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CHAPTER I 

INTRODUCTION 

Psychologists have long attempted to delineate and 

utilize the interrelationship between psychology and phy-

siology. Research to date has isolated specific persona-

lity characteristics and life-experiences as being the 

psychological concomitants of the physiology of malignancy. 

It has been suggested that one personality characteristic 

of the cancer patient is an inability to express anger or 

hostility overtly (LeShan & Worthington, 1956c) • A second 
-

character trait which has been identified is low ego 

strength (Bahnsen & Bahnsen, 1966; LeShan & Worthington, 

1956b} resulting in a high perception of personal help

lessness (Schmale & Iker, 1971}. Interacting with these 

factors is a lack of perceived closeness to parents 

(Bacon, Renneker, & Cutler, 1952; Wheeler, Caldwell, & 

McDonald, 1955} • Further delineation of the psychological 

characteristics of cancer patients is essential in order 

that a theoretical basis of intervention and possible 

prevention of malignancy from a psychological perspective 

be established. 

Researchers have been primarily concerned with indivi-

dual characteristics and life experiences. Cultural sex 
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roles and degree of psychological individuation have gen

erally been ignored as possible correlates of the incep

tion of malignancy. 

2 

Research indicates that the characteristics of a 

mature adult are synonymous with the traditional male role 

(Bardwick, 1971; Bardwick & Douvan, 1971; Lerner & Spanier, 

1980; Scarf, 1980; Symonds, 1974, 1976}. Whether a female 

chooses, therefore, to define herself via traditional role 

or via the more masculine "adult" role, she risks a duality 

of existence between individuation or adulthood and depend

ence or feminity (Friedan, 1963; Scarf, 1980; Symonds, 

1971}. In more closely adhering to the traditional role, 

a female renders herself less intrinsically powerful 

(Scarf, 1980}. Individuation, by Jung's definition, is to 

be autonomous, having and recognizing the power to define 

oneself (Corsini & Contributors, 1979). The female, there

fore, who adheres more closely to traditional role is more 

extrinsically defined and supported than the nontraditional 

female (Cass & Thomas, 1979; Dowling, 1981; Scarf, 1980). 

Conversely, the female who is closer on the continuum to 

the adult/male role is less powerful in terms of environmen

tal support. In defying convention, she risks the loss of 

external support/definition (Scarf, 1980). It may follow, 

therefore, that stress, a precursor to malignancy which is 

supported by research (Achterberg, Simonton, & Simonton, 

1976; Horowitz, 1976; Sklar & Anisman, 1979; Solomon, 1969:) 

particularly in terms of loss of external support, may be 
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more debilitating to those females who are extrinsically 

dependent. Depression, as the result of the loss of a sig

nificant other, appears to be more devastating and to· last 

longer for a traditional female (Scarf, 1980). 

Differential treatment of female children by parents 

may deter individuation as well (Chodorow, 1978). Percep

tion of lack of parental warmth and support may continue to 

affect life patterns in persons who are dependent on 

external support and definition to a marked degree (Dowling, 

1981; Horney, 1967; Scarf, 1980). Females more dependent 

on external validation are less likely to express hostility 

overtly (Dowling, 1981; Scarf, 1980; Symonds, 1976). Obvi

ously, such females have less sense of power to effect 

change due to-dependence on external persons and variables 

of happenstance (Dowling, 1981; Scarf, 1980). The female 

who closely adheres to the traditional role is seen as 

more dependent, more passive, more covert in expression of 

anger, and less powerful overtly than her less traditional 

counterparts (Dowling, 1981; Scarf, 1980). 

The profile of the traditional female is strikingly 

similar to the profile of the cancer patient. Blumberg,· 

West, and Ellis (1956) stated that the victim of neoplasm 

is ..... consistently serious, over-cooperative, over-nice, 

over-anxious, painfully sensitive, passive, apologetic and, 

according to family, friends, and previous records, has 

suffered from lack of self-expression and self-realization 

all of (his/her) life (p. 285) . 11 
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The concept that a relationship exists between the 

development of malignancy and psychology is centuries old. 

As early as 1701, Gendron (cited in Kowal, 1955) posited 

that cancer occurs after a severe fright or violent grief. 

In a treatise on cancer published in 1846, a professor of 

anatomy at University College in London summarized his 

observation that a preponderance of patients had malignancy 

clearly caused by emotions, reversal of fortune, and/or 

gloominess (cited in Simmons, 1979). It was not, however, 

until 1948 that a specific physiological response to spe

cific emotions was delineated (Cannon, 1923). The speci

ficity of Cannon's work imparted a respectability to the 

science now known as psychogenies. There followed both a 

recognition of previously little noticed research and a 

profusion of new research supporting the correlation of 

psychology and malignancy. 

Research supporting a correlation between stress and 

malignancy is clearly defined in the literature, particu

larly via animal experimentation (Achterberg, Simonton, 

& Simonton, 1976). Research indicates that the varying 

of stress could alter incidence of breast cancer in mice 

from 92% in a stressful environment to 7% in a protected 

environment (Riley, 1975). Support for hopelessness as 

being a positive factor in conjunction with stress as a 

precursor to malignancy indicates that rejection of a 

tumor in rats is more probable after escapable than after 

inescapable shock (Visintainer, Volpicelli, & Seligman, 



1982). Only 27% of the rats receiving inescapable shock 

rejected the tumor whereas 63% of the rats receiving 

escapable shock and 54% receiving no shock rejected the· 

tumor. These results indicate that rate of tumor rejec

tion resulted not from the shock per se, but from the 

animal's degree of control over the shock. 

Hopelessness as a predictor of neoplasm in human 

patients is supported by the research as well. Selye 

(1976) delineated biological response to particular 

stressors as well as specific diseases which may result. 

s 

In 1971, a group of healthy women considered to be bio

logically disposed to cancer were separated as being likely 

or not likely to eventually have diagnosable malignancy 

based on having or not having a premorbid helplessness 

prone personality (Schmale & Iker, 1971). The correct 

prediction rate as of publication was 73.6%. 

Research conducted by LeShan and Worthington (1956b) 

supports the probability that the cancer patient will evi

dence a blockage in ability to express hostile feelings 

often hidden behind a social facade of benign goodness or 

kindness. Also apparent, according to LeShan and Worthing

ton (1956a), is a marked amount of self-dislike and self

distrust. LeShan and Worthington concluded that these 

patterns of behavior appeared to stem from a loss of a 

parent in childhood. Whether the loss was physical or 

psychological, the child's resultant vulnerability pre

cluded normal expression of hostility toward both the lost 
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and remaining parent. The anger was, therefore, turned 

inward as self-hate and/or guilt. 

