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Introduction
     According to Cancer Research UK (2021), there are over 200 different varieties of cancer, with 1 in 2 people diagnosed at some point during their lifetime.  The World Health Organisation (WHO, 2021) state cancer as “the second leading cause of death globally”, with approximately 9 million peolple dying from the disease in 2015, and an estimated 11.4 million in 2020 (Dooley, et al., 2017).  Cancer cases continue to rise despite advances in medicine and treatment (Yaman and Ayaz, 2016).

Literature Review
     A cancer diagnosis is often accompanied by varying degrees of psychological distress (Compas et al., 1994; Baider et al., 2007; Brearley et al., 2011; Michel et al., 2019), with patients suffering long term with issues such as cognitive and functional disorders, psychological or psychiatric problems, sleep disorders or sexual and fertility limitations (Feliciano et al., 2019).  A study conducted by Yaman & Ayaz (2016) also concluded that cancer patients experienced feelings of depression, frustration, anger and despair.  Some sufferers can view the disease as a diagnosis of death claim Shim and Hahm (2011), leading to thoughts of hopelessness as nothing can be done to prevent it.  With no cure, their life is out of their control.  Prolonged periods of physical and mentally exhausting treatment, constant hospital visits and difficulty in adjusting to the social and environmental effects that cancer carries with it, can also have an affect on the psychological well-being of an individual insist Mohd-Sidik et al (2018).  The WHO (2021) have confirmed that cancer cases are increasing globally, however advances in treatment can mean that patients live with their diagnosis for a longer period.  Living with cancer long-term additionally brings a rise in mental health issues, with research showing at least 30% of patients suffer with anxiety and depression (Willig, 2021).  There is a cultural ‘stay positive’ response to dianosis insists Willig (2021), based on the ideation that cancer can, and must be resolved. Contemplating the prospect of death could be construed as defeatist or morbid and therefore a maladaptive reaction compared to positive thinking adds Willig (2021). Concurring, Petrova et al, (2021) posit the prevalence of commonplace mental health disorders is much higher in those with a cancer diagnosis.  Issues that arise more frequently in these circumstances are depression, post-traumatic stress disorder, anxiety and adjustment disorder confirm Ng et al, (2018).  Both the physical and psychological problems that a patient encounters during this time can cause a fatalistic impact on quality of life (Park et al., 2015, Cho et al., 2018, Kim and So, 2012), therefore it is of high importance that the individual is able to manage the variety of problems resulting from cancer and the treatment process (Hong et al., 2020).  
     Peipins et. Al., (2015) discuss a patients vulnerability and perception of risk during cancer treatment, where high levels of distress can influence rational decision making in both medical and social situations.  Although it is generally assumed that an individual will explore all avenues of treatment in order to increase the chances of survival, Altschuler (2012) explains this is not always the case.  Adapting to a different way of life that treatment can bring, changing personal habits and ways of being that are essential to our sense of identity can bring ambivalence or repudiation (Altschuler, 2012).  In these situations, additional support from well-being practitioners should be utilised, where careful and considerate discussions can determine the individuals reasoning and exploration of their reluctance and emotional distress (Newman et. al., 2009).  Willig (2021) wholeheartedly agrees, disclosing from a personal perspective the importance of making sense of a different way of life while finding meaning and acceptance of the situation.  Self-esteem, claims El-Wahab and Eita (2015) is defined as a persons perception of their own self-worth.  Cancer patients often experience feelings of low self-esteem  perhaps as a result of a change in their physical appearance or because of their ability to cope with the treatment and side effects, and also the life changing readjustments that may have to be made during and after the course of medical care (Leite et. al., 2015, Kiran, 2011).  This hypothesis has been recognised as a determining factor in influencing health outcomes agree Awick et. al., (2017), concluding that a cancer diagnosis can have a severe negative impact on an individuals well-being. Self-esteem is responsible for positive psychological development and general well-being (Masselink et. al., 2019), understanding and discovering ways of optimising this aspect of mental health is of utmost importance for cancer patients (Wurz and Brunet, 2020).  Results from a study conducted by Inci et. al., (2021) deduced that levels of self-esteem in cancer patients are significantly lower than those without a diagnosis.  Coping stratagies and metacognitive functions are weakened in this instance,  therefore a combined medical and biopsychosocial approach would considerably improve a patients psychological distress (Inci et. al., 2021).  Depression and anxiety are two of the most frequent psychological comorbidities insist the National Cancer Institute (2021), often resulting in an effect on the overall health and functioning of a patient.  Depression in particular, claims Dauchy and Dolbeault, (2018) can lead to an impact on quality of life but also in regards to treatment adherence brought on by reduced compliance, lack of commitment and the refusal of social support.  Mohd-Sidik et. al., (2018) report on research undertaken where 92% of the cancer diagnosed study pool were affected by anxiety, citing fear of the side effects radiotherapy and chemotherapy may have on them.  Anxiety and depression can have an arbitrary affect on patients agrees Bartley (2012).  Although for some the disease may ignite a ‘fighting spirit’, others may adopt feelings of helplessness and hopelessness while they attempt to navigate the illness and its demands (Bartley, 2012).  Exploring levels of distress during treatment, Bergerot et. al., (2015) interestingly concluded that anxiety and depression was more prevelant and endured by 37% of patients, rather than in studies taken previously  (Wittmann et. al., 2006, Santos et. al., 2006) where figures of 22% were reported.  More recently, Niedzwiedz et. al., (2019) insist prevalence of these mental health issues alone can be as high as 49% of patients, depending on the specific diagnosis.  Cancer Research UK (2021) also claim that depression is the lesser of cancer symptoms to be recognised, yet one of the hardest to cope with.  
