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BACKGROUND

Posttraumatic growth (PTG) is related to positive psycho-
logical changes following people’s struggle with trauma.
The PTG model suggests that one of its possible conse-
quences may be higher motivation towards helping behav-
iours. The aim of the research was to explore the influence
of cancer illness on the motivation to help others, as per-
ceived by participants, and the mechanisms behind such
behaviour.

PARTICIPANTS AND PROCEDURE

Quantitative and qualitative methods were used to ex-
plore the main motives to help others among cancer
patients. The study also investigated the relation of per-
ceived growth (PTG) and the frequency of providing help.
Female cancer patients (n = 100) completed a Polish ver-
sion of the Posttraumatic Growth Inventory and a ques-
tionnaire measuring frequency of providing help towards
ill and healthy individuals. Some of the subjects (n = 29)

were also interviewed to assess the main perceived mo-
tives to help others.

RESULTS

Positive rho Spearman correlations between PTG and the
frequency of help given towards ill individuals and healthy
ones were found. Based on thematic analysis four motives
of helping were identified: empathy, self-enhancement, in-
ternalized standards of behaviour, searching for the sense
of life.

CONCLUSIONS

This findings highlight the positive association between
cancer patients’ involvement in helping other cancer pa-
tients and positive life changes after experience of cancer.
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BACKGROUND

It has been widely documented that oncological pa-
tients experience various types of clinical dysfunc-
tion (e.g., Park, 2009), but cancer can have positive
as well as negative effects on psychological function-
ing (e.g., Cordova, 2008). Since the 1990s, therefore,
research has begun to focus on personal growth in
the aftermath of cancer. Reports show that between
30 and 90% of sick people have experienced various
types of benefits after cancer (e.g., Stanton, Bower,
& Low, 2006).

One widely known account of personal growth
in the aftermath of trauma is post-traumatic growth
(PTG) theory (Calhoun & Tedeschi, 2006, 2013; Tede-
schi & Calhoun, 1996; Tedeschi, Shakespeare-Finch,
Taku, & Calhoun, 2018). PTG is a term used to refer
to positive psychological changes resulting from peo-
ple’s struggles with challenging circumstances. The
PTG model represents the complex process of coping
with trauma and consists of the following elements:
pre-trauma individual differences and core beliefs
about the world, characteristics of seismic events and
their impact on schemata, cognitive struggles with
traumatic circumstances including intrusive and de-
liberative ruminations, self-disclosure and social sup-
port for schema change.

According to Tedeschi, Shakespeare-Finch, Taku,
and Calhoun (2018, p. 25) the process of PTG “may
take various shapes, such as a spiral, going back and
forth in interactions with other systems”. PTG is
sometimes, but not always, initiated by a traumatic
event and is both a process and the outcome of a pro-
cess. Growth can occur in many ways, with varying
dynamics, depending on the impact of the triggering
event on the person’s core beliefs about the world
and him or herself (Calhoun & Tedeschi, 2013). Many
types of traumatic event are thought to stimulate
PTG. One of them is experiencing a life-threatening
disease such as cancer (Park, 2009). The experience
of being diagnosed and treated for cancer is highly
stressful and potentially traumatic. Discovering that
one has a life-threatening illness can be shocking and
traumatic, because the diagnosis itself has a seismic
impact on some patients’ lives, and the course of the
illness often undermines people’s assumptions of
invulnerability, predictability, and control (Calhoun
& Tedeschi, 2013; Casselas-Grau, Ochoa, & Ruini,
2017; Cordova, Riba, & Spiegel, 2017).

The extent to which oncology patients experi-
ence PTG depends on their individual assessment
of how their life is threatened (e.g., Sumalla, Ochoa,
& Blanco, 2009), the intensity of their suffering (Stan-
ton et al., 2006) and their self-blame or perception of
responsibility for their illness (Park, 2009). The results
of empirical research on cancer patients have gener-
ally been consistent with the theoretical concept of
PTG; in other words, the more one perceives the can-

cer as a threat to one’s life, the greater one’s suffering
or self-blame, and the greater the potential for PTG in
cancer patients (Stanton et al., 2006).