Of importance, as well, are implications that parti-

cular combinations of personality and life experiece may 

result in the development of particular types and sites of 

malignancy (Inman, 1964). Muslin, Gyarfas and Pieper 

(1966) found an experience of early separation from one or 

both parents to be highly correlated with malignancy of the 

breast. Schmale and Iker (1966) found evidence to support 

hopelessness as a predictor of cervical cancer. A compari-

son of 11 patients with breast cancer to 11 patients with 

cervical malignancy (Tarlau & SmaJheiser, 1951) via admini-

stration of the Rorschach indicated that the group having 

cervical malignancy had greater self-acceptance and a 

' higher degree of emotionality. Tarlau and Smalheiser 

(1951) hypothesized that among both groups mother dominance 

in family of origin resulted in a rejection of the female 

role. It is both interesting and indicative of a need for 

further research that the primary site of malignancy in 

these groups were both feminine and sexual in nature. 

The similarities of the female cancer patient and 

the female who adheres strongly to the traditional role 

indicate a need to explore the possibility of a cultural 

role in the apparent correlation between psychology and 

malignancy. Implications of interaction between cultural 

expectations,. life-experiences, and personality character-

istics in the development of malignancy and choice of 

............... ----------------------~~ 



primary site of disease may provide additional information 

in the formulation of psychological intervention prior to 

the development of neoplasm in women. 

Purpose of the Study 

7 

The purpose of this study was to investigate the inci

dence of adherence to traditional sex role as a life 

pattern among cancer patients with malignancy in a female 

primary organ (Group A) and female cancer patients with 

other types of malignancy (Group B) , as compared to a 

female population of non-cancer patients (Group C) • In 

addition, the personality characteristics of low _ego 

strength and covert expression of hostility, as well as re

membered perception of low warmth in mother's and father's 

parenting style at age 16 were examined in terms of inter

action with a life pattern of adherence to traditional 

female sex role. 

Definitions 

Subjects in Group A, having a female primary organ 

in which the neoplasm was diagnosed, were delineated as 

having breast, cervical, ovarian, or endometrial malignancy. 

Subjects in Group B, having a non-female primary organ in 

which malignancy was diagnosed, had diagnoses~which in

cluded colo-rectal, hematologic (aeute leukemia), lung, 

melanoma, colo-rectal and anus, Hodgkin's disease, sarcoma, 

lymphoma, pancreas, larynx, stomach, kidney, thyroid, tra-



8 

chea, skin, or large intestine. For the purposes of this 

study, adherence to traditional-female role was defined as 

a high femininity score on the Attitudes Toward Women 

Scale (Spence & Helmreich,-·1972). Perception of degree of 

warmth in parenting style of mother and parenting style 
~ 

of father was defined by scores on the Parent Behavior 

Form (Worrell & Worrell, 1975). Method of expressing 

anger and/or hostility, ego strength, and helplessness/ 

hopelessness were measured by scales C and E of the Six-

teen Personality Factor Questionnaire (Cattell, Eber & 

Tatsouka, 1970). 

Limitations 

1. Generalizability of this study is limited as a 

result of the use of subjects in Groups A and B who were 

all patients at the same cancer center in a metropolitan 

city in the Southwest. Group c was made up of subjects 

from two women's clubs in a small university town in the 

Southwest. An attempt to ameliorate this weakness was 

made by selecting subjects randomly from the intact groups. 

2. Though instruments selected to measure personality 

characteristics and life experiences are designed to mea-

sure traits rather than temporary states, the fact that 

subjects in Groups A and B were post morbid may have affect-

ed their perceptions in some significant way. 

3. communication with 'subjects by mail and by tele-

phone are considered a limitation of the study in terms of 

.............................. ___________________________ __ 



response percentage. However, the danger of limitation 

due to interviewing only those patients who chose, for 

some reason which might have impacted on the variabies 

under study, to enter the hospital for treatment and/or 

diagnosis at a particular time of year was considered a 

more serious threat to the generalizability of the study. 

Repeated follow-up, particularly with Group B, resulted 

in sufficient questionnaires to apply the statistical 

analysis of·choice. 

Research Hypotheses 

9 

The research hypotheses studied were based on results 

of previous studies discussed in the introduction. Three 

groups of women, ages 35-50, were studied. Subjects in 

Group A were women with diagnosed malignancy in a female 

primary organ. Subjects in Group B were women with diag

nosed malignancy in a non-female primary organ. Subjects 

in Group C were women with no diagnosed malignancy. 

In order to carry out this study, the following 

hypotheses were investigated using an alpha level of .05: 

1. Low ego-strength and perception of helplessness/hope

lessness will be evident to a greater degree in the 

group of cancer patients with malignancy in a female 

organ and will be evident to a greater degree in both 

cancer groups than in the group of women not diagnosed 

as having cancer. 

2. Suppression of expression of anger/hostility will be 
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stronger in the group of females having a female 

organ malignancy than in either of the other two 

groups and females with a non-female organ malignancy 

will have a higher suppression of anger/hostility than 

the females having no diagnosed malignancy. 

3. Perception of warmth in the mother's parenting style 

in the family of origin when the subject was age 16 

will be lowest in the group of subjects with female 

organ malignancy. Perception of warmth in mother's 

parenting style ~mong the subjects with non-female 

organ malignancy will be lower than among subjects 

with no diagnosed malignancy but will be nigher than 

that of subjects with female organ malignancy. Sub

jects with no diagnosed malignancy will have the 

highest perception of warmth in mother's parenting 

style among the three groups. 

4. Perception of warmth in the father's parenting style 

in the family of origin when the subject was age 16 

will be lowest in the group of subjects with female 

organ malignancy. Perception of warmth in father's 

parenting style among the subjects with non-female 

organ malignancy will be lower than among subjects 

with no diagnosed malignancy but will be higher than 

that of subjects with female organ malignancy. Sub

jects with no diagnosed malignancy will have the high

est perception of warmth in father's parenting style 

among the three groups. 
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5. There will be a stronger adherence to traditional 

female sex role among the subjects diagnosed as having ~ ---;= 
~------

a female organ malignancy than in either of the other 

groups, and strong adherence to traditional female sex 

role will be greater in both of the cancer groups than 

in women not diagnosed as having cancer. 

Organization of the Study 

The present chapter includes an introduction to the 

problem, a discussion of the need for the study, a brief 

overview of previous research which supports the hypotheses 

of this study, and a statement of the problem, limitations 

and hypotheses.~ Chapter II contains a review of literature 

relevant to this study. Chapter III includes a description 

of the selection of subjects, instrumentation, and the 

method of collection and assessment of the data. Chapter IV 

consists of a delineation of the analysis of the data and 

the resultant findings of the present investigation. 

Chapter V includes conclusions and recommendations formu-

lated as a result of this research. 

Ill 



CHAPTER II 

REVIEW OF RELATED RESEARCH 

Introduction 

In reviewing the research related to neoplasm in 

females, it appears that certain personality factors and 

negative life experiences are correlated with both the 

development of malignancy and with the type of malignancy 

developed. This_investigation was designed to extend the 

current findings to determine the relationships between neo

plasm and adherence to traditional female sex role, percep

tion of warmth in parenting style of mother and parenting 

style of father in family of origin, factors of negative 

life experience, and the characteristics of personality. 