     A cancer diagnosis can also bring involuntary intrusive thoughts declare Dooloey et. al., (2017), with these thoughts persisting in some patients for months and at times years, during and following treatment.  Haffiezhah et. al, (2016) agree, stating that individuals often demonstrate difficulty in focussing on other aspects of their lives, the cancer consumes their world, resulting in agonizing negative intrusive thoughts.  A diagnosis can often bring a sense of liminality to an individual observes Smith et. al., (2018), feeling isolated can lead to a questioning of the meaning of their existence with an increased reality of the fragility of life.  Considerable research has been undertaken over the previous decade to support this hypothesis (Gibson et. al., 2016, Bishop and Warr, 2003, Chan et. al., 2011, Brenne et. al., 2013).  Contemporary studies also suggest that patients can experience difficulty in focusing their attention on anything other than the disease, instead ruminating on their predicament and the maladaptive intrusive thoughts that follow (Haffiezhah et. al., 2016).  Burney (2019) furthers this discussion by insisting that once a patient has finished a successful treatment plan, thoughts can then turn toward fears of the cancer returning and for a long period of time thereafter.  Fear of uncertainty regarding the future is commonplace after a diagnosis, feelings of ‘death anxiety’ are prominent with each new symptom or loss of function experienced as metaphors of cumulative stages of dying or death (Jones et. al., 2015).  In agreement, research conducted by Guan et. al, (2019) concluded that uncertainty during illness has proved to be a highly significant instigator for psychological distress, adding this can greatly influence a patients’ use of coping mechanisms which then, both directly and indirectly, affect their quality of life.  This uncertainty can also continue beyond remission or the completion of treatment, into permanent survivorship (Eisenberg et. al., 2015, Hall et. al., 2014).  The unpredictability of whether treatment has been successful can have a profound effect on a patient states Farthmann et. al., (2016).  According to Rees (2017) the end of treatment can seem abrupt, instead of the expected feelings of relief and positivity, one can experience existential vulnerability while reflecting on the emotional enormity of their cancer journey.  Belief that it is finally over is difficult to comprehend.  Defined as a response to dealing with a situation, coping strategies are implemented in order to manage both positive and negative emotional states.  In order to manage cancer-related distress, Stanton et. al., (2000) postulated that avoident coping stratagies such as alcohol and drug use or denial, are often apparent during and after treatment, which ultimately can then be responsible for a futher decrease in quality of life.  Using avoident coping stategies claim Stanton et. al., (2000), is a way for the patient to ignore and distract themselves from the uncertainty of the disease and the emotions that accompany it.   Lakhtakia (2019) claims denial is commonplace upon diagnosis, a reaction that requires addressing immediately to ensure there is no diverse impact.  Continuing, Lakhtakia (2019) explains how denial can cause a myriad of maladaptive behavioural and thought processes such as a lack of concern, euphoria and refusal of treatment.  Research undertaken by Keara et. al., (2021) concluded that 53% of their patient research cohort reported using a minimum of one maladaptive coping strategy.  Self-distraction was most commonly admitted to (91.3% of the 53%), alongside anger (30.4%), self-blame (21.7%), denial (13%), disengagement (8.7%) and substance use (4.4%) (Ibid).  These reactions can soften over time surmise Dempster et. al., (2015), if acceptance and actuality of the prognosis are gradually recognised. 
     Anger is an emotion commonly found among cancer patients according to Burney (2019), which if not validated, can interfere with treatment.  Individuals may be aggrieved with the speed of the diagnosis, lack of support or understanding within their social environment or simply that their body has failed them explains Coronado et. al., (2017).  Given the perception for some that cancer is an unpreventable diagnosis of death, Shim and Hahm (2011) also agree on the prevalence of perpertual frustration.  Sigmund Freud (1920) explained an individual has a ‘subconscious wish to live forever’ (Freud, 2003), unfortunately for some cancer patients death is real, unescapable and unavoidable.  Anger and frustration are natural reactions to cancer admit Sipila et. al., (2019), however the way in which that anger is regulated can interrelate and impact on quality of life.  Research undertaken by Sipila et. al., (2019) determined that when anger is surpressed, an overlap with depressive symptoms is evident.  Concurring, Wu et. al., (2018) explain anger as a common method to express and alleviate emotional frustration, expressing it appropriately can ultimately lessen stress and assist a patient in overcoming the challenges cancer can bring.  Symptoms of PTSD can potentially arise in cancer patients claim Shand et. al., (2015), albeit differently than those symptoms arisng from acute traumatic events.  Cancer Related PTSD (CR-PTSD) is a relatively contemporary term and therefore can often go undiagnosed emphasizes Korman et. al., (2019).  Patients particularly susceptible to CR-PTSD could exhibit signs of extreme anger or anxiety; have endured prolonged periods of time from receiving a diagnosis to beginning treatment; faced the prospect of death or experienced cognitive decline (Drews et. al., 2015, Arnaboldi et. al., 2017, Abbey et. al., 2015; Swartzman et. al., 2017).  Concurring, Crowe (2015) postulates that despite the classification in the DSM-5 (2013) and the ICD-10 (1999), CR-PTSD is under-researched and rarely examined.  More recent studies undertaken by Chan et. al., (2018) document the alarmingly high rate of CR-PTSD as 1 in 5 patients (21.7% of the cohort studied), six moths after diagnosis.  These outcomes are comparable with earlier studies by Smith et. al., (2011), which also determined that over one third of long-term cancer patients experienced chronic or increasingly worse CR-PTSD symptoms. 