The evidence on the relationships between psy-
chiatric conditions (e.g., anxiety and depression) is
inconsistent (Casellas-Grau et al., 2017). The research
relating PTG to illness factors (e.g. time since diagno-
sis and treatment, severity of disease) is also incon-
sistent (Casellas-Grau et al., 2017; Shand, Cowlishaw,
Brooker, Burney, & Ricciardelli, 2015; Morris, Shake-
speare-Finch, & Scott, 2012; Stanton et al., 2006). Ac-
cording to Tedeschi et al. (2018) there are two factors
responsible for the inconsistency of the relationship
between time since trauma and PTG: individual vari-
ability in the trajectories of PTG processes and prob-
lems with measurement of time since the traumatic
event. This latter is particularly pertinent in cases
such as cancer, where there is some uncertainty as
to when the trauma starts, from the perspective of
the patient — is it with the preliminary diagnosis of
a life-threatening illness, when the diagnosis is con-
firmed, or when treatment starts? The time between
diagnosis and assessment of PTG should be taken into
account in investigations.

Data from many recent studies on conditions
that promote PTG in oncological patients have also
pointed to the importance of non-cancer-related
characteristics, such as optimism, spirituality, posi-
tive coping style, social support and emotional and
cognitive processing (which are positively associated
with PTG; Casellas-Grau et al., 2017; Morris et al.,
2012; Shand et al., 2015).

PTG outcomes are usually assessed in five do-
mains: personal strength (increased sense of self-
reliance, strength and confidence), relating to others
(relationships are perceived as improved, positive
changes in one’s attitude or behaviours towards
others), new possibilities (development of new in-
terests and activities, discovery of new possibilities
and life goals), appreciation of life (recognition and
enjoyment of things that life can offer, appreciation
of post-trauma life as a second chance) and spiri-
tual and existential change (increased involvement
in spiritual life, engagement with existential or reli-
gious matters). Some research indicates that different
types of traumatic event may lead to PTG in different
domains, but usually PTG manifests in these five ar-
eas (Tedeschi et al., 2018).

Human responses to trauma can be very com-
plex and multi-faceted and PTG is only one aspect
of the post-traumatic outcome. In recent years some
researchers (e.g., Baker, Kelly, Calhoun, Cann, & Te-
deschi, 2008; Cann, Calhoun, Tedeschi, & Solomon,
2010) have begun to be interested in the fact that
trauma may also produce negative changes in be-
liefs in the same five areas where PTG is typically
observed. Both PTG and post-traumatic depreciation
(PTD) can co-exist (Kroemeke, Bargiel-Matusiewicz,
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& Kalamarz, 2017; Zieba, Wieche¢, Bieganska-Banas,
& Mieleszczenko-Kowszewicz, 2019). Some studies
suggest that PTG may also co-exist with other nega-
tive post-trauma outcomes, such as post-traumatic
stress disorder (PTSD; Shakespeare-Finch & de Das-
sel, 2009; Zoellner & Maercker, 2006).

PTG could be related to some positive outcomes,
such as happiness, positive emotions and eudaimonic
wellbeing, but there are no direct relationships be-
tween PTG and these outcomes (Tedeschi et al,
2018). According to the PTG model (Calhoun & Te-
deschi, 2013), PTG can increase wellbeing and adjust-
ment because PTG leads to greater wisdom and the
construction of a more complex life narrative.

Changes in all five PTG domains have been report-
ed by cancer patients (Ruini & Vescovelli, 2013; Stan-
ton et al., 2006). Increased awareness of the danger
to life may enhance people’s appreciation of life (e.g.,
Cordova, 2008). Some cancer patients have declared
after their encounter with cancer that they discovered
in themselves an inner strength they did not know
they had (e.g., Hefferon, Grealy, & Mutrie, 2009).
Cancer patients have also reported strengthened re-
lationships, which is attributed to re-evaluation of
relationships with others as a result of interpersonal
experiences during illness (e.g., Stanton et al., 2006).