The following review will begin with a discussion of 

the general literature regarding the psychological/life 

experience component of malignancy specifically and of psy

chogenies in1general prior to 1950. This review will be 

followed by a review of research conducted since 1950 which 

is specifically applicable to the dependent variables of low 

ego strength and helplessness/hopelessness, method of 

expressing anger/hostility, perception of warmth 'in parent

ing style of mother and parenting style of father in family 

12 
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of origin and adherence to traditional female sex role in 

the development of malignancy. 

In reviewing the research related to the effect of per-

sonality structure and life experience on the etiology and 

development of neoplasm, it becomes obvious that the psycho

somatic concept is not a recent development. Instead, the 

psychosomatic concept appears to have cyclically gained and 

lost recognition and respect throughout its history. The 

medieval theory of body humors was an intricate theory of 

mind-body interaction (LeShan, 1959). The complexity of 

this theory is illustrated in a letter written in 1402 by a 

physician, Sassoli, to a patient. Sassoli wrote the follow-

ing words: 

••• let me speak to you regarding the things of 

which you must most beware. To get angry and shout 

at times pleases me, for this will keep up your 

natural heat; but what displeases me is your being 

grieved and taking all matters to heart. For it is 

this, as the whole of physic teaches, which destroys 

our body more than any other cause (cited in LeShan, 

1959,p.5). 

" Galen is reported (cited in Mettler & M~ttler, 1947) to 

have stated that cancer was much more frequently diagnosed 

in "melancholic" than in "sanguine" women. 

Eighteenth and nineteenth century physicians, in terms 

of explanation and treatment of malignancy, tended to divide 

into two groups, one of which favored local causation and 
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treatment of the disease. The other emphasized origin of 

the disease in a peculiar constitutional state {Kowal, 

1955) • Techniques of investigation during the eighteenth_ 

and nineteenth centuries included an adequate history of 

the onset of neoplasm and a physical examination {Kowal, 

1955). In 1802, a group of leading English and Welsh 

physicians formed "The Society for the Prevention and Cure 

of cancer" {Hoffman, 1915). The group listed 11 areas 

regarding the onset and development of malignancy which 

they posited were in need of further research. One question 

was regarding the possibility of a predisposing temperament. 

In 1846, Walshe {cited in Simmons, 1979) wrote: 

Much has been written on the influence of mental 

misery, sudden reverses of fortune, and habitual 

gloominess of temper on the deposition of carcino

matous matter. If systematic writers can be cred

ited, these constitute the most powerful cause of 

the disease ••• Whether this be the real cate

nation of circumstances or not, and although the 

alleged influence of mental disquietude has never 

been made a matter of demonstration, it would be 

vain to deny that facts of a very convincing char

acter in respect to the agency of the mind in the 

production of this disease are frequently observed. 

I have myself met with cases in which the connexion 

appeared so clear that I decided questioning its 

reality would have seemed a struggle against reason 

{p_. 155) • 
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Snow, in 1893 (cited in LeShan, 1961), conducted the 

first statistical study of psychogenies in the area of neo

plasm. Snow reported on 250 out- and in-patients in the 

Cancer Hospital in London. Among the results of Snow's 

study, he reported that malignancy patients showed a consis

tent inability to express hostility and tension over the 

death of a parent. 

In the United States, in 1885, Parker (cited in LeShan, 

1959) described his 53 years of surgical experience with 

cancer as follows: 

It is a fact that grief is especially associated 

with the di~ease. If cancer patients were as a 

rule cheerful before the malignancy development 

made its appearance, the physiological theory, no 

matter how logical, must fall,, but it is other

wise. The fact substantiates what reason points 

out(p.3). 

At about the same time, Hughes {cited in LeShan, 1959), a 

neurologist, wrote about the "neurotic origin and nature" 

of cancer. This marked the first publication of the use 

of psychological diagnostic terms by a medical doctor to 

express a psychogenic relationship between the psyche and 

malignancy. 

In the early years of the twentieth century, little 

appears to have been written on the concept of psychogenies. 

One noted exception is a paper by Freud (1910) entitled 

"Psychogenic Visual Disturbance According to Psychoanalyti-
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cal Conceptions." Another exception is a statement by 

Groddeck in 1928 (cited in LeShan, 1959) describing cancer 

as an "acting out" of deep frustration on the part of the 

body. 

During the second quarter of the twentieth century, 

an examination of the relationship between carcinoma and 

the psyche began once more to emerge via psychological 

exploration, statistical analysis, and clinical observation 

·(LeShan, 1959). Evans (1926) studied 100 cancer patients 

via Jungian depth-psychotherapy and concluded that the 

basic problem of the cancer patient is that of being 

driven back into her/himself after losing an important 

relationship. The energy, according to Evans, which was 

previously focused on the significant other is turned in

ward and the result is the hopelessness and melancholy dis

cussed in earlier literature. 

A rebirth of awareness and concern regarding psychogen

ies appears to emerge in the 1950's. Not only does pub

lished research abound, but more specific exploration of 

specific life experiences and personality traits, as well 

as specific psychological factors in the development of 

particular types of malignancy, appears as well. 

Low Ego Strength and Helplessness/ 

Hopelessness 

Low ego strength which is manifested in perception of 

personal helplessness/hopelessness is supported in the 
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research as being typical of·the cancer patient. Among 

the characteristics concomitant with low ego strength and a 

perception of self as helpless is a· suppression of anger 

and/or hostility. Butler, (1954) on completion of his study 

of hypnosis in the reduction of pain with cancer, posited 

that there may be a "cancer personality". The prototypes 

Butler reported among his subjects are the inhibited 

individual with repressed anger or a "good" person express

ing extreme self-pity. 

In 1956c, LeShan and Worthington published a report 

based on a study of 250 individuals with diagnosed malig

nancy. Personality of subjects was evaluated by means of 

exploratory clinical interview and the Worthington Per

sonal History projective test. The results of these tests 

were compared to results of the same tests administered to 

an age equated group of 150 individuals with no known 

disease. Among the four factors ·characteristic of the 

cancer· group, but not of the controls, was a marked 

amount of self-dislike and self-distrust. Seventy-nine of 

the neoplastic patients and 34% of the controls indicated 

a strong sense of unworthiness and culpability. 

Klopfer (1957) posited a correlation between per

sonality and virulence of malignancy. Initial impetus for 

Klopfer's research was the repeated statement by physicians 

that those patients who seemed to be the finest human be

ings seemed to die most rapidly. Klopfer posited that 

these people may well have overinvested too much ego de-
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In fensive energy in their attempt to be good and loyal. 

support of these hypotheses, Klopfer conducted various 

blind diagnoses of fast- and slow-growing malignancy based 

on the results of patients' responses to the Rorschach and 

Minnesota Multiphasic Personality Inventories (MMPI) • The 

first of these endeavors involved 44 patients, 21 of whom 

were correctly identified as having fast-growing cancer 

and 13 of whom were correctly identified· as having slow-

growing cancer. Five of each group were misidentified. 