     Given the many different forms in which cancer presents, it’s effects and treatment can last for years and is therefore considered to be a chronic condition (Polo et. al., 2021, Baxter et. al., 2017, Peoples et. al., 2017).  The National Comprehensive Cancer Network Clinical Guidelines in Oncology (NCCN Guidelines), define stress in cancer patients as “mulitifactorial unpleasant experience of a psychological (ie., cognitive, behavioural, emotional), social, spiritual and/or physical nature that may interfere with the ability to cope effectively with cancer, its physical symptoms, and its treatment” (NCCN, 2019).  Although recognised and manageable, Ownby (2019) claims psychological distress in cancer patients is all too often underidentified and unacknowledged.  Studies undertaken by Yabroff et. al., (2016) identified 25% to 60% of all patients suffer from high levels of distress, however research shows an increased risk for specific catagories (Ownby, 2019).  It has been documented that there is generally  a higher prevalence of distress with female or younger patients and those with cancer of the breast, head or neck, colon, lung, brain or pancreas (Hegel et. al., 2008, Clover et. al., 2016, Girgis et. al., 2018).  Interestingly,  Carlson et. al., (2012) assert lower levels of emotional suffering are present in those that have supportive partners over those that are single.  Dunn et. al., (2012) concur, adding patients that are married or in long term relationships, gain from the consistent social support.  Dunn et. al., (2012) also remark on the likelyhood of higher levels of distress for those patients on low incomes.  Cancer can impose a considerable financial burden on patients insist Sharp et. al., (2013), increased travel for hospital visits, a drop in income as a result of lengthy periods of leave and many other additional expenses can cause worry and distress.  Research conducted by Macmillan (2017) deduced four out of five people diagnosed with cancer have a financial deficit of approximately £570 a month.
     The numerous stressors that accompany a cancer diagnosis can be difficult for a patient to talk about claims Hong et. al., (2021).  Embarrassment, fear of disappointment or simply discomfort can inhibit an individual from discolsing any concerns (Kim et. al., 2017, Ha and Longnecker, 2010).  Hong et. al., (2021) suggest this may be further exacerbated due to physicians having neither the time or the skills to appropriately address a patients’ social and emotional issues.  Carla Willig (2021) documenting her own personal cancer journey, explains the need for gaining a “deeper understanding of the lived experience of cancer” (p. 99), in order to process and make sense of her situation.   “For once meaning-making…something that had always seemed more or less effortless….felt like hard physical labout involving my whole body in the struggle against the black hole of meaninglessness….” (p.87).  Willig (2021, p.99), also describes the suffering she endured not as a passive state, but as a “project in which the person is actively engaged”.  Qualitative research has been conducted over the years to explore a cancer patients’ emotional journey and difficulties encountered through diagnosis, treatment and recovery;  some examples of the data collected follow; “….There are some family members that just say, I’ll do anything you want me to do.  But they do not necessarily want to sit down and discuss the details….” (Feliciano, et al., 2019 p.502); “…I feel embittered…I cannot eat, I don’t want to see anyone….I always sleep…I close my eyes and pretend to be sleeping…” (Yaman & Ayaz, 2016 p. 177); “…From the beginning I had a surreal feeling…almost as if I was helping someone else go through it…” (Leal, et al., 2015 p.142); “…I worry about developing secondary forms of cancer and having to go through treatment again…cancer does not scare me…it’s the treatment that scares me…” (Leal, et al., 2015 p.142); “…a few weeks between surgery and radiation…lots of anxiety…I was having panic attacks…” (Threader & McCormack, 2016 p.162); “…I’d generally keep it to myself and I’d let the wife know I was fine…I would keep it from her cause she’s a real big worrier…” (Stapleton & Pattison, 2015 p.1074); “…I walk around with my nerves on edge…terrified of the slightest sign of pain…” (Le Boutillier, et al., 2019 p.953).