It has also been noted that people who have expe-
rienced life-threatening diseases often choose to help
others (Janoff-Bulman, 2006), especially those who
are ill (Cohen & Numa, 2011). Increased motivation
to help others appears to be one of the transforma-
tions that may occur in the aftermath of cancer (e.g.,
Chorzela, 2013; Coward & Kahn, 2005; Morris et al.,
2012). It has been observed that the more often indi-
viduals experience traumatic events, the greater their
tendency to help others (Frazier et al., 2013). Calhoun
and Tedeschi (2013) attributed the growth in proso-
cial behaviour following trauma to an increase in
empathy and compassion. The giving of help in the
aftermath of personal experience of stressful events
may take the form of small acts of kindness, but may
include tasks that involve a full-time commitment.
Tedeschi, Park, and Calhoun (1998) emphasised that
the gift of trauma is an affective understanding of
events that is exclusive to patients. They noted that
patients often develop a strong desire to share this
gift of knowledge with others who have experienced
or are experiencing similar stress.

Schaefer and Moos (2008) claimed that it is the
loss of independent functioning during illness that
activates or increases sensitivity to other people and
a willingness to support them. Similarly, Vollhardt
(2009) argued that personal, unintentional suffering
- such as severe illness — prompts people to direct
help towards those suffering in a similar way. In
other words, the greater the similarity between the
experiences of a potential giver and receiver of help,
the greater the readiness of the former to help the lat-
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ter. The author (Vollhardt, 2009) noted that prosocial
behaviour can be activated by a collective sense of
suffering or the perception that suffering is universal.
She also claimed that in terms of health problems, the
often frequent motivations for giving help to others
are: seeking to make sense of life through such pro-
social behaviour; identifying with those who suffer;
and an increased level of compassion, empathy, and
altruism. These findings are consistent with those of
other researchers (e.g., Arman & Rehnsfeldt, 2002;
Cohen & Numa, 2011; Morris et al., 2012).

Similarly, another study found that cancer pa-
tients reported that the illness had increased their
ability to empathise with and help others; they also
declared that they engaged in more voluntary work
(i.e., helping cancer patients) than they had before
their illness (Chorzela, 2013). In another study (Mor-
ris et al., 2012) participants reported experiences of
PTG. Qualitative changes ranged from a deepening
in understanding of others’ experiences to the car-
rying out of supportive acts. Research has shown
that experiencing cancer not only increases people’s
empathy and compassion for fellow cancer patients,
but also increases their empathy with humanity in
general (Arman & Backman, 2007).

RATIONALE AND AIMS OF THE STUDY

Although several studies have shown that cancer pa-
tients report PTG, more studies are needed to deter-
mine the relationship between experience of cancer,
PTG and helping behaviour. In addition, more research
is needed to improve understanding of the mecha-
nisms that underlie the increase in helping behaviour
in people who have survived a traumatic illness. The
aim of this study was to investigate the relationship
between perceived PTG and willingness to help others
in the aftermath of cancer. Thus, our hypotheses were:

H1. PTG is positively associated with the frequen-
cy with which one helps others (hereafter helping
frequency).

H2. Helping frequency is more strongly positively
associated with change in the relating to others domain
than with the change in the other domains of PTG.

A further purpose of the study was to identify
what people perceived to be their main motives for
helping others and to compare the importance of em-
pathy with other motives.

PARTICIPANTS AND PROCEDURE
SAMPLE SIZE
Power analysis was used to estimate the sample size

needed. We assumed the results would be satisfac-
tory with o = .05 and power o = .80 thresholds with
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a predicted correlation higher than .30 in the popula-
tion. The analysis showed that a sample of between
83 and 88 individuals would be needed for the corre-
lation comparison test, and about 30-35 participants
to obtain a medium effect size for comparisons for
the dependent data test.