On the basis of this and numerous similar investigations, , 

Klopfer (1957) concluded that an over-investment in ego 

defense, i.e. low ego strength, results in little ego 

defense with which to combat the malignancy. 

Bahnsen and Bahnsen (1964a) suggested a choice be-

tween psychological and somatic regression. The model 

links the "choice" between somatic and interpersonal be-

havioral regression to different types of ego defenses and 

functions. Bahnsen and Bahnsen (1964b) suggested that con-

flict and solution may be deduced from type of ego defense. 

They reported the following: 

Individuals utilizing projective ego defenses are 

predicted to manifest neurotic, and in case of 

strong conflicts and strong ego defenses, psy-

chotic solutions. Individuals who utilize re-

pressive ego defenses are predicted to suffer 

from hypochondriac, psychosomatic and, ultimately, 

somatic manifestation of their conflictual 



impulses (p. 192). 

On the basis of the analysis of 50 Rorschach 

protocols of cancer patients, Nemeth and Mezei (1964) 

have established a "malignancy score". Two elements of 

the malignancy score are (a) self-effacing criticism and 

(b) self-depreciation. These elements differ from common 

self-criticism, having an expression of self-annihilation 

in conjunction with a supplication for help. Differences 

between benign and cancer group protocols included (a) 

less evidence of pathology among the benign group and (b) 
'-

self-criticism becomes object criticism with the benign 

group. In addition, the cancer patient gr?UP scores high 

on passive hostility and each member of the group shows 

evidence of being a highly dependent personality. Nemeth 

and Mezei concluded that a person's readiness for fight 

and the drive force of an individual's hostility may play 

an important role in the occurrence of malignancy. 

Bahnsen and Bahnsen (1964b) conducted an intensive 
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study of 12 cancer patients by means of unstructured inter-

views and by means of projective psychological test battery 

consisting of the Rorschach and selected drawings of persons 

and animals. Characteristics of the cancer patients evident 

in the data collected using the Rorschach technique include 

rigidity, constriction, and an inability to utilize inner 

potentials. In addition, the protocols showed evidence of 

emotional withdrawal as a result of fear that emotional 

involvement might arouse primitive, regressive material 
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existing in a compartmentalized portion of the personality. 

Bahnsen and Bahnsen (1964b) concluded that the cancer 

patient's behavior and perception of him/herself and the 

world is characterized by primi,tive denial. and secondary 

repression resulting from unsatisfactory ego development. 

The researchers stated that repeated use of repression and 

denial leave the conscious, overt personality depleted of 

affective material. They reported that: 

The patients live a double existence. On the one 

hand, encapsulated and contained regressive and 

possible psychotic processes unfold on the uncon-

scious level while their physiological or bio-

chemical correlates proceed on the somatic level; 

and on the other hand, a shell of schematic and 

appropriate social behavior, conscious and related 

to the •social self', is carried out in a rigid 

and perseverative fashion. However, there is no 

contact or interchange between these two 'selves'. 

The conscious self is socially adequate, but empty 

and meaningless. The unconscious self is explo-

sive and tormented. By discharging the bio-

physiological correlates of inhibited psychic 

drive along primitive and regressive physiological 

channels, the person kills himself. The two 

'selves' have remained strangers to each other 

(p. 61). 
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Schmale and Iker (1971) selected a group of healthy 

women considered biologically predisposed to cancer and 

predicted the disease would be present in those who had a 

"hopelessness prone personality". In addition, they 

predicted that th~ disease would be absent in those sub

jects who did not have a high hopelessness predisposition. 

Psychological tests administered to 42 subjects included 

the Minnesota Multiphasic Personality Inventory (MMPI) and 

the Rosensweig Picture Frustration Test. The percent of 

correct predictions equals 73.6%. Though this percentage 

is not significant, a consistent trend toward lower ego 

strength and depression on the MMPI was noted among those 

women later diagnosed as having malignancy. 

In psychoanalytic interviews of 25 female cancer 

patients and 25 female non-cancer patients, Beck (1975) 

found a higher number of depressive traits and a higher 

repression of inner conflicts among the cancer group. On 

the MMPI, later administered, the cancer group scored 

significantly higher on hypochondria and hysteria scales 

and significantly lower on the aggression and hostility 

scales. 

Brainsky, Lerer, and Simon (1977) compared 20 women 

with breast cancer to 20 depressive neurotic women with 

hypochondria. The hypochondriacal pride of the neurotic 

patients was in sharp contrast to the submission of the 

cancer patients. The authors suggest that the acceptance 

of defeat by the cancer patient is similar to the schizo-

&SUI 
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phrenic's acceptance of a psychotic role. 

In a study previously cited, Visintainer et al. (1982) 

reported the effect of helplessness on tumor growth in rats 

and concluded that the low rate of tumor rejection was not 

a matter of the shock, but resulted, instead, from the 

animal's lack of control over the shock. They posited that 

the psychological experience of helplessness somehow inter

fered with the ability of the organism to resist tumor 

development. 

Suppression of Anger/Hostility 

Research supports the cancer patient personality as 

being repressive in terms of anger/hostility. LeShan and 

Worthington (1956b) administered the Worthington Personal 

History to 152 patients with malignant tumors and to 125 

patients with other or no known disease. Among the three 

factors which differentiated the protocols of patients with 

malignant tumors from the protocols of the control group 

was an inability to express hostile feelings toward other 

people. The patients in the cancer group evidenced 

aggressive feelings that were often quite strong but were 

blocked in terms of verbal or other expression of these 

feelings. This characteristic was present in 47% of 

malignancy records and in 25% of the controls. 

In a study previously cited, Bahnsen and Bahnsen 

(1964b) stated that "conflicts concerning discharge of 

hostility and inability to release anger in these ••• pat-
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ients ••• were ••• unequivocal findings" (p. 42) • They found 

the Rorschach protocols of cancer patients had characteris

tics which differed from those of the non-cancer patients •. 

These characteristics included a low level and slow rate of 

responsiveness indicating a lack of availability of inner 

resources of sentiment, emotion and perspective and a 

nearly complete lack of shading suggesting constricted 

individuals not experiencing conscious anxiety. Addition

al characteristics of the protocols of cancer patients 

were the absence of color in some cases and in other cases 

the use of color in an uncontrolled regressive fashion, 

suggesting a pattern of either withdrawal or immature, 

explosive interaction; an unusually high F% indicating 

constriction, and a low number of original responses; and 

a high number of animal content (A%) , suggesting stereo

typed, constricted personality processes. A summarization 

of the Bahnsen and Bahnsen findings indicates that the can

cer patient withdraws from emotional involvement because of 

the fear of expressing strong, negative emotions. 

