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S ymptom management is a vital aspect of cancer care
across the entire trajectory of diagnosis, treatment, and
palliation. A broad spectrum of cancer-related symp-

toms was identified in the literature, including fatigue, weak-
ness, pain, dyspnea, sleep deprivation, anorexia, nausea,
vomiting, retching, pruritus, paresis, dysphagia, loss of con-
centration, and mucositis. These symptoms have been de-
scribed as subjective, experienced, unpleasant, and distressing
(Almadrones & Arcot, 1999; Brown, 1999; Cimprich, 1995;
Dodd et al., 1999; Du Pen et al., 1999; Fu, Anderson, McDan-
iel, & Armer, 2002; Rhodes, Johnson, & McDaniel, 1995;
Ripamonti & Bruera, 1997; Vainio & Auvinen, 1996).

The phrase “symptom management” emerged from the
growing awareness of medical and surgical limitations in find-
ing and curing the causes of cancer-related symptoms and
from an increasing emphasis on quality of life in all patients
with cancer. Symptom management has been described as self-
monitoring, self-care, self-regulation, and self-management
(Burman, 1996; Keller, Ward, & Baumann, 1989; Rhodes,
1997; Richardson & Ream, 1997; Teel, Meek, McNamara, &
Watson, 1997). As a concept, symptom management is ex-
pected to describe the phenomenon of managing a symptom
(Meleise, 1997), but it remains imprecise. Conceptual clarifi-
cation is needed to enhance accurate assessment, develop ef-

fective interventions, and improve evaluation of symptom
management. The purpose of this article is to provide a defi-
nition, describe uses, and identify essential attributes of symp-
tom management by emphasizing the philosophical base for
the concept.

Approach to Concept Analysis
Concepts are considered cognitive in nature and comprised

of essential attributes abstracted from reality, expressed in
some form, and used for some common purpose (Meleise,
1997; Rodgers, 1989). A concept’s essential attributes are the
characteristics that define that concept and make it salient
under any contextual circumstances. Concept analysis is a
strategy that allows researchers to examine and clarify the
essential attributes or defining characteristics of a concept
(Walker & Avant, 1995). Commonly used approaches to con-
cept analysis include Walker and Avant’s linguistically based
analysis, Rodgers’ (2000) evolutionary approach, and Nor-
ris’s (1982) empirical data-based approach. However, these
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Conclusions: The essential attributes of symptom management in
patients with cancer are subjectivity, experientiality, intentionality, mul-
tidimensionality, dynamic process, and positive and negative outcomes.

Implications for Nursing: Findings can help oncology nurses and
other healthcare professionals to better understand the process of
managing a symptom and the influential factors that affect positive out-
comes. The information from this analysis can be used to design edu-
cational and interventional programs for symptom management. Future
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Key Points . . .

➤ Conceptual clarification for a concept such as symptom man-
agement is needed to enable oncology nurses to accurately as-
sess and develop effective interventions and improve evalua-
tion of symptom management.

➤ As a subjective, intentional, experiential phenomenon, symp-
tom management encompasses universal and particular experi-
ence. Universal experience provides a framework for indi-
vidualizing interventions or cares to fit each patient’s unique
characteristics.

➤ Nurses and other healthcare providers need to explore the po-
tential effectiveness of an intervention for several symptoms
because multiple symptoms often occur simultaneously.
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traditional approaches lack an emphasis on the philosophical
base that limits the possibility of exploring the complex nature
of a concept.

In a belief system, a philosophical base or underpinning
provides a structure of inquiry in terms of the nature of real-
ity, ways of beginning to understand, and the methods of un-
derstanding. As a term describing a phenomenon, a concept
is a construct encompassing the denotation of philosophical
bases that provides insightful analysis of that concept.

The integrated approach used in this analysis combined
components of the classic method of concept analysis de-
scribed by Walker and Avant (1995) and Rodgers (2000) with
an emphasis on philosophical, empirical, and contextual ele-
ments. By using an integrated approach, the nature of the con-
cept of symptom management can be identified, and reason-
able and defensible assumptions based on a philosophical
base can be made. As a result, the essential attributes of the
concept can be identified in a systematic process. The proce-
dures of this integrated approach were to
• Determine the definitions and uses of the concept and re-

view related literature.
• Identify a philosophical base for the concept.
• Provide a definition for the concept with essential attributes.
• Explore empirical implications for practice and research.