PARTICIPANTS AND METHODS

The participants were 100 female cancer patients (aged
21 to 83 years, M = 54.75, SD = 12.95). More detailed in-
formation about the participants is provided in Table 1.

Ethical approval for the study was obtained from
the Ethics Board of the SWPS University of Social
Sciences and Humanities. The inclusion criteria were
as follows: female; aged over 18 years; diagnosed
with cancer (other than brain tumours) at least six
months previously; completed intensive treatment
(chemotherapy or radiotherapy) at least six months

Table 1

Patients’ sociodemographic data

ago. Participants were recruited through snowball
sampling, with the assistance of non-medical organi-
sations supporting people diagnosed with cancer,
first “Amazons” (n = 62; women affected by breast
cancer), and second “Psyche-Soma-Polis” (n = 38;
people affected by any cancer).

Data were collected at the venues of both the or-
ganisations involved in recruitment. The researcher
met all participants individually. First, the participant
was given information about the general purpose of
the study and completed a consent form. Next the
participant completed questionnaires measuring
PTG and helping frequency. Both questionnaires
were self-administered. Some of the participants
(n = 29) were randomly selected to be interviewed
about their main motives for helping others. Inter-
views lasted 20-40 minutes and were recorded, tran-
scribed and analysed. About a fifth of the people in-
vited to participate in the study (18-20%) refused; we
did not ask why.

Total Subgroup

N % N %

Education primary 1 1.00 — —
vocational 13 13.00 6 20.70
secondary 46 46.00 13 44.80
college 40 40.00 10 34.50
Diagnosis breast cancer 64 64.00 19 65.50
intestine cancer 25 25.00 10 34.50

blood cancer 11 11.00 — —
Time since diagnosis [years] 0.5-1 6 6.00 1 3.40
1-2 14 14.00 5 17.20
2-5 20 20.00 6 20.70
>5 60 60.00 17 58.60
Time since treatment [years] 0.5-1 11 11.00 3 10.30
1-2 7 7.00 3 10.30
2-5 25 25.00 8 27.60
>5 57 57.00 15 51.70
No. of relapses 0 81 81.00 25 86.20
1 17 17.00 4 13.80
2 1 1.00 0 0.00
3 1 1.00 0 0.00
4 0 0.00 0 0.00
Age [years; M (SD)] 54.75 (12.95) 57.14 (11.65)
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QUANTITATIVE MATERIALS

Post-traumatic growth. Perceived PTG was measured
with the Polish version (IPR; Oginska-Bulik & Ju-
czynski, 2010) of the Post-Traumatic Growth Inven-
tory (PTGL Tedeschi & Calhoun, 1996). The original
PTGI assesses five factors: relating to others; new
possibilities; personal strength; spiritual changes;
appreciation of life. The Polish inventory consists of
the same 21 items, but confirmatory factor analysis
suggested that it has four factors: relating to others,
personal strength, appreciation of life and spiritual
changes. Responses are given using a five-point scale
from 0 (no change) to 5 (a lot of change). Internal reli-
ability, measured as Cronbach’s a, was .88 (personal
strength: o = .86; relating to others: o = .82; apprecia-
tion of life: o = .83; spiritual change: a = .66).

Helping frequency. The frequency with which par-
ticipants provided help was measured as the average
time per week spent on helping. Participants were
asked questions about the amount of time they spent
on activities: relaxing alone, relaxing with family, re-
laxing with friends, relaxing with strangers, physical
exercise, taking care of their health, helping sick rela-
tives, helping sick non-relatives, helping healthy rela-
tives and helping healthy non-relatives. Responses
were given using an 11-point scale (0 to = 10 hours
per week). The variables of interest were average time
spent helping sick people (relatives and non-relatives)
and average time spent helping healthy people (rela-
tives and non-relatives); the other questions acted as
a buffer.

QUALITATIVE MATERIALS

Helping behaviour. Semi-structured interviews were
used to assess helping behaviour. Participants were
interviewed individually and asked their most fre-
quent reasons for helping other people. They were
asked how they felt when helping other people.