Greer and Morris (1975) interviewed 160 women on the 

day prior to a breast tumor biopsy and administered the 

Mill Hill Vocabulary Scale, the Eysenck Personality Inven

tory (Form A), and the Hostility and Direction of Hostility 

Questionnaire. Sixty-nine patients were subsequently found 

to have breast cancer and 91 were found to have benign 

tumors~ Extreme suppression of anger and other feelings 

were significantly associated with the cancer group, lend-



ing additional credence to the profile of the cancer pat

ient as suppressing hostility and anger. 
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Pettingale, Greer, and Tee (1977) participated in the 

Greer-Morris study using the same 160 subjects. The 

researchers hypothesized that "the neuroendocrine system 

is the major intermediary and that the immune response is 

influenced either via the autonomic nervous system or the 

hypothalamic-pituitary unit, to effect the growth of tumor 

cells" (p. 395). Based on this hypothesis, Pettingale et 

al. separated serum from the pre-operative blood samples 

and made an estimate of serum immunoglobulins IgG, IgA, 

and IgM using single radial immunodiffusion on commercial 

Tripartigen plates (Hoechst Ltd.). Total serum IgE levels 

were measured using radioimmunoassay. A similar measure

ment was taken at 3, 12 and 24 months after surgery. A 

comparison of these measurements was made to the psycholo~ 

g~cal test results reported by Greer and Morris (1975) • 

Pettingale et al. (1977) reported that expression of anger 

was not related to serum IgG, IgM or IgE levels, but IgA 

levels were found to be significantly {E < .001) higher 

in patients who habitually suppressed anger than in those 

who were capable of expressing anger. Though the research

ers discuss the difficulty of interpreting correlations be

tween variables obtained from such differing disciplines as 

psychiatry and immunology, they concluded that it is pos

sible that the chronic suppression of anger could produce 

widespread metabolic alterations via the hypothalamus and 
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autonomic nervous system, resulting in increased secretion 

of IgA. Although both local and general factors could be 

operating in the patients with breast disease, Pettingale 

et al. stated that they are "tempted" to postulate that 

release or suppression of anger influenced the serum IgA 

levels in everyone. 

The Greer and Morris perspective is primarily from a 

psychological viewpoint. Pettingale et al. (1977) combined 

the psychological perspective with chemical changes in the 

body. These two reports, both individually and in collabor

ation, support the existence of a relationship between sup

ression of anger and the development of malignancy. 

In the Beck (1975) study, 25 women suffering from 

breast cancer were found, as measured on the MMPI, to re

press inner conflicts more frequently than the 25 subjects 

in the control group. In addition to low ego strength, 

perception of self as helpless/hopeless, the theme of 

suppression of hostility appears to pervade the research 

of the psychogenies of neoplasm. 

More specific delineation of expression of hostility 

is provided by Wirsching (1982). -A total of 56 women ad

mitted for breast biopsy were interviewed the day prior to 

the operation. On the basis of certain characteristics, the 

blind raters' predictions of diagnosis were 83% and 94% of 

all cancer patients and correct in 71% and 68% of all be

nign cases. Among the 'characteristics used for blind diag

nosis were (a) vacillation between intimacy and aloofness, 
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(b) restraint of feelings, (c) hopelessness and helpless

ness, and (d) conflict avoidance. The results of this 

study support those previously discussed in terms of char

acteristics of the cancer patient. 

Lansky (1982) suggested that the malignant tumor is 

the result of emotional energy turned back on itself. He 

posited that treatment of the tumor requires an integration 

and assimilation of the "repressed evil" (p. 501). One 

must assume responsibility for one's illness and accept 

that heretofore unacceptable element of oneself, according 

to Lansky. Lansky's hypothesis, in conjunction with the 

Bahnson and Bahnson (1964b) findings of encapsulated pro

cesses hidden from the cancer patient her/himself and the 

research supporting repression of anger as a characteris

tic of the cancer patient (Greer & Morris, 1975; Pettingale 

et al. 1977; Wirsching, 1982), delineates a profile of the 

cancer patient as physiologically expressing what he/she 

is unable to express psychologically. 

Perception· of Parenting Style 

A second characteristic of interest in this study is 

perception of parenting styles. LeShan and Worthington 

(1956a) in a previously discussed study (p. 15) stated that 

among the four characteristics of the cancer patient is ten

sion over the relationship with one or both parents. Thir

ty-eight percent of the experimental group and 12% of the 

control group demonstrated unusual tensions in this area. 

L iiOii 
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In selected cases, death of a parent had occurred 30 to 40 

years in the past, but guilt and anxiety over the event and 

the relationship remained evident. 

Bahnson and Bahnson (1964b), in an intensive study of 

12 cancer patients using the Rorschach and drawings of 

persons and animals, concluded that most cancer patients 

retain a close attachment to one parent. They stated, in 

addition, that these patients have been unable to change 

their early dependency and the result has been repetition 

in adult life with childhood dependent patterns in relation

ships. The result of this pattern, according to Bahnson and 

Bahnson, is severe conflict which is denied in favor of 

safe, stereotypic interchange with the environment. 

In a study of five disease states and perceived close

ness to parents, Thomas and Duszynski (1974) matched 30 

male medical students with diagnosed malignancy to a control 

group and administered a questionnaire concerning family 

attitudes. The low mean score on the closeness to parents 

scale among the malignant tumor group indicates a signi

ficant (~<.Ol) lack of closeness to parents in comparison 

with the matched control group. Mean scale scores for 

different types of malignant tumor are given. In all but 

one type, melanoma, the mean closeness score is below both 

the mean and median scores for the total population. Thomas 

and Duszynski indicated that "the marked lack of closeness 

to parents in the tumor group was a striking and unexpected 

finding" (p. 265). The researchers conclude that a similar 



trend toward lack of closeness to parents in the suicide 

and mental illness group appears to support the concept 

that psychological factors play important roles in all 

three disorders. 

Traditional Female Sex Role 
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Another characteristic to be considered is adherence 

to traditional female sex role. Direct research delineat

ing the strength of such adherence among female cancer 

patients as compared to non-cancer patients is not reported 

in either medical or psychological literature abstracts. 

Descriptions of the cancer patient resulting from research 

are, however, very similar to the traditional female role. 

Blumberg et al. (1956) via psychological research hav

ing its origin in daily clinical observation of large num

bers of cancer patients noted that patients with rapidly 

progressing disease were polite, apologetic, and painfully 

acquiescing. This was in sharp contrast to the sometimes 

bizarre and more expressive personalities of patients who 

had long remissions and survivals. As a result of this 

observation, Blumberg et al. chose 15 contrasting cancer 

patients with respect to disease and activity, survival per

iod, and ease of control with irradiation or chemotherapy. 