     The psychological distress of living with cancer is an emerging discourse claims Le Boutillier et. al., (2019), developing an understanding of lived experiences will further the concept of person-centred models of care.  The UK NICE Guidelines (NICE, 2004) recommend screening for psychological distress during treatment and into survivorship, as do The National Comprehensive Cancer Network (NCCN, 2019), the US Institute of Medicine (IOM, 2007), the Canadian Partnership Against Cancer (Howell et. al., 2015) and the European Cancer Organisation (ECO, 2020).  Unfortunately, not one of these organisations were able to recommend evidence-based guidence regarding in which format this information could be gathered (Wyatt and Hulbert-Williams, 2015).  The Distress Thermometer (fig 1) is widely used in America, however Cancer Research UK (2014) conducted a trial to determine its usefulness and deemed it inefficacious.  Over 200 cancer patients were recruited, 109 individuals were assessed after 1 month, 6 months and 12 months, the remaining 107 were given their usual care, but not assessed using the distress thermometer.  Both groups recorded similar mood scores, therefore the research team concluded that although it is crucial that patients’ needs were assessed, the distress thermometer was not a recommended tool for evaluation (Cancer Research UK, 2014).  There was no further information regarding how patients reported to the questionnaire or what interventions were taken as a result, if any.  The Hospital Anxiety and Depression Scale (HADS) is another frequently used tool used to diagnose levels of distress in oncology patients asserts Annunziata et. al., (2019).  HADS (fig 2), was devised by Zigmond and Snaith (1983) and is the most commonly used tool in healthcare settings worldwide claims Wondie et. al., (2020).  Much research has been conducted on the benefits of using the HADS (Vodermaier and Millman, 2012, Esser et. al., 2018, Axford et. al., 2010, Mattsson et. al., 2019, Ehlers et. al., 2019), however there is limited discourse of its use within the NHS.  Infact, Wyatt and Hulbert-Williams (2015, p.283) maintained that up to publication date, there was no “single acceptable tool” available for evaluating the various aspects pf psychological distress in cancer patients.  Studies undertaken by Walker et. al., (2020) show worse survival rates in oncology patients with high levels of depression and anxiety as determined by HADS.  However this literature review has uncovered the lack of research available furthering these findings, with little or no outcomes on the implementation of interventions based on contemporary results in this area.  The Long Term Plan for Cancer (NHS, 2019) commits to ensuring the availability of personalised care to all cancer patients, including those with secondary cancer.  By 2021, (NHS, 2019) states that where appropriate, all patients’ will have the opportunity to access a personalised care plan which will include a needs assessment, care plan and health and well-being information and support.  Due to Covid 19, this service has been delayed, although Thorlby et. al., (2021) insist that even pre-pandemic, targets were not being met.  The Cancer Quality of Life Survey is a recent survey compiled by the NHS, individuals with a cancer diagnosis are currently asked to complete 2 questionnaires approximately 18 months after a diagnosis (NHS, 2021).  Given the time scale in which this survey is offered to patients’ and the following statement taken from the NHS (2021) webpage; “the information from this survey is one of a range of resources that will be used to work out where improvements should be made to care, with the goal of improving quality of life for people diagnosed with cancer”, it appears that this resource is for research purposes rather than immediate action.
     Although a cancer diagnosis is often considered as a potential death sentence (Bhandari and Jain, 2013, Moser and Meunier, 2014), for some it can instigate a new, positive and pragmatic chapter in life (Sidenius et. al., 2018).  In his book Death and the Elephant, Raz Shaw (2018) documents his journey from diagnosis through to remission and insists that cancer saved his life.  The author explains that despite the “constant soft rumble of low-level despair” (p.3), the diagnosis urged him to leave behind his previous life as a gambling addict, describing a new lease of life, and instead was able to focus on a positive and healthy lifestyle.  Wyatt and Hulbert-Williams (2015) agree that in some cases a diagnosis can ultimately enhance a patients future and maintains that once in remission many reflect more positively, refering to this as “benefit finding or post-traumatic growth” (p.273).  How a patient manages emotionally is dependent on multiple factors, as the WHO (2021) states; “…an individuals perception of their position in life in the context of their culture and value systems in which they live and in relation to their goals and expectations, standards, and concerns…it is a broad ranging concept way by a person’s physical health, psychological state, level of independence and their relationship to salient features of the environment”.
Methodology
     Phenomenological research focuses on an individuals concious experience, giving us insight into specific and particular situations and the emotion that an event may bring (Sullivan and Forrester, 2019).  With roots in philosophy, phenomenology aims to unearth meaning in “an individuals’ ‘lived’ or everyday experiences” (Wyatt and Hulbert-Williams, 2015, p.502), in order to discover essences and insights that emphasise our commonality as humans (Todres and Holloway, 2010).  Husserlian phenomenology involves a logical and mathematical structure affirms Van Manen (1990), alongside a passion that is transformed into a research question (Finlay, 2013).  In order to explore this approach in its entirety, we must view the research with ‘fresh eyes’ insists Merleau-Ponty (1945, p. xiv), meaning “we must break with our familiar acceptance of it”. Founding father Edmund Husserl (1907, 1997) explains ‘epoche’ as the action of bracketing previous ideas and perceptions throughout the research process, this is the core aspect which separates phenomenology from other research approaches adds Finlay (2013).  Ultimately, the epoche involves disregarding any previous scentific presumptions, allowing access ‘to the things themselves’ (Husserl, 1939, 1954).  Husserl’s student Martin Heidegger (1962) furthers this theory by creating the term ‘dasein’.  Outlining the existential priority of ‘being-there’, in the world as ourselves but also with others, whilst mindful of our temporary existence (Hunt, 2019).  Hussel’s Eidetic Reduction is another fundamental approach to phenomenologial research.  This is used to pinpoint the essential aspects of the experience, distinguishing the areas of the research which make the phenonomen unique (Wertz, 2005).  Phenomenological research requires the researcher to embark on a highly empathic journey, where they leave behind their own perceptions and judgements and fully immerse themselves into the participants experience (Wertz, 2005).  Several contemporary philosophers contend the usefulness of phenomenology when conducting health, illness and disease related research (Scholl, 2015).  However, Scholl (2015) also argues that although the method is useful for conveying the lived experience of a situation, it lacks as a theory for explaining it.  Paley (2017) agrees, stating that the focus on phenomenological research is to describe and interpret rather than to theorise, explain and evaluate.  Zahavi (2018, p.903) insists that “Husserl’s elaboration of the epoche is a philosophical operation” and for that reason is not a justifiable tool if applied directly within a research project.  Dahlberg and Dahlberg (2020) are in agreement with Zahavi (2018) to a point, however believe phenomenology should not be see simply as a method, but as an ontology and epistmology that ameliorates overall research methodology.  Traditionally, the phenomenological methods of epoche, reduction and bracketing are used in healthcare research explains Morley (2010).  These methods are habitually utilised to ensure the researcher is able to interpret the phenomena in an unbiased and unprejudiced manner (Fernandez, 2020).  Healthcare researchers can benefit from the phenomenological framework in particular claims Zahavi (2020), as the core concepts involve empathy, spatiality, selfhood, temporality, affectivity and embodiment.  Phenomenologically informed qualitative research is ideal for expanding and reassessing our philosophical interpretations of embodied experience (Zahavi and Martiny 2019, Zahavi, 2020).