ANALYSIS

Statistical analysis. The analysis was performed with
SPSS 25.0.

Analysis of interviews. Thematic analysis was car-
ried out: data were coded in terms of topics and cat-
egories (Braun & Clark, 2006). The aim was to identify
the main themes in the participants’ responses. The
first stage of analysis consisted of reading the inter-
view transcripts several times to become familiar with
the answers. Next, notes were made on participants’
answers. The third step consisted of developing a code
distinguishing between the main categories. The
fourth step involved refining this code and defining
further divisions between categories. The fifth step
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consisted of re-analysing the data to check the suit-
ability of the categories and the final step was to order
the categories.

RESULTS
ANALYSIS OF INTERVIEWS

The following four categories of motivation for pro-
viding help were distinguished: care and support
(subcategory: compassion, gratefulness); strength-
ening of self (subcategories: strengthening of self
through downward comparison; strengthening of
self through identification with others), commitment
(subcategories: avoiding inevitable, moral norms and
values) and searching for sense.

The care and support motive includes the desire to
help to others, a desire for integration and unity and
deepening of relationships and a desire to collaborate
with recipients of help. Such motivation is revealed
in the response of Participant 28: “If only I could do
something, I'd do it with pleasure. I think that it’d be
wonderful if people, if everyone could look at another
person, and think what good they could do from their
hearts”. The compassion motive is related to a feeling
of compassion for people in need and a sense of em-
pathy with them. An example of the compassion mo-
tive for helping was provided by Participant 6: “T have
experienced [cancer] myself, and I know how hard it
was, and I can understand what the other person feels.
I want to help so that the other person feels better”.
The gratefulness motive includes helping because one
appreciates the help that one received from others and
the spontaneous acts of kindness or generosity that one
benefited from during one’s own illness. In this case
helping brings feelings of joy and fulfilment. This mo-
tivation is illustrated in the response of Participant 30:
“After the surgery, I was approached by a girl, a volun-
teer”; she talked about herself with a smile. Later she
came again, told me more about what I should do, and
that I should not worry, because I would live. She gave
me so much strength that I thought to myself that I re-
ally wanted to be like her. The strengthening of self
motive covers helping behaviour aimed at regaining
control or enhancing one’s sense of agency, compe-
tence or power. An example of such motivation can be
seen in the response of Participant 4: “[Providing help
to others] gives me so much satisfaction and strength.
I feel that 'm doing something important. Because
after my illness I had this feeling of irreversible loss
and hopelessness, and now I think that helping other
people in this way fills in that gap”. The strengthen-
ing of self through downward comparison includes
self-appreciation activities — that is, helping people in
a worse situation than oneself or people one perceives
as weaker than oneself. An example of this kind of mo-
tivation can be seen in the response of Participant 18:
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“T thought that I wouldn’t be coming to the club any-
more, but that would mean that I'd automatically give
up visiting the women in the hospital and that was
something I couldn’t stop doing. Not because of me,
but because of the women that I know are waiting for
us. Nobody told me that [after cancer] there would
be some restrictions on what I could do, truly, we are
needed”. The one direct reason for helping people in
the strengthening of self through identification with
others motive is feels a need to be close to other people
and to create bonds with other people. An example of
such motivation is apparent in the response of Par-
ticipant 1: “No one else will understand us the way
we understand ourselves [people with cancer]; there’s
this feeling of solidarity, a bond made during our talks
about the illness, even though we haven’t known one
another for too long”.

The commitment motive involves being motivated
to help others in order to conform with social norms.
An example of this kind of motivation can be seen
in the response of Participant 24: “This [helping oth-
ers] is necessary and I think that if someone helped
me before, why can’t I help someone now? Because
somebody helped me, I should help someone else”.
The avoiding inevitable motive is related to helping
people in the expectation of receiving a reward from
some higher power (e.g. God). An example of this type
of motivation can be seen in the response of Partici-
pant 30: “My first thought was that when I was better,
I'd do the same as she [a volunteer] was doing, that
I'd go to the hospital. It was the way I decided to give
something in return... [I was saying] no, God, please
let me live for a bit longer and I'll start helping”. The
values and moral norms motive covers help that is

Table 2

given out of commitment to a moral system, philoso-
phy of life or religion. An example of such motiva-
tion may be found in the response of Participant 15:
“My mother kept telling me ‘you ought to help other
people, because you never know when you may need
help yourself, and somehow it’s stayed with me since
I was a child. Now I realise that that’s the way people
should live, that it’s essential to me”.