The researchers administered the Minnesota Multiphasic Per

sonality Inventory (MMPI), the Rorschach, the Thematic 

Apperception Test (TAT) , and the Wechsler-Bellevue Intelli

gence Test to these patients. Results indicated that the 
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patients having exceptional resistance to growth of malig

nancy were successful in avoiding or reducing excessive emo

tional stress in one or more of the following ways: (a) 

normal outward activity, (b) psychopathic activity, (c) neu

rotic activity such as conversion hysteria, or (d) psychotic 

activity. The ability to utilize any of these methods ap

pears to be lacking in the average cancer patient, parti

cularly those with rapid disease growth according to 

Blumberg et al. The average patient is reported, instead, 

to be 

••• consistently serious, over-cooperative, 

over-nice, over-anxious, painfully sensitive, 

passive, apologetic personalities and, as far 

as could be ascertained from family, friends 

and previous records, they had suffered from 

this pitiful lack of self-expression all their 

lives (p. 285) • 

In short, the average cancer patient, as delineated by 

Blumberg et al., has characteristics synonymous with those 

of the female who adheres to the traditionally passive, 

·cooperative, sensitive over-nice female role (Dowling, 1981; 

Scarf, 1980; Symonds, 1976). 

Female babies, according to Lewis (1976), show a 

greater sensitivity to touch, taste, and pain and this per

sists into adulthood. In addition, Lewis stated that women 

are trained to devote their lives to others. And finally, 

Lewis discussed the fact that present-day society scorns 

~----------------------------------~ 
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people who are not self-sufficient and independent of 

others. Women, therefore, learn that they should be a

shamed of the qualities which are uniquely their own. One 

is reminded once more of Lansky's (1982) hypothesis that 

malignancy may represent that part of oneself which one is 

unable to accept. Present research is. far from supporting 

Lansky's hypothesis and even further from linking that 

hypothesis to the innate ambivalence of the female and her 

role in this society. It is, however, important to note 

both Lansky's hypothesis and the ambivalence with which a 

woman in this society learns to view the very role to which 

she is expected to accede. It is important to note, as 

well, that these characteristics are analogous with the 

characteristics which the research (Blumberg et al., 1954) 

supports as being those of the average cancer patient. 

Scarf (1980) suggested that the ways women now lead 

their lives is "profoundly antibiological" (p. 536). 

Scarf suggested that women· are both innately ready to place 

an enhanced value on affiliativeness and are taught to do so 

as well. Dependence on affiliation leaves the women, ac-

cording to Scarf, at risk due to the statistical evidence 

that more than one of every three marriages ends in di-

vorce; mobility results in loss of friendships and extended 

family ties; and women outlive men by approximately seven 

years. The probability that most women will live a portion 

of their lives without a strong emotional attachment is 

very high. According to Scarf, the result of training 
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women to rely on affiliation coupled with the realities of 

mobility, divorce, and death result in an overwhelming de

gree of depression, passivity, and sense of personal help-

lessness among women. And these characteristics are. the 

characteristics of the average cancer patient, as well, as 

reported by Blumberg, et al. (1956). 

Personality Characteristics, Life 

Experience and· Type of 

Malignancy Developed 

In addition to supporting a relationship between the 

development of malignancy and certain life experiences and 

personality characteristics, research has been conducted 

which appears to support a relationship between these 

factors and the type of malignancy developed. Tarlau and 

Smalheiser (1951) conducted a study of 22 women, 11 of 

whom had a malignant tumor of the breast and 11 of whom 

had a malignant tumor of the cervix. Data was collected 

via a personal interview lasting from one to two hours, 

administration of the Rorschach, and from the drawing of a 

human figure. Significant similarities were noted between 

the groups, as well as significant differences. The mother 

was perceived by the patient as the dominant parent in 20 

of the cases. In both groups the father was either phv-

sicallv absent or was perceived by the patient to be psycho-

logically absent. Both groups had similarly negative 

attitudes toward sexuality, though the women having breast 

2 22 
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tumors were able to make a superficially positive sexual 

adjustment. These women had no premarital sexual experi-

ence, married at a late age, and their marriages were 

stable. That stability, according to the data, was a re-

sult of a lack of demands by their partners. Among the 

patients having cervical malignancy was a high incidence 

of premarital relations, a lower age at marriage, and 

overt marital disturbance. Tarlau and Smalheiser stated 

that the patieni:s having breast cancer were function-

ing at a pri~itive oral level and the patients having cer

vical cancer appeared to have a genital fixation. They 

conclude that "these personality patterns are not the 

result of the disease, but may have some significance in 

the genesis or localization of the pathologic process" 

(p. 212). 

Bacon et al. (1952) reviewed psychiatric case histo-

ries of 40 women with cancer of the breast. The major 

behavioral characteristics observed were (a) a masochistic 

character structure; (b) inhibited sexuality; (c) in-

hibited motherhood; (d) the inability to discharge or deal 

appropriately with anger, aggressiveness, or hostility, cov-

ered over with a facade of pleasantness; (e) unresolved 

hostile conflict with the mother, handled through denial and 

unrealistic sacrifice; and (f) delay in securing treatment. 

Bacon et al. concluded that " •.. on the basis of our work 

with these women, we are inclined to believe that there 

might be a connection between the psyche and cancer" (p. 

------~~--- ----- ----· 



459) . They state that they developed a "feeling" for a 

malignant history synonymous with the diagnosis of malig

nancy of the breast and that this history is not post

morbid, but represents a life-long pattern of behavior. 
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Wheeler and Caldwell (1955) conducted a psychological 

evaluation of 60 women with 20 having diagnosed breast 

malignancy, 20 having diagnosed cervical malignancy and 20 

having no diagnosed malignancy. Evaluation was made using 

the Kent E-G-Y Intelligence Scale, the Rorschach, the Draw

a-Person Test, Family Preference Ratings, Directed Inter

view, and the Rosenzweig Picture Frustration Study. 

Wheeler and Caldwell compared their results to the Tarlau 

and Smalheiser (1951) and the Bacon et al. (1952) results. 

Areas of greatest agreement among the three studies were in 

perception of childhood environment and sexual attitudes 

and behavior which were similar among patients with diag

noses which were the same. Wheeler and Caldwell suggested 

that future studies into the psychological component of 

malignancy should concentrate on these areas. 

Fisher and Cleveland (1956) studied the relationship 

between the patient's psychological· picture of her/his 

own body and the site of the cancer. One type of body 

image views the skin as a strong, protective barrier. The 

opposite type of body image views the skin as permeable and 

easily penetrated. Fisher and Cleveland C.eveloped a "bar-

rier score" on the Rorschach based on these concepts. Blind 

analyses of the protocols indicated that a determination of 
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body image allowed accurate prediction of whether the 

patient had cancer on the interior or exterior surfaces of 

the body. Fisher and Cleveland concluded, "We find the 

overall results obtained to be most meaningful if one 

assumes that an individual's unconscious image of his 

body is an index to aspects of his personality which can 

influence the site at which he develops physical symptoms" 

(p. 309). 