     Tacit knowledge, or implicit knowledge, is defined by Polyani (1969, p. 144) as “all knowledge is either tacit or rooted in tacit knowledge”.  His felicitous phrase “we know more than we can tell”  (Polanyi, 1967, p.4) describes the ‘I’ve got a gut feeling’ or the ‘something is telling me…’, feelings we get when there is no explanation for how or where it originates (Reindeer, 2010).  Polyani (1967) considers tacit knowing an implement used to acquire further knowledge.  Tsoukas (1996, p. 426)  describes it as unable to be “captured, translated, or converted, but only displayed and manifested, in what we do”. Fundamentally, tacit knowledge is a process of “intergrating knowledge from different sources, into a tacit, functional pattern that is used to structure experience and act accordingly” (Polanyi, 1967, p. 1983).  Harris (2013) postulates, Gendlin’s philosopy of the implicit presents us with an informed phenomenological analysis of body and environment inter-subjectivity.  In Gendlin’s words; “in sensing ourselves, our bodies sense our physical environment and our inter-human situations” (Gendlin, 2003, p.101).  This theory of the ‘felt sense’ emanated from Gendlin’s studies into the phenomena of psychotherapeutic change, exploring how some (clients) were able to verbalise “the embodied knowing of the felt sense using focusing”, whereas others were unable (Gendlin, 1981, p.10).  Implementing both focusing and tacit knowledge into my research methodology, will aid my heuristic jourmey within this essay, allowing me to ‘dig deep’ on my past experiences, behaviour and emotions.  By exploring these areas of my life, I hope to unearth current and possibly surpressed evocative memories and feelings from the depth of my concious.  As researcher and sole participant, I intend to fully explore how my condition has, and does affect my day to day life.  Whether this may be whilst interacting with others, or simply alone with my own thoughts.  I will question initial thoughts and reaction, how I have previously interpreted them, and how I will do so going forward.
     Thematic Analysis will be implemented to analyse the data collected (Braun and Clarke, 2006). This method is frequently decided upon with regard to deconstructing qualitative data as its approach is theoretically flexible in gaining information systematically, by means of recognising and identifying specific patterns or themes across the data (Norwell et. al., 2017).  Thematic Analysis is an ideal method for research collected through qualitative interviews according to Braun and Clarke (2006), as its flexibility permits for richness and depth (Figure 3). (Paraphrase)   Sullivan and Forrester (2019) concur with Braun and Clarke (2006) and its benefits when combined with other methods, however the authors express concern over the need for clearly articulated research data.  It is essential that the themes identified, coded, and analysed throughout data collection, are accurately reflected to avoid the risk of content and depth being lost (Braun and Clarke, 2006).  By utilising this methodology within my research, I endeavour to illustrate the important themes of the phenomena in order to create deeper context and meaning.  Notes and diary entries were made at appropriate times where I felt that the topic was being infiltrated or expanded, with emotions, physiological changes and rationalization acknowledged and documented. (Paraphrase, Why, what works, limitations 250)
     As a qualitative research method, heuristic inquiry will aid myself as the participant researcher, on a journey of discovery through lived experience.  Phenomenological experiencing will in turn provide me with a unique insight into self-reflection and self-discovery (Rumi, 2019).  Moustakas’ (1990) heuristic research method consists of six phases used in order, to achieve a process of self-reflection and self-discovery (Figure 4).  Founding father of heuristic enquiry Moustakas (1990), argues that this qualitative method of research encourages questions and methodology by way of inner awareness, inspiration and meaning.  Heuristics is described by Douglass and Moustakas (1985) as a unique and passionate route for research, offering insight into aspects of life through a disciplined exploration of essential meanings within daily human experiences.  The heuristic process of research stands firm in the belief that it is through our own humanness, that we are able to understand other humans (West, 2001).  Carl Rogers (1980), stated “the very feeling which has seemed to me the most private, most personal, and hence most incomprehensible by others, has turned out to be an expression for which there a a resonance in many other people” (Kirschenbaum and Henderson, 1990, pp 27).  This echos Moustakas’ (1990) research process, whereby the data collection starts and ends with the research participants’ inner being (West, 2001). (Paraphrase) Moustakas (1990) commands the heuristic journey of self-inquiry must begin with a problem or a question from within.  It is pivotal that this question is one holding passionate concern and requires little thought deciding upon (Sela-Smith, 2002).  In this instance I am mindful it will be necessary to maintain “an unwavering and steady inward gaze” (Moustakas, 1990, p. 13).  