The final motive identified from the participants’
responses was the searching for sense motive, which
involves helping others in order to make sense, or find
meaning in life. In this case helping others is a means
of making sense of one’s traumatic experience. An ex-
ample of such motivation is revealed in the response of
Participant 1: “I need to know that there’s some sense
in it, that there was some meaning in my experience
[of cancer], that because of my experience I can give
someone something; that it didn’t happen in vain”.

The responses were scored on a four-point scale
according to the extent to which they illustrated each
of four distinct categories of changes in helping be-
haviour — from 0 (the motive has not been revealed) to
3 (the motive has been revealed).

QUANTITATIVE ANALYSIS

Steiger’s t-test was used to test the difference be-
tween correlations. The frequency with which sick
people were helped was more strongly correlated
with personal strength (r = .51, p < .001) than with re-
lating to others (r= .28, p < .01). This was the only pair
of correlations that were different from each other
(z = 2.44, p < .01). Frequency with which healthy

Mean values, standard deviations and Spearman-rho correlations among variables (n = 100)

Category M SD 1 2 3 4 5 6
1. PTG 74.43 16.91 -
5. PTG - personal 27.67 7.46 .90*** -
strength
3. PTG -~ relating 2540 629 71°**  45%** -
to others
g, PTG —appreciation ) oo 510 gpexe ggens 26** -
of life
5. PTG - spiritual 550 296 .55%**  39*** 29%* 06 -
changes
6. Helping healthy 447 378 32*** 3g*** 16 31* 01 -
people
7. Helping ill people 3.48 390 44777 517 .16 227 22% ST

Note. To avoid type | error, a Bonferroni correction was conducted. To determine whether any of 6 pairs of correlations is statistically
significant, the p-value must be p <.008;*p < .05;**p <.01;***p < .001.
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Table 3

Mean values and Wilcoxon signed-ranks test — category of motives of providing help (n = 29)

Category Mean Mean rank Wilcoxon Z Asymp. p
Care and support 74 9.64 2.16 .030
Strengthening of self 40 13.03

Care and support .74 7.88 3.82 .001
Commitment .14 15.07

Care and support .74 17.83 3.57 .001
Searching for sense .10 14.67

Strengthening of self 40 8.50 2.66 .008
Commitment .14 9.70

Strengthening of self .40 11.00 3.17 .002
Searching for sense .10 8.88

Commitment .14 5.00 0.43 .667
Searching for sense .10 4.20

Note. To avoid type | error, a Bonferroni correction was conducted. To determine whether any of 6 pairs is statistically significant, the
p-value must be p <.008. After Bonferroni correction the Care and support category was found to be significantly higher than the level

of Commitment, and Searching for sense category.

people were helped was not correlated with relating
to others (r= .16, p = .31). Table 2 displays the correla-
tions between PTG and helping frequency.

The Friedman test was used to evaluate differenc-
es in four main categories of helping motives. There
was an overall difference, ¥*(3, 29) = 35.30, p = .001.
Wilcoxon signed-ranks tests were performed to de-
termine which categories differed. Table 3 displays
the post hoc analysis.

The level of Care and support category was signifi-
cantly higher than the level of Strengthening of self;
Commitment, and Searching for sense category.

DISCUSSION

The high levels of reported PTG are in line with earli-
er empirical data showing that PTG is common in in-
dividuals who experience cancer (Casellas-Grau et al.,
2017; Morris et al., 2012; Shand et al., 2015). Moreover,
our findings revealed a positive association between
PTG and helping frequency, but because the relation-
ship between helping frequency and PTG in cancer
patients (both measured on a quantitative scale) does
not appear to have been investigated before we were
unable to compare our results with other findings.