Definitions, Uses,
and Literature Review

In the integrated approach to a concept analysis, lexical
information about the terms “symptom” and “management”
initially was reviewed to determine the common uses and
definitions of the terms. A literature review of materials pub-
lished from 1980–2003 about symptom management and its
associated concepts (symptom, symptom occurrence, symp-
tom distress, and symptom experience) then was conducted
through the Ovid database, including CINAHL®, AARP Age-
Line®, Newspaper Abstract, Biological Abstract, Health-
STAR, Dissertation Abstract, MEDLINE®, and Bioethicsline.

Symptom
According to the Oxford English Dictionary (Johnson,

1993b), a symptom is defined as “a (bodily or mental) phe-
nomenon, circumstance, or change of condition arising from
and accompanying a disease or affection, and constituting an
indication or evidence of it” (p. 372). Researchers agree on the
subjective nature of symptoms in the literature (Almadrones
& Arcot, 1999; Brown, 1999; Cimprich, 1995; Du Pen et al.,
1999; Fu et al., 2002; Fu, LeMone, McDaniel, & Bausler,
2001; Rhodes et al., 1995; Ripamonti & Bruera, 1997).
Rhodes and Watson (1987) defined a symptom as a “subjec-
tive phenomenon regarded by the individual as an indication
or characteristic of a condition departing from normal func-
tion, sensation, or appearance” (p. 242). Dodd, Janson, et al.
(2001) defined a symptom as “a subjective experience reflect-
ing changes in the biopsychosocial functioning, sensations, or
cognition of an individual” (p. 668). Lexical information and
the literature support the assumption that a symptom is an
experience that is perceived and verified only by the indi-
vidual experiencing the phenomenon. Thus, symptom is sub-
jective and experiential.

Three major concepts related to the idea of symptom have
been interpreted as symptom dimensions: symptom occur-

rence, symptom distress, and symptom experience (Arm-
strong, 2003; Lenz, Pugh, Milligan, Gift, & Suppe, 1997;
Rhodes, 1997). Symptom occurrence includes two compo-
nents: frequency and duration (Lenz et al., 1997; Rhodes).
Frequency is the number of times a symptom is experienced
by an individual within a given time frame, and duration is
the persistence of the subjective experience of a symptom
(Lenz et al., 1997; Rhodes). Symptom occurrence has been
a major focus in research on symptom evaluation and man-
agement (Berger, 1998; Fu et al., 2002; Porock, Kristjanson,
Tinnelly, Duke, & Blight, 2000; Rhodes & McDaniel,
1997).

Symptom distress refers to the degree of physical or men-
tal suffering, discomfort, or bother reported by individuals in
relation to their perceptions of the symptom (Lenz et al., 1997;
McCorkle & Young, 1978; Rhodes, 1997; Rhodes & Watson,
1987). The degree of symptom distress perceived by an indi-
vidual is an influential factor that determines the initiation,
continuation, or discontinuation of the activities to relieve or
prevent the symptom(s) (Cameron, Leventhal, & Leventhal,
1993; Fu et al., 2002; Rhodes, 1997; Richardson & Ream,
1997; Sweed, Schiech, Barsevick, Babb, & Goldberg, 2002).
For example, patients who suffer great distress from cancer
pain or fatigue would initiate or continue their activities (re-
laxation, imagery, exercise, diet modification, or pharmaco-
logic interventions) to relieve, decrease, or prevent the dis-
tress. Patients who experience minimal or no distress from
certain symptoms may not undertake any activities regarding
the symptoms.

The degree of symptom distress often is considered an in-
dicator variable for symptom experience and outcome indi-
cators for symptom management (Berger, 1998; Dimeo,
Rumberger, & Keul, 1998; Dodd, Janson, et al., 2001; Fu et
al., 2002; MacVicar, Winningham, & Nickel, 1989; Mock et
al., 1997; Porock et al., 2000; Rhodes, 1997). Symptom dis-
tress has a great effect on the quality of life and survival of
patients with cancer (McClement, Woodgate, & Degner,
1997; Rhodes; Sweed et al., 2002). Effective symptom man-
agement can decrease symptom distress and improve quality
of life and survival. Factors that affect an individual’s percep-
tion of symptom distress are age, gender, culture, family role,
education, health knowledge, type of treatment, values, be-
liefs, and past experience (Juarez, Ferrell, & Borneman, 1999;
McClement et al.; Rhodes; Van Wijk & Kolk, 1997).