Sela-Smith (2002) argues this will be unachievable if the question or topic is partially formed.  Moustakas himself experienced resistance at times during his own self-inquiry claims Sela-Smith (2002), by inadvertently changing his focus to external experiencing.  I imagine this is entirely possible when exploring my own painful and perhaps abandoned experiences.  Self-care will be paramount throughout this process as Willig (2019) cautions, to ensure my well-being I will regularly engage with support networks of family and friends, my personal therapist and dissertation supervisor.  I plan to engage in acts of daily self-care routines such as walking or excercising so as not to become overwhelmed, but also to fully process any emerging thoughts or feelings during this exploration.  Through heuristic inquiry, I aim to become the main focus of the study.  Utilising the heuristic process of self-reflection and self-discovery, the phenomenon will be explored within thoughts and relationships, in a search for meanings and patterns.   Paraphrase Moustakas (1990) urges this method of research is a demanding process, not only academically but also emotionally.  The National Counselling Society (NCS, 2019, Point 8) research code of ethics, states that the researcher should “understand and act upon the principal that the privacy and psychological well-being of the individual subject is always more important than the research itself.”  As I am the sole participant in this project, any distressing issues or areas encountered will be discussed during personal therapy or supervision if necessary.  Personal therapy sessions will also be utilised to allow for increased depth, clarity and understanding.  These methods of data collection will work in conjunction with the underpinnings of Emotion-Focused Therapy (EFT).  A number of different emotions are felt by a person on any given day. Some are adaptive and can encourage positive behaviour, others however are maladaptive and can hinder potential (Greenberg, 2004). Theories of EFT will be utilised within this research assignment to promote a maximum awareness of emotions experienced.  (Paraphrase)
     As documented by Moustakas (1990, pp27-31) (see figure 4), heuristic enquiry consists of six phases.  The first, initial engagement, relies on the researcher choosing a specific topic or question that represents an area of particular “ passionate concern that calls out…” (p.27).  During this phase it is imperative the researcher is entirely commited to entering the theme, developing an indepth awareness and sensitivity to all aspects of the chosen area of study.  This can include literary discourse, forms of creativity, inter-personal experiences and daily life occurrences.  Once a deeper awareness of the phenomenon has been formulated, the process of immersion allows for a period of intimacy with the topic.  One must open up to the phenomenon and how it embeds itself within daily experiences.  Through unconstrained self-searching and inner dialogue with the self, the research question naturally and systematically appears in every area of the researchers daily life and lifestyle.  The incubation phase follows, where the researcher takes a step back from the intensity of the topic.  This period will allow for unconscious processing of the information collected thus far.  Moustakas describes incubation as a time when “ inner workings of tacit dimension an intuition continue to clarify and extend understanding on levels outside the immediate awareness” (p.29).  The unprompted illumination process follows according to Moustakas.  This occurs when the researcher has become “…open and receptive to tacit knowledge and intuition…” (p.29).  At this stage new awareness and meaning will come to light, insight may also be provided into past experiences with previous meaning now interpreted differently.  As Sela-Smith (2002, p.67) explains, “ …the self and the world are experienced in brand new ways…”.  The explication phase follows, with the purpose of fully analysing the awakened consiousness, to gain understanding and to arrive upon an explanation for the meaning. Moustakas elucidates “…Focusing, indwelling, self-searching and self-disclosure” (p.31) are required by the researcher at this point.  This is necessary to ensure the recognition of unique experiencing, and is dependent upon internal frames of reference.  The final phase of Moustakas’ stages of heuristic enquiry is the creative synthesis.  This process is entered and achieved by the researcher “through tacit and intuitive powers” (p.31).  If the previous five stages have been entered into unreservedly, this final phase challenges the researcher to put the data collected in to an expression of creativity, revealing its presence from the inner-self to the outer world.  This creative synthesis can take a written form such as poetry or a story, or a visual expression by way of art, music or dance.  As a qualitative research method, heuristic inquiry will aid myself as the participant researcher, on a journey of discovery through lived experience.  Phenomenological experiencing will in turn provide me with a unique insight into self-reflection and self-discovery (Rumi, 2019). (Paraphrase) Why heuristic, difficulties faced.