A cross-sectional study by Cohen and Numa (2011)
assessed the relationships between PTG and volun-
teering activity in women who had completed active
treatment for cancer at least three years previously
(the participants were enrolled in organisations sup-
porting people with oncological illness). They found
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that women who volunteered reported a high level
of PTG, but they did not control the number of hours
spent or forms of help.

It is likely that there is a bidirectional relationship
between perceived PTG and helping frequency such
that helping other people can be a consequence of
adaptation to trauma and should be considered to-
gether with other areas of PTG as to its behavioural
outcomes (e.g., Morris et al., 2012). Morris, Shake-
speare-Finch, and Scott (2012) assessed PTG from
participants’ narratives of their cancer experience.
They identified PTG in the form of increased com-
passion towards other people suffering from a seri-
ous illness. The form this took ranged from a deeper
understanding of other’s experiences to supportive
acts (e.g., Morris et al., 2012, p. 752: “Participant no.
223: I am a member of the Breast Cancer Network, and
I can offer advice and help to other women”). Simi-
larly, a qualitative study by Chorzela (2013) found
that people who had experienced cancer at least five
years previously reported positive changes in the
field of helping others (e.g., engaging in volunteer-
ing for people with cancer). On the other hand, help
can contribute to the PTG of the giver. Helping other
people provides opportunities for social contact and
sharing of emotions (Cohen & Numa, 2011).

Unlike other researchers (e.g., Calhoun & Tedes-
chi, 2013) we found that the frequency with which
participants helped sick people was more strongly
positively related to personal strength than to the
relating to others domain of PTG. Participants re-
ported that after experiencing cancer they started to
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believe that they would be particularly well placed to
support people in need. They often perceived their
role to be that of a competent advisor or expert com-
panion, that is, they saw themselves as able truly
to understand the situation of people in need (Cal-
houn & Tedeschi, 2006). It is possible, therefore, that
an increased sense of personal strength determines
helping behaviour. We measured helping behaviour
(the time spent supporting other people) rather than
attitudes towards sick people. It is possible that for-
mer patients’ willingness to help others is affected by
post-traumatic changes in how they relate to others
and in perceived personal strength, but if one is go-
ing to act on this willingness and actually take action
to help others one must be convinced that one has
the capacity to do so.

It is worth noting that participants mentioned two
general categories of motives in relation to helping
behaviour. The first category consisted of motives
based on feeling empathy for potential recipients
of one’s help or gratitude for the support one had
received oneself and the second category related to
a desire to help others as a way of increasing one’s
own strength. The two categories seem to involve
different psychological mechanisms. The motive to
help others as a way of reciprocating the care and
support one received oneself or making a return for
one’s good fortune in having recovered is one of the
most frequently observed impulses amongst cancer
patients who become involved in helping other peo-
ple (Ruini & Vescovelli, 2013). It is similar to helping
people out of compassion and empathy, because one
feels one’s personal experience enables one to under-
stand their perspective (Morris et al., 2012).

Calhoun and Tedeschi (2006) asserted that help-
ing people in similarly difficult circumstances may be
therapeutic for people who have experienced trau-
ma, perhaps because of the opportunity for down-
ward comparison, i.e. the helpers’ sense of their own
strength is enhanced by the juxtaposition of their
current situation with that of people struggling with
the same difficulties they experienced. It seems that
these two separate categories of motivation are con-
sistent with the division of helping behaviour into
altruism-motivated and egoism-motivated helping
(Batson & Shaw, 1991). In order to improve under-
standing of how the trauma of experiencing cancer
influences engagement in helping behaviour and the
nature of the help offered, future research should fo-
cus on whether and how these variables are related
to the helper’s primary motivation (altruistic or ego-
istic) for helping. Longitudinal research would en-
able assessment of how helpers” motivation and the
effects of helping on the helper change over time.