Symptom experience is an individual’s perception and re-
sponse to symptom occurrence and distress (Rhodes &
Watson, 1987). Symptom experience is a dynamic process,
involving the interaction of the perception of a symptom,
evaluation of the meaning of a symptom, and response to a
symptom (Dodd, Janson, et al., 2001; University of Califor-
nia, 1994). Symptom experience is affected by personal or
social (age, gender, cultural, financial status, marital status),
psychological (personality, cognitive capacity, motivation),
and physiologic factors (physical capacity) (Dodd, Janson, et
al.). Thus, symptom experience also is a subjective, percep-
tional, and experiential phenomenon.

Although a single symptom can occur, in patients with can-
cer, multiple symptoms often are experienced simultaneously
(Dodd, Miaskowski, & Paul, 2001; Lenz et al., 1997). For
example, during chemotherapy for cancer treatment, patients
may experience nausea and fatigue concurrently. The simul-
taneous occurrence of more than one symptom results in a
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multiplicative symptom experience and severe symptom dis-
tress (Lenz et al., 1997).

Symptom Management
Management is defined as “the application of skill or care

in the manipulation, use, treatment, or control (of things or
persons)” (Johnson, 1993a, p. 106). Symptom management
has been conceptualized and described as self-monitoring,
self-care, self-regulation, self-management, or self-treatment
(Dodd, Janson, et al., 2001; Keller et al., 1989; Lenz et al.,
1997; Rhodes et al., 1995; Richardson & Ream, 1997; Teel et
al., 1997). Five theoretical or conceptual models have been
used as a conceptual framework to describe symptom man-
agement: the self-care model, the common sense model, the
symptom interpretation model, the conceptual model for
symptom management, and the theory of unpleasant symp-
toms. In each model, symptom management is viewed as ac-
tivity that results from subjective responses to experienced
symptoms. In addition, symptom management is multidimen-
sional and has dynamic processes.

Orem’s (1995) self-care model has been used to conceptual-
ize symptom management in patients with cancer, specifically
in the management of nausea, vomiting, and retching (Rhodes
et al., 1995). The application of the model to symptom manage-
ment includes awareness of new needs in the presence of the
symptom experienced, the response of the patient to these new
needs, and the patient’s capability for performing the required
actions. A knowledge deficit regarding what action to take and
a lack of capacity for performing the actions elicit assistance
from others in managing symptoms.

The common sense model originated from studies of com-
pliance behavior in patients with hypertension (Keller et al.,
1989; Leventhal, Meyer, & Gutmann, 1985). Individuals are
motivated to construct meanings for body sensations to en-
gage in self-regulating behaviors. The three stages of the pro-
cess are representation (organizing, analyzing, and interpret-
ing information), coping (selecting and executing responses to
the information), and appraisal (evaluating the effectiveness
of coping). The effect of the experiential aspect and the per-
ception of fear and threat resulting from the symptom expe-
rience are determining factors to initiate self-management
activities.

The symptom interpretation model postulates a cognitive
process of decision making (Teel et al., 1997). An individual
experiences, receives, and recognizes a stimulus from a
symptom and makes a decision about managing the symp-
tom. This is a cognitive process of input (i.e., recognizing a
disturbance in the human system), interpretation (i.e., nam-
ing the sensation and attaching meaning to the symptom by
activating stored information and reasoning), and outcome
(i.e., making decisions about whether to take action). This
model addresses the multidimensionality and individuality
of symptom management in terms of different experiences
of a symptom.

The conceptual model for symptom management was de-
veloped with a primary focus on subjective symptom experi-
ences (Dodd, Janson, et al., 2001; University of California,
1994). Three interrelated dimensions are the symptom expe-
rience, symptom management strategies, and symptom out-
comes. Symptom management often requires changes in strat-
egies over time or in response to acceptance of a strategy.
Multidimensional indicators of symptom outcomes include

symptom status, functional status, emotional status, self-care
ability, cost (financial status), quality of life, morbidity and
comorbidity, and mortality.