     To begin the initial engagement phase of the heuristic research, I contemplated Moustakas’ (1990) instructions on arriving at a topic.  “A passionate concern…important social meanings..” and particularly “personal compelling implications” (p.27).  Contradicting thoughts came immediately; “ I know what I want to write about…but do I want to write about it?” Twenty years of coping day by day, stage by stage, “I have almost done it, I am almost there, why ‘rehash’ those memories…feelings…behaviours?”.  Exploring these questions led me to the depth of “self-diologue and inner searching” as instructed by Moustakas (1990, p,27), areas that had been carefully avoided over the years.  Following the undertaking of a literature review, many journals and articles were unearthed noting the vital importance of emotional well-being throughout a cancer diagnosis and beyond (Abbey et. al., 2015, Bishop and Warr, 2003, Brenne et. al., 2013, Burney, 2019, Bergerot et. al., 2015, Stanton et. al., 2000, Montgomery et. al., 1996, Compas et. al., 1994).  These postulations are not only found in contemporary discourse as we can see, however despite the many years of research there is still no structured treatment plan which includes mental health.  This discovery further ignited my passion for the topic; “why is this so?”.  Exploring this question, reaching inward and utilising my tacit awareness alongside my personal experience, I arrived at the question; “How different would my experience have been if I had been offered professional support during my darkest times?”  As Sela-Smith (2002, p.64) summises, “something that is dissociated that needs to be integrated”.                                                                                                                                                     
     Initially, to undergo the immersion phase I commited to Gendlin’s (1978) suggested six movements over a thirty day period, in order to focus on the research question.  Daily yoga sessions allowed me to clear space, access the felt sense, discover handles and resonate.  Setting time aside subsequent to practice offered time and space to enquire, acknowledge and work at depth with my felt sense.  I remember, focus and stay with memories and emotions that have been buried for some time.  Specific events appear in my mind, whereas previously if they had arisen I would dismiss them as burdensome encumbrances, I now embrace them, acknowledging the emotional and the physical impressions with reverence.  Moustakas (1990, p.28) elucidates; “The researcher lives the question in walking, sleeping, and even dream states”.  During this phase, I experienced numerous vivid dreams involving my ex partner…my ‘support pillar’ for the first decade of my diagnosis.  It is rare I remember dreams, however these were different, overwhelmingly evocative.  Although his image did not appear during these imaginary transactions, I felt his arrival was imminent, I had to leave immediately, however I was always trapped…locked in a room or unable to leave the building without him seeing me.  I woke at the same point in each dream, he was just about to find me, see me.  Upon awakening I was scared, my heart was beating like I had been running for my life.  Giovanardi et. al., (2021) discuss how contemporary research provides substantial support for Freud’s (1900, 1953) theory that dreams have both a psychosocial and biological function.  Hartmann (2011, p.21) insists “dreaming about an emotion in real life…allows that emotion to be integrated…over time…with memories that have a similar emotion attached to them…providing a safe context for the emotion to appear and to be integrated into memory…”.  Concurring, Giovanardi et. al., (2021, p.1) proposes “…by connecting similar memory experiences…the impact of strong or disruptive feelings may be reduced…”.  Given the nature of this research methodology and after processing these theories, I acknowledge Schredl’s (2000, p.845) hypothesis that “…dreams reflect the concerns of the dreamer”.  I have also relected upon Malinowski and Horton’s (2014) suggestion that dreams “…over affectively arouse memories…thereby helping the dreamer to resolve them…”.  Two weeks in to this process, I received news that flipped the immersion from a considered excersise to one that was being lived, in real time.  Upon hearing that a good friend had been diagnosed with a brain tumour, I was instantly thrust back into the period during my own diagnosis.  The shock…confusion…denial and fear appeared as if I was reliving those moments once again.  The similarities of our diagnosis’ were uncanny, a consultant who presumed we had already been delivered the mind-numbing prognosis, a benign tumour behind the eye, even the same surgeon.  I inadvertently relived my diagnosis alongside hers, however now I was also feeling her pain, pre-empting her fears and attempting to allay or minimize them with the benefit of my own experiences.  I worried for her, for what was to come, well aware of the rollercoaster this unwanted growth would have on her both physically and emotionally.  This raw material was carefully considered by way of self-dialogue and through self-searching to ensure there was no mis-interpretation or inclusion of emotive feelings belonging to others. Less descriptive more methodology Here, I relied on ‘indwelling’ to identify the parameters and details of all that had been felt.  Moustakas (1990, p.24) defines this as “the heuristic process of turning inward to seek a deeper, more extended comprehension pf the nature or meaning of a quality theme of human experience”.  This enabled me to purposefully gain the insight I required, returning numerous times to my own, unique experiences.  Self-care became desideratum towards the end of this thirty day period.                                                                                                           Although continuing to make journaling  notes, I gladly prepare to enter the incubation period with Moustakas’ (1990, p28) instuctions of retracting from “the intense, concentrated focus on the question”.  Polyani (1964) insists “a discovery does not happen through intentional searching…instead it takes place, when we retreat from the intense search and immerse in incubation” (Djuraskovic and Arthur, 2010, p.1578).  Although distraction from the topic was required at this stage, continuing to support my friend made it extemely difficult.  Given the imposibility of the situation, I attempted to dissociate her experience from my own, however during our conversations, simultaneously acknowledge that I can relate to her ordeal.  Fortunately, during this period I was able to ‘escape’ for a short break with my partner.  Visiting new areas, walking different paths and cycling through beautiful forestry allowed my unconscious to “process, consider, review and reorganize new ways of thinking, being, seeing and understanding…to create meaning, and to form an answer to the question” (Sela-Smith, 2002, p.66).                                                    Arriving home coincided naturally and perfectly with the arrival of the illumination phase.  The intensity, and occaisional confusion, of the previous three stages began to make sense, my conscious mind was awakening to “qualities and clustering of qualities into themes inherent in the question” (Moustakas, 1990, p.2).  Surpressed, forgotten and distorted realities appear at unexpected times, reminding and enlightening me to the extent my diagnosis has had on my life and relationships.  Mind mapping seemed a highly appropriate method to document some of these findings (Figure 5), for more detailed reflections, notes were recorded in a journal.  Moustakas (1990, p. 31) explains the purpose of the explication phase is to “ fully examine what has awakened in conciousness…to understand its various layers of meaning”.  Focusing and indwelling (Polyani, 1969) are utilised during these fifth stage, alongside self-searching and self-disclosure, to fully examine and dissect the varying layers of meanings that have come to light.  Described by Pinchbeck (2012) as a ‘perceiver of pattern’, self-inquiry aided my search for identifying words and phrases that have emerged throughout the data collection, capturing the essence of the topic.  After further acknowledgement and understanding of any new insights or interconnections, I begin a thematic analysis of the contents of the mind map and journal.  Noting words, phrases and sentences, I recognise reiterations, cognize the emotions behind each and the underlying meanings that they convey.
