (n=198)
Variable

M (SD)
T1

M (SD)
T2

Paired
samples ttest, t

Goal structure
Illness-related hindrance
Attainability
Likelihood of success
Temporal range
Importance

4.8 (2.4)
8.1 (1.5)
8.6 (1.3)
5.5 (1.8)
8.3 (1.2)

4.1 (2.7)
8.5 (1.5)
8.8 (1.3)
5.0 (1.9)
8.5 (1.1)

3.53**
-3.02**
-2.31*
2.84**
-2.05*

Goal content (mean number of goals)
Physical
Psychological
Social
Achievement
Leisure

3.6 (.95)
.35 (.57)
.38 (.65)
1.06 (.93)
.53 (.71)
1.29 (1.11)

3.3 (.81)
.52 (.62)
.41 (.64)
.77 (.78)
.44 (.62)
1.19 (1.06)

3.64**
-3.69**
-.51
4.28**
1.68
1.22

Note *p < .05; **p < .01

Effect of illness variables on goals over time
Table 3 shows the results of the repeated measures analyses of variance with illness
variables as a between-groups factor.
Prognosis. The twelve patients who could not be staged with respect to their
prognosis were not included in this analysis. A significant association was found
between prognosis and the level of hindrance presented by illness in attaining goals, but
not for the other structural aspects of goals (i.e. attainability, likelihood of success,
temporal range and importance). Mean scores show that patients with <80% chance of
survival at diagnosis (i.e. stages III and IV) had higher levels of illness-related
hindrance in their goals at both measurement times. Post-hoc tests were performed to
make sure that no information was missed when combining the four stages into two
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groups and to detect potential differences between the four separate stage groups (I, II,
III, and IV). Results show that at both assessments, patients with stage IV cancer had
significantly higher levels of hindrance presented by illness than patients with stages I
and II, but this was not the case for patients with stage III cancer. The post-hoc tests of
prognosis and the other goal structure aspects did not reveal any significant differences
between stage groups. Furthermore, no interaction effect was found between time and
prognosis, indicating that the goals did not change in different ways for the patients with
<80% chance of survival at diagnosis compared with those with ≥80% chance of
survival at diagnosis.
Site of cancer. A significant effect of cancer site was found only for level of
hindrance presented by illness. Patients with rectal cancer experienced higher levels of
hindrance due to illness at both measurement times compared to colon cancer patients.
A trend towards an effect of cancer site on temporal range was found (p = .06). Patients
with rectal cancer reported goals with a longer temporal range at both assessment points
than did colon cancer patients. No time × cancer site interaction was found, indicating
that the goals did not change in different ways for patients with a colon vs. a rectal
carcinoma.
Stoma. The presence of stoma showed a significant effect on almost all
structural aspects of goals: hindrance due to illness, attainability, likelihood of success,
and temporal range. Patients who had a stoma reported more illness-related hindrance,
lower goal attainability and likelihood of success, but a longer temporal range, than
patients without a stoma at both assessment points. A significant interaction effect of
time and presence of stoma was found for illness-related hindrance. While patients
without a stoma reported a decrease in hindrance due to illness over time, patients with

only for illness-related hindrance. Patients who received chemotherapy and/or
radiotherapy in addition to surgery had higher levels of hindrance in attaining their
goals at both assessments. The groups did not differ on other structural aspects and no
significant interaction effects were found.
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a stoma did not.
Treatment. A significant effect for receiving additional treatment was found
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T a b l e | 3. Repeated measures analyses of variance with illness variables as
between-group factors
Goal
characteristics

Illness-related

Prognosis

Site of cancer

Presence of
stoma (yes/no)