The theory of unpleasant symptoms was developed based
on the assumption that sufficient commonalities exist among
symptoms (Lenz et al., 1997; Lenz, Suppe, Gift, Pugh, &
Milligan, 1995). Some of the same factors that influence the
symptom experience may lead to similar interventions effec-
tive in alleviating more than one symptom. Performance is the
outcome of symptom experience. The theory also addresses
the synchronic occurrence of more than one symptom that
may exert a multiplicative effect on symptom experience, dis-
tress, and performance.

Outcomes of Symptom Management
Major indicators of symptom outcomes were conceptual-

ized or identified, including symptom status, quality of life,
and performance (Dodd, Janson, et al., 2001; Lenz et al.,
1997; Sweed et al., 2002). Symptom status is a direct out-
come of symptom management. Effective management of a
symptom should lead to a symptom status in which the symp-
tom is relieved, symptom distress is decreased, or symptom
occurrence is prevented. Symptom distress has been a main
indicator in evaluating symptom status in clinical practice,
developing measures for a specific symptom, and performing
interventional research for symptoms (Holley, 2000; Lenz et
al., 1997; Porock et al., 2000; Rhodes & McDaniel, 1997;
Smith, Kemp, Hemphill, & Vojir, 2002; Tanaka, Akechi,
Okuyama, Nishiwaki, & Uchitomi, 2002). Quality of life also
is a measure of symptom management. Research findings
show that an increase in the number and distress of symptoms
is associated with decreased quality of life (Cooley, 2000;
Dodd, Miaskowski, et al., 2001; Rhodes & McDaniel; Sweed
et al.). Performance is conceptualized as an outcome of
symptom management, including function (physical activi-
ties, activities of daily living, social activities and interac-
tions, and role performance) and cognition (concentrating,
thinking, and problem solving) (Lenz et al., 1997). Less ef-
fective role performance and lower cognitive functioning are
related to an increased number of symptoms and increased
symptom severity (Bennett, Stewart, Kayser-Jones, & Glaser,
2002; Richardson & Ream, 1997; Sweed et al.).

Findings
Philosophical Base for the Concept

Given that symptom experience and symptom management
are experiential phenomena, descriptive phenomenology was
the philosophical base used to develop the concept of symp-
tom management. Descriptive phenomenology is based on the
belief that the human experience is composed of meaningful
structures that are intentional, subjective, and eidetic (Husserl,
1913/1962). Intention of experience refers to purposefulness
of experience or the “goal” of experience (Husserl). The di-
rectional relationship between an individual and the intention
of experience involves an individual’s perception, cognition,
affection, and other conscious acts (Husserl; Omery & Mack,
1995). Managing a symptom is intentional. Only when indi-
viduals perceive the occurrence of the symptom, set goals,
and direct certain activities to relieve or decrease symptom
distress or prevent symptom occurrence does the phenomenon
of symptom management emerge.
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Subjectivity of experience represents a personal perspective
that makes an individual directly aware of a given experience.
Experience is not passive. The individual is conscious of the
experience, recognizes the self as the subject of the experi-
ence, and is aware of the purposefulness of the experience
(Husserl, 1913/1962; Kohak, 1978). Thus, personal experi-
ence is not a random set of happenings; it is a way of being in
one’s world and coping, adjusting, and interacting (Kohak).
Emphasis on subjectivity of experience provides philosophi-
cal support for two popular assumptions: Symptom experi-
ence is subjective (Almadrones & Arcot, 1999; Armstrong,
2003; Brown, 1999; Cimprich, 1995; Du Pen et al., 1999; Fu
et al., 2001, 2002; Rhodes et al., 1995; Ripamonti & Bruera,
1997), and symptom management involves self-activities
(Dodd, Janson, et al., 2001; Keller et al., 1989; Richardson &
Ream, 1997; Teel et al., 1997).

Descriptive phenomenology contends that experience has
eidetic structures. An individual’s direct awareness of an ex-
perience includes not only the particulars of that experience
but also the essential principles (universalities) embodied in
the particulars. The particulars of an experience are specific
aspects of experience found only in an individual having a
given experience. Essential principles of experience are uni-
versalities of experience found in all individuals having that
experience. Thus, eidetic structures of experience are the es-
sential principles within a given experience that are universal
in all individuals having that experience (Husserl, 1913/1962).
Through the recognition of eidetic structures of experience,
two separately occurring experiences are recognized as being
the same phenomenon: the particularity and universality of a
given experience (Husserl; Omery & Mack, 1995).