     There are numerous versions of thematic analysis (e.g. Boyatzis, 1998; Guest, et al., 2012; Joffe, 2011).  The approach drawn on with regard to this paper is one developed specifically for use within psychology research (Braun & Clarke, 2006).   Braun and Clarke (2021, p.2) emphasise the usefulness of thematic analysis in qualitative research as it “helps us not only make visible the various elements that need to come together for successful qualitative analysis characterized by integrity…but also to consider how they connect and build on each other”.  Noting Norwell, et al’s (2017, p.2) caveat, “it is the individual researchers’s responsibility to assure vigor and trustworthiness”, I shall be searching for recurring themes in my data that have relevance and meaning in relation to my research question (Sullivan and Forrester, 2019).  I am also mindful of Braun and Clarke’s (2016, p.740) representation of the process of thematic analysis; “…the end product from baking…a whole combination of ingredients, processes and skills combine to produce a cake…before baking, the cake isn’t waiting to be ‘revealed’…it comes into being through activity and engagement within a set of parameters”.  Thematic Analysis is widely used within qualitative health and well-being research (Braun and Clarke, 2014), as it is suitable for use in a variety of projects (e.g. Walker et. al., 2018, Elliot et. al., 2021, Rabone and Wallace, 2021, Baker and Phelps, 2019, Gooden and Winefield, 2007) In a study funded by Macmillan Cancer Support, Bracher et. al., (2016) applied thematic analysis in order to ‘break down’ results from survey’s exploring individual experiences of cancer care in Wales.  The responses were catagorized into negative and positive comments, then further coded into specific positive or negative comments on care received, finally, common themes were highlighted.  Four themes were identified during this process; “communication; waiting; staffing and resource levels; speed and quality of diagnostic service” (p.4), with 63.9% of respondents contributing comments relating to a minimum of at least one of the four identified themes.  The authors findings raised areas of concern within cancer care, specifically;
Availability of After Care – “…I felt so alone as there had been so much support before…”.
Staffing Levels – “…the nursing staff work very hard…but are overworked…staffing levels need to be improved”. 
Availability of Specialist Nursing Staff – “I needed emotional support…I live alone…did ask if there was any advice on home support…no action…”.
By incorporating thematic analysis in my methodology, I endeavour to follow Braun and Clarke’s (2006) six step method, which will enable me to “move beyond mere description of codes and themes” (Kiger and Varpio, 2020), and provide a rich analysis where my research question is answered.  Moustakas (1990) urges the researcher to continuously return to the raw data during the manifestation of the creative synthesis.  “Constant appraisal of significance” and “checking and judging” ensures for a “valid depiction of the experience”(p. 33), therefore capturing the essence within the creative synthesis.  As Richardson (2000, p. 924) states, “I write in order to learn something I did not know before I wrote it”.
This inspires me, as the researcher and participant, to unreservedly consider how the tumour has not only impacted my life, but also the life of others.  
Analysis/Findings
 


DISCUSSION
(Bergerot, et al., 2015) concluded that lower levels of distress were reported among patients participating in counselling sessions provided by the care setting in which they were receiving treatment.
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Appendix
Figure 1 – Distress Thermometer
[image: Distress thermometer and problem list (Reproduced from Distress management Guidelines. National Comprehensive Cancer Network 2013 [15].]

The Distress Thermometer (Figure 1) https://www.researchgate.net/publication/331901712/figure/fig1/AS:738535694938112@1553092039093/Distress-thermometer-and-problem-list-Reproduced-from-Distress-management-Guidelines.png





Figure 2 – Hospital and Anxiety Depression Scale
[image: The standard Hospital anxiety and depression scale questionnaire in... |  Download Scientific Diagram]
The Hospital Anxiety and Depression Scale (Figure 2)                                https://www.researchgate.net/figure/The-standard-Hospital-anxiety-and-depression-scale-questionnaire-in-English_fig1_321034906

Figure 3 – Thematic Analysis Process

[image: 2: Thematic analysis phases (adapted from Braun and Clarke, 2006). ]




(Braun & Clarke, 2006)

Figure 4 – Heuristic Research 
[image: Concepts, processes, and phases of heuristic research (Moustakas, 1990).]

https://www.researchgate.net/figure/Concepts-processes-and-phases-of-heuristic-research-Moustakas-1990_fig2_303251773
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