A study of the psychological attributes of women who 

develop breast cancer, conducted by Greer and Morris (1975) 

supports the presence of a life-time pattern of abnormal 

release of emotions. A series of 160 patients was studied. 

After surgery, 69 of these patients were diagnosed as hav

ing breast cancer and 91 were diagnosed as having benign 

breast disease. The latter group comprised the control 

group. After an individual interview, each patient was 

adm~nistered the Mill Hill Test of Verbal Intelligence, the 

Eysenck Personality Inventory, and the Caine and Foulds 

Hostility and Direc~ion of Hostility Questionnaire. The 

main positive finding of this investigation is a statis

tically significant association between the diagnosis of 

breast cancer and abnormal release of emotions. In the 

majority of cases, the abnormality was in the extreme re

pression of anger and other emotions, but a higher propor

tion of breast cancer patients than of the controls showed 

extreme expression of emotion. 
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In a follow-up to the Greer-~1orris ( 19 75) study, 

Morris, Greer, Pettingale and Watson supported the findings 

of the 1975 study. Fifty patients completed a structured 

interview, the Eysenck Personality Questionnaire, and the 

Spielberger State-Trait Anxiety Inventory. The 17 pat

ients found after surgery to have breast cancer were found 

to admit only a small rise in anxiety in a situation where 

anxiety is-the norm. Morris et al. (1981) suggested that 

further research is necessary to ascertain whether this 

pattern is a fundamental characteristic of the breast can

cer patient of genetic origin or whether it is a learned 

response to stress. 

Summary 

Research in the area of personality characteristics 

and life experience and type of ~alignancy developed is 

primarily limited to cancer of the breast and cervix. Fur

ther research in this area involving other types of malig

nancy appears necessary in order to systematically and 

thoroughly explore the possible relationship between ex

perience and personality and site and type of malignancy. 

The literature previously cited supports the possibil

ity of a relationship between the psyche and physiology in 

the development of malignancy. The research supports, as 

well, a relationship between personality characteristics 

and life experience and the type and site of the neoplasm. 

Finally, the literature describing the typical female cancer 
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patient indicated that she is likely to be similar in per

sonality characteristics to the female who adheres strongly 

to the traditional female sex role. Based upon this review 

of the related literature, this investigation focused on 

the characteristics of low ego-strength and helpless/hope

lessness; suppression of anger; perception of lack of close

ness to parents; and adherence to traditional female role 

among three groups of female subjects between the ages of 

35 and 50. The first of these groups consisted of subjects 

with a diagnosed malignancy in a female or~an, the second 

group consisted of females· with a diagnosed malignancy of 

another type~ and the third group consisted of female 

subjects with no diagnosed malignancy • 

............................... ------------~--



CHAPTER III 

rmTHODOLOGY 

Introduction 

This chapter consists of a presentation and des-

cription of the methods and procedures utilized in this 

investigation. The selection of subjects for this study 
. -

is detailed and instruments used are described. The pro-

cedure for data collection and analysis is also described. 

Subject Selection 

The subjects for this study were 74 women between 

the ages of 3S and SO. Of the 74 subjects, 3S were be-

tween the ages of 3S and 44, and 39 were between the ages. 

of 4S and SO. Thirty-one subjects had a diagnosed malig-

nancy in a female organ, 21 subjects had a diagnosed malig

nancy in a non-female organ, and 22 subjects had no 

diagnosed malignancy. The subjects for Groups A and B, 

those having a diagnosed malignancy, were randomly selected 

from the files of a cancer unit in a large hospital in a 

Southwestern city. The subjects for Group C, having no 

diagnosed malignancy, were selected randomly from the mem-

bership roles of two women's organizations in a university 
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town of approximately 40,000 people in the same state. 

It was necessary to have at least 21 subjects in each 

group in order to meet the requirements for power at the 

.05 level. In order to insure a final subject count of at 

least 21 in each group, 42 subjects were randomly selected 

for each of the three groups. The most recent available 

data on potential subjects for Groups A and B was for the 

1983 year. Though a sufficient number of ~ubjects for ran

dom selection was available for group A from this data, it 

was necessary to drop back to the 1980 data and include all 

living subjects in the pool of random choice in order to 

have sufficient numbers to randomly select members for 

Group B. In order to avoid the potential confounding of 

findings based on subject's varying reaction to their malig

nancy based on time frame, the same years of data were used 

for Groups A and B. 

Seventy-two subjects comprised the pool from which the 

final 42 subjects in Group B were randomly selected via the 

fishbowl ·technique. The pool from which the final 42 sub

jects for Group A were randomly selected via the fishbowl 

technique consisted of 192 subjects. In the event that a 

subject declined to participate, became too ill to partici

pate, or died after being selected, another subject was 

randomly chosen from the remaining subjects in the selection 

pool. Group C consisted of women who were selected randomly 

via the fishbowl technique from among those who agreed to 

participate and who were in the appropriate age range and 
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had no diagnosed malignancy. 

The subjects selected for these groups were ini.tialiy 

contacted by phone to describe briefly the procedures and 

purposes of the study and to explain the materials which 

were to be mailed for completion. The Cancer Center from 

which Groups A and B were selected treats both inpatients 

and outpatients. It offers psychological services to both 

patients and their families and to staff members. The 

hospital tends to serve a'middle to upper income clientele. 

Membership in the clubs from which Group C was selected is, 

likewise, limited primarily to mid&le to upper-class socio

economic status individuals. 

From the total sample of 74 subjects, 67 were married, 

five were divorced, one was widowed, and one was never 

married. Two subjects had no children and two subjects had 

five children. Thirteen subjects had one child, 28 subjects 

had two children, 20 subjects had three children, and nine 

subjects had four children. Fifty-eight subjects were 

living in an intact home at the age of 16, six subjects 

were living in a single parent home at the age of 16, and 

10 subjects were either married or living with other rela

tives at the age of 16. Six of the subjects did not grad

uate from high school, 31 had earned a high school diploma, 

five had received an associate degree, 17 had been granted 

a bachelor's degree, eight had earned master's degrees, and 

two had obtained doctor's degrees. Fifty subjects reported 

having a diagnosed malignancy in their family of origin. 
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Twenty subjects reported that their mother had had a diag

nosed malignancy, 17 subjects reported that their father 

had had a diagnosed malignancy, seven reported a diagnosed 

malignancy in a sibling, 26 reported a diagnosed malignancy 

in a grandparent, and 23 reported a malignancy in another 

relative in their family of origin. Use of various types 

of non-medical treatment in response to disease was re

ported to be extremely limited. Only four subjects re

ported having used hypnosis to respond to any type of 

disease, two reported having used biofeedback, nine report

ed having used muscle relaxation, 15 reported having used 

meditation, and three reported the use of'imagery. Only 

seven of the subjects reported the use of psychotherapy 

in response to any illness. 

It seems important to note that, in addition to the 

general support of preytous research, certain differences 

between Group A and Group B in this study which were not 

measured by the instruments used were, nevertheless, ap

parent. The first 42 women contacted in Group A agreed to 

participate in this study. In addition, these subjects 

expressed curiosity and enthusiasm with regard to the study. 