Emphasis on the eidetic structures of experience provides
a philosophical base for the assumption that sufficient com-
monalities exist among symptom experiences and that simi-
lar interventions can be effective in alleviating more than one
symptom (Dodd, Miaskowski, et al., 2001; Lenz et al., 1995,
1997). This emphasis provides philosophical support for the
conceptual models for symptom management that identify
factors or dimensions influencing symptom management
(Dodd, Janson, et al., 2001; Lenz et al., 1997; Leventhal et al.,
1985) and the conceptual models that identify the stages or
process of symptom management (Dodd, Janson, et al.; Lev-
enthal et al.; Teel et al., 1997). An individual’s particular char-
acteristics in managing a symptom should be taken into con-
sideration within the framework of universal experience
because particulars and universalities occur concurrently
while managing a symptom.

Accordingly, the assumptions regarding the concept of
symptom management based on descriptive phenomenologic
philosophy are (a) reality is experiential; only when an indi-
vidual acts on and interacts with a perceived symptom does the
reality of managing the symptom emerge; (b) the intentional-
ity of experience enables an individual experiencing a symptom
to purposefully undertake activities that are linked to the per-
ceived symptom; and (c) eidetic structures of experience imply
that managing the symptom has universal factors, processes, or
stages shared by all individuals experiencing a given symptom
within each individual’s particular experience.

Definition and Attributes of the Concept
Definition: In patients with cancer, symptom management

is a dynamic and multidimensional process in which patients

intentionally and purposefully act on and interact with the
perception (or previous perception) of the symptom(s) to ini-
tiate activities or direct others to perform activities to relieve
or decrease distress from and prevent the occurrence of a
symptom.

Essential attributes: The essential attributes of symptom
management are as follows.
1. Subjective: The perception (or previous perception) of

symptom experience and the degree of symptom distress
enable individuals to consciously realize and evaluate the
need to manage the symptom(s), make decisions, and carry
out activities to relieve, control, or prevent the symptom
experience.

2. Experiential: The reality of managing a symptom emerges
only in an experience in which individuals act on and in-
teract with the perception (or previous perception) of the
symptom to initiate activities or direct others to perform ac-
tivities to relieve or decrease distress from and prevent the
symptom experience.

3. Intentional: An experience enables individuals to purpose-
fully undertake activities that are linked to perceptions of
the symptom experienced. Symptom management is not a
random set of happenings; instead, it is a way of coping
with, adjusting to, and interacting with the experience of a
symptom.

4. Multidimensional: Intentional activities involve percep-
tion, cognition, affection, and other conscious acts. The
multidimensionality of symptom management includes
physical, perceptional, psychological, cognitive, and socio-
cultural dimensions.

5. Dynamic process: Symptom management is a dynamic
process that may encompass phases of evaluation, decision
making, actual management, and outcome. “Dynamic” not
only indicates changes in management strategies over time
or in response to outcomes of symptom management but
also refers to the cyclic feature of the process; that is, with
each experience of symptom, the cycle begins with the
initial phase of evaluation.

6. Positive and negative outcomes: Symptom management is
a process of trial and error. Even with guidance from health-
care professionals and adequate knowledge about the
symptoms experienced, outcomes of the initial manage-
ment of a newly experienced symptom can be positive or
negative. Positive outcomes include relief of the symptom,
a decreased degree of symptom distress, prevention of the
occurrence of symptoms, and improved quality of life.
Negative outcomes include recurrence of the symptom,
sustained or increased degree of symptom distress, and
stable or decreased quality of life.

Discussion
Findings of this analysis support the notion that the symp-

tom is a subjective and experiential phenomenon, incorporat-
ing the dimensions of symptom occurrence, symptom distress,
and symptom experience. This analysis also supports the
theory that symptom distress is a determining factor for initia-
tion, continuation, and discontinuation of activities to relieve
or prevent the symptom experienced and is an outcome indi-
cator for symptom management. Multiple factors (e.g., per-
sonal or social, psychological, physiologic) influence the di-
mensions of symptom distress and symptom experience.
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Thus, this analysis provides a starting point for conceptualiz-
ing a model for symptom management and developing mea-
surement instruments by mapping dimensions and factors that
are important to measure the phenomenon of managing a
symptom.