Treatment

F
group

F
prognosis
x time

F
group

F
site x
time

F
group

F
stoma
x time

F
group

F
treatment
x time

4.37*

.04

6.45*

1.71

18.69

6.41*

8.59**

.75

**

hindrance
Attainability

.15

1.00

.00

.65

4.48*

.02

.06

.14

Likelihood of
success
Temporal
range

.36

1.10

.26

3.13

4.97*

.03

.19

.04

.02

3.24

3.68

.19

5.25*

1.91

1.61

2.93

Discussion
The current paper is the first to examine both the changes in cancer patients’ goals in the
first six months after diagnosis and the influence of illness variables. As hypothesised,
the results show that over a course of six months after diagnosis, colorectal cancer
patients experienced a reduction in the level of hindrance presented by their illness in
attaining their goals, an increase in goal attainability, and a higher likelihood of success
in the attainment of their goals. Additionally, they formulated goals that had lower
importance, shorter time frames, and were fewer in number overall. Also, they reported
more physical and fewer social goals. Moreover, as expected, patients with a <80%
chance of survival, rectal cancer, a stoma and those who received additional chemoand/or radiotherapy experienced more illness-related hindrance in attaining their goals
than did patients with a ≥80% chance of survival, colon cancer, no stoma and no
additional treatment, both at the assessment soon after diagnosis as well as six months
later.
The findings of changes in goal characteristics and goal content provide further
evidence for the assumption that cancer patients actually adjust their goals to better fit
their new circumstances. Given the recent findings (Von Blanckenburg et al., 2014) that
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patients adjust their goals to maintain well-being, a next step would be to investigate
further the relations between actual goal adjustment and well-being.
A notable finding was that patients with more advanced stages of illness, rectal
cancer, who received chemotherapy and/or radiotherapy and especially patients with a
stoma experienced more problems with goal adjustment. Stoma patients reported more
hindrance in attainment of their goals due to their illness, lower levels of goal
attainability, and a lower expected likelihood of success in attaining their goals.
Previous research has shown that having a stoma is associated with more need for
changes in lifestyle on a daily basis (Bekkers, Van Knippenberg, Van Den Borne, &
Van Berge-Henegouwen, 1996; Wu, Chau, & Twinn, 2007), as well as a changed body
image (Sharpe, Patel, & Clarke, 2011), which suggests that such patients might have a
greater need to adjust their goals. Patients with a stoma might benefit from support in
adjusting their life to having a stoma, perhaps by providing more information on the
prospect of living with a stoma, as well as practical stoma care to better deal with the
limitations.
Although this study has several methodological strengths, such as a
longitudinal design, a large sample size, a low drop-out rate, and a strong method for
assessing goals (mixed ideographic–nomothetic technique), several limitations need to
be acknowledged. First, no control group was included as a reference in order to
distinguish changes in goals due to cancer from those due to other reasons. However, as
we were only interested in changes over time taking illness variables into account—
which cannot be assessed in a healthy control group—this should not have influenced
our conclusions. Second, the first assessment took place approximately a month after
diagnosis, which may have led to the omission of adjustments that had already taken

analysis. This is similar to other longitudinal studies on cancer patients (Pinquart et al.,
2008), but could nevertheless have made the effects of illness stage on goal change less
marked than could be expected. Fourth, the low number of patients in the more
advanced stages of illness led us to combine Stage III and Stage IV patients, with
widely diverse survival rates. We did, however, perform post-hoc analyses with all four
groups, to obtain indications of how the groups differed from each other. Lastly, we
focused only on the first six months after diagnosis. It could be that changes in life goals
are still continuing long after this period (Pinquart et al., 2008), and such changes would
have therefore been missed in this study.
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place before the start of the study. Third, patients who died during follow-up were
excluded from the study and therefore the data of these patients were not available for
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Suggestions for future research include studies with longer follow-up times,
larger sample sizes (to be able to compare different treatment trajectories in more
detail), and qualitative research involving more in-depth exploration of how and why
cancer patients change their goals in the context of the illness. The current study builds
on existing ideas concerning goal adjustment (i.e. studying mean changes of goal
characteristics over time) (Pinquart et al., 2008; Von Blanckenburg et al., 2014), but it
would be interesting to investigate alternative ideas on goal adjustment in cancer (e.g.
investigating actual goal adjustment strategies from theory, such as shifting priorities or
continuing to pursue disturbed goals (Haase, Heckhausen, & Wrosch, 2013;
Heckhausen et al., 2010).
In conclusion, this study has shown that overall, colorectal cancer patients
maintain attainable goals over the first six months after diagnosis. Furthermore, the
hindrance of their illness in pursuing their goals reduces, even in those patients with
more severe stages of cancer, rectal cancer and receiving chemotherapy and/or
radiotherapy. Stoma patients were the only group of patients not to report a reduction of
illness-related hindrance. Combined with our findings that patients report differences in
the time frame in which they expect to attain their goals as well as in the types of goals
they choose to pursue, these results suggest that patients adjust their goals to what is
feasible when diagnosed with cancer. This study therefore provides more concrete
support for the suggestion that goals play an important role in the adjustment process
for cancer patients.
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