Our research has some limitations. First, the
cross-sectional design means we cannot determine
the direction of the relationships observed. Second,
the results can only be generalised to one specific

category of trauma, the experience of cancer, and to
one population, female cancer patients. The general-
isability of the findings is further limited to the Polish
context, as the study was carried out in Poland, with
Polish cancer patients. It is also worth adding that all
participants were enrolled in organisations that help
people affected by cancer and further research in
more diverse samples (people who have experienced
other forms of trauma, men as well as women, other
nationalities) is necessary.

Another limitation is the limited variation in
length of time since diagnosis and treatment. Our
sample excluded cancer patients in the early stages of
coping with the disease (patients were only eligible
to participate if they had completed invasive treat-
ment at least six months previously). It is worth con-
sidering whether and why patients’ readiness to help
other patients changes over time. Various factors
might influence the trajectory of readiness to help,
the nature of the patient’s treatment and changes in
the patient’s life situation and perception of his or
her cancer experience. Furthermore, there is the case
of patients who have suspended or ended their pro-
fessional work due to their cancer and therefore have
more time. A qualitative, longitudinal by Coward and
Kahn (2005) examined changes in perception of self
and behaviour in women diagnosed with cancer from
one month until 14 months after. They found that in
the early stages of illness (1-5 months after diagnosis)
women often recognised cancer as a threat to their
health and life; later (5-9 months after diagnosis) they
often bonded with other people affected by cancer
(to increase knowledge of cancer or gain social sup-
port, and later still (9-14 months after diagnosis) they
mentioned using their own cancer experiences to
help others. Coward and Kahn noted that some of the
participants used altruistic activities to give meaning
to their own cancer experience. In future studies it
would be worthwhile to investigate the influence of
time since cancer diagnosis and treatment on helping
behaviour and PTG.

Another limitation is that our study explored
helping as the result of personal experience of can-
cer. Participants were asked directly whether had
chosen to help other people as a direct consequence
of their own cancer. This is why the study used two
forms of measurement. It must be noted, however,
that the use of a four-item measure also limited our
assessment of the frequency of helping. More re-
search using observational data on helping behav-
iour rather than self-reports is needed to determine
whether experience of cancer actually increases
helping behaviour. It is worth noting that we did not
compare the helping frequencies of people who had
experienced cancer and those who had not, so it is
not possible to determine whether people who have
experienced cancer are more likely to offer help than
people who have not.
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Finally, future studies should use more advanced
statistical analyses (e.g., hierarchical regression,
structural equation modelling) and include potential
mediators of the relationship between exposure to
trauma and helping other than PTG or empathy (e.g.,
variables related to self-perception, such as self-es-
teem, and variables related to perceptions of others,
such as interdependent and independent self; Markus
& Kitayama, 1991). Our participants frequently men-
tioned that their experience of cancer had changed
their sense of their personal strength and courage
and these changes may have influenced their helping
behaviour. These participants openly stated that be-
fore their cancer they had avoided helping others out
of shyness, whereas after experiencing cancer they
found they had the courage to offer help.

CONCLUSIONS

The results should be of interest to practitioners.
Many participants believed that their empathy, com-
passion and engagement in helping had increased as
aresult of their illness. These changes were to a large
extent specific to their relationship to other cancer
patients: they felt competent to help fellow cancer
patients and felt they understood the situation and
needs of cancer patients because of their own experi-
ence of the illness. We recommend that medical cen-
tres actively recruit and train cancer patients to offer
voluntary support to oncological patients. We also
found that helping was associated with increased
personal strength, which is one of the ways in which
PTG manifests. Regardless of causality (does patients’
new-found strength prompt them to volunteer help
or does helping others increase their perception of
their own strength?), we find it beneficial to increase
cancer patients’ feelings of their self-efficacy. Train-
ing programmes and social support groups for cancer
patients might help them to build an identity not just
as people who have coped or continue to cope with
cancer, but as people who can use their personal ex-
perience of cancer to help others.
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