The emphasis of descriptive phenomenology on the subjec-
tivity and intentionality of experience provides philosophical
support for the popular assumption that symptom manage-
ment occurs through self-activity. Symptom management
may be conceptualized with a self-care model, incorporating
the capacity for action, demand for action, and method or
measure appropriate to meet the required action (Orem,
1995). The direct outcome of symptom management is symp-
tom status, with symptom distress, quality of life, and perfor-
mance as major indicators. Based on the results of this analy-
sis, conceptual foundations for developing effective
interventional, educational, and clinical programs regarding
the concept were found. For example, a conceptual model can
be developed addressing the dynamic process and influential
factors regarding symptom dimensions to facilitate effective
decision making and positive outcomes of symptom manage-
ment. Effective educational programs also can be developed
based on this conceptualization to increase an individual’s
knowledge about the actions to take and the capability of per-
forming self-care activities for managing the symptom expe-
rienced.

This analysis helped to provide a definition of symptom
management with essential attributes by identifying a philo-
sophical base and synthesizing related literature. The concept
analysis provides valuable information for further work on
instrument development, educational program design, and
decision-making intervention studies. The essential attributes
identified in this analysis provide a theoretical base for the
development of an instrument to measure symptom manage-
ment. An instrument based on these essential attributes would
enhance the content and construct validity of the instrument
(Walker & Avant, 1995). The essential attributes also provide
information about the nature of the phenomenon that would
provide a foundation for an intervention study.

The important finding of this analysis was the eidetic struc-
tures of the concept. Symptom management encompasses
universal and particular experience. For example, the essen-
tial attribute of subjectivity might be viewed as the universal
characteristics for all individuals sharing the experience of
managing a symptom; however, an individual’s perception of
the symptom and personal preference to certain activities for
managing the symptom may vary. Personal or social, psycho-
logical, and physical variables are universal factors that influ-
ence the experience of the symptom and symptom manage-
ment; however, personal variations of these factors (e.g., age,
gender, culture, financial status, family role, personality,
cognitive capacity, motivation, physical capacity) might lead
individuals to have different perceptions about the same

symptom experienced and different preferences for certain
activities to manage the symptom. Certain phases or stages
(evaluation, decision making, actual management, and out-
come) may be common in the process of managing the symp-
tom, but the way that individuals begin and reach each phase
of the process might be different because of differences in the
influential factors.

The integrated approach is not an endpoint process; instead,
it is a heuristic process that emphasizes concept analysis as a
foundation for further inquiry and theory development. Empha-
sis on the philosophical base for a concept provides an alterna-
tive approach to analyzing a concept. Further refinement and
development for this integrated approach to a concept analysis
are needed in future applications to other concepts.

Implications for Nursing Practice
and Research

Clinical implications for this concept analysis are threefold.
First, nurses and other healthcare professionals need to have
a greater understanding of the definition of symptom manage-
ment with the essential attributes and its meaning and impli-
cations for managing the symptom. Second, healthcare pro-
fessionals need to understand that symptom management
encompasses universal and particular experiences. Universal
experience provides a framework for individualizing interven-
tions or care to fit a patient’s characteristics and unique pat-
terns of symptoms by identifying differences in influential
factors of each individual. Third, oncology nurses and other
healthcare professionals need to explore the potential effec-
tiveness of an intervention for several symptoms because mul-
tiple symptoms often occur simultaneously. For example, re-
laxation might be effective for pain, nausea, and fatigue.

Interventions based on the understanding and assumptions
regarding the concept of symptom management are needed.
Findings from the research can help oncology nurses and other
healthcare professionals to better understand the process of
managing the symptom and the important influential factors
that affect positive outcomes. Future research is needed to fo-
cus on establishing dosing and schedules for a single interven-
tion (e.g., relaxation, meditation, imagery, yoga) to relieve and
decrease distress from or prevent the simultaneous occurrence
of more than one symptom. Future research also should focus
on providing systematic and integrative symptom management
programs based on the understanding of the concept. Such pro-
grams should target at least one intervention specific to each
phase of the symptom management process (evaluation, deci-
sion making, actual management, outcomes). Effective inter-
vention programs to manage cancer-related symptoms will
improve the quality of life of patients with cancer.
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