Group B was not only more difficult in terms of finding sub

jects due to patients having moved or having died, but those 

potential subjects who were contacted expressed little enthu

aasm for the study, sometimes refused to participate (four 

of the first 10 'contacted, refused) , and, even when they 

agreed to participate, subjects in Group B would sigh or 

-
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express some reluctance. Only 21 of the 42 women who 

agreed to participate returned completed questionnaires by 

the cut-off date. In addition, the pattern of return of 

the questionnaires was different with Group A returning 

28 or the 32 questionnaires returned during the first 10 

days after mailing, and Group B returning only 10 com

pleted questionnaires during the same time period (see 

Appendix A) • 

Instrumentation 

Sixteen Personality Factor 

Questionnaire 

The Sixteen Personality Factor Questionnaire (16PF) 

(1976) was design~d by Raymond Cattell, Herbert Eber, and 

Maurice M. Tatsouka to provide information about an individ-

ual's standing on 15 self-report personality scales and one 

general intelligence scale. Personality factors reported on 

the 16PF include reserved-outgoing, less inteiligent-more 

intelligent, affected by feelings-emotionally stable, 

humble-assertive, sober-happy-go-lucky, expedient-

conscientious, shy-venturesome, tough-minded-tender-minded, 

trusting-suspicious, practical-imaginative, forth-right-

shrewd, placid-apprehensive, conservative-experimenting, 

group-dependent-self-sufficient, casual-controlled, and 

relaxed-tense. The 16PF was used in this study to compare 

covert versus overt expression of hostility/anger and to 

measure ego-strength/helplessness/hopelessness. 
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Scale c (ego-strength) was used to measure ego-

strength and helplessness/hopelessness. Scale E (dominance) 

was used to measure overt vs. covert expression of anger/ 

hostility. A low score on factor C is indicative, accord-

ing to Karson and O'Dell (1976), of ego weakness, emotion-

al instability, and emotional response to frustration. 

Other factors concomitant with a low score on factor C are 

a tendency to give up, accident proneness, and physical 

illness (Krug, 1981). Sherman and Krug (1977), as are-

sult of a review of literature, identified this scale as 

the highest medical risk profile of the 16PF. Karson and 

O'Dell (1976) stated that scale C correlates with scales H 

(shyness), L+ (suspiciousness), 0+ (guilt-proneness), Q3 

(inability to bind anxiety), and Q4+ (free floating anxi-

ety). They compared a low score on scale C with Eysenck's 

(1970) "general neuroticism". 

A low factor E score is, according to Karson and 

O'Dell (1976), synonymous with an obedient, mild, easily 

led, docile personality. A person scoring lQw on factor 

E is usually conforming, easily upset by authority, sub-

missive and dependent. High scoring individuals, according 

to Krug (1981), are more self-assertive and aggressive. 

Karson and O"Dell (1976) indicated that a high score on 

this scale is related to the individual's ability to exter-

nalize hostile feelings. The person who scores low on 

scale E is more likely to. express anger in a passive-aggres-

sive pattern. 
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The 16PF is designed for persons 16 and older, con-

sists of 187 forced-choice responses, and requires approxi-

mately 50 minutes for newspaper-literate adults. Subjects 

are informed that there are no "right" or "wrong" answers 

and that they are to give the first answer that comes to 

mind. Items are statements of opinion or incomplete sen-

tences followed by a choice of three answers. Subjects are 

encouraged to stay away from the middle, "uncertain" choice 

as much as possible. 

Norms. Normative data was collected on three samples 

which included 977 female high school students, 1012 fe-

male college students, and 1701 female subjects with a mean 

age of 3S years. Normative data for female~-in the age 35 

group on Form A are reported in Appendix B. 

Validity. In developing the 16PF, an attempt was made 

to provide an instrument validated with respect to the pri-

mary personality factors and based on the concepts of gen-

eral psychology (Cattell, Eber, & Tatsouka, 1970). 

Additional properties of the 16PF which add validity to the 

instrument include (a) suppressor action .among items to re-

duce the effect of contaminating factors (Cattell, 1957); 

(b) known correlations of every item with the pure factors 

(Cattell, Eber, & Delhees, 1968); and (c) relations estab-

lished between the questionnaire factors and corresponding 

factors in the behavior rating "criterion" realm (Schaie, 

1962) 0 



The 16PF construction and validation have developed 

from a series of factor analyses (Cattell et al., 1970). 

Based on these analyses, a statement of direct validities 

for each form and each factor has been formulated. (See 

Appendix C) 

Reliability. Test-retest correlations calculated 

using forms A and B with intervals of two to seven days 
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in two samples range from .45 to .93 (median, .81). Test-

retest reliability is the only data which is available on 

the reliability of this instrument. Since only scales C 

and E of form A of the 16PF were utilized in this study, 

it was necessary to establish test-retest reliability for 

these scales. For this purpose, these scales were admin

istered to a group of females between the ages of 35 and 

50 (N=33) and were readministered in 10 days to 2 weeks to 

the same group. A Pearson r of .87 was formulated for 

Scale C based on the results of this procedure. A Pearson 

r of .96 was calculated for scale E. 

Parent Behavior Form 

The Parent Behavior Form (PBF) (Worrell & Worrell, 

1975) was used to assess perception of parenting styles 

and closeness to parents when the subject was 16 years of 

age. The respondent was asked to rate each descriptive 

statement as being like, somewhat like, or not like her 

perceptual memory of the parent at the time the respondent 
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was 16 years old. The subject was asked to answer the set 

of questions separately for mother and father. A separate 

question and~answer sheet for each parent was provided. 

For each parent, PBF scales, consisting of nine items each, 

assess Warmth (W) , Active Involvement {AI), Equalitarian

ism {E), Cognitive Independence (CI), Curiosity {CU), Cog

nitive Competence (CC), Lax Control {LC), Conformity (CO), 

Achievement {AC) , Strict Control (SC) , Punitive Control 

(PC), Hostile Control {HC), Rejection {R), and two scales, 

Infrequency (IRS) and Social Desirability {SD) designed 

to determine the extent to which the person is responding 

attentively, truthfully, and in a biased/unbiased social 

direction. {see Appendix D for a copy of the PBF} 

The order of the scales is determined by the correla

tion of each scale with the lead scale being Warmth. The 

scales range on a warmth-rejection dimension. Scales high 

on the list have a closer correlation with Warmth. Scales 

lower on the list have a negative relationship with Warmth 

and scales near the middle have low or variable relation-

ships depending upon the parent being considered. 

Each scale consists of nine items of parent behavior. 

Each item in a scale can receive a score of 1, 2, or 3 indi-

eating Not Like, Somewhat Like, or Like the parent being 

considered. The range of scores for any one scale extends 

from a low of 9 to a high of 27. To aid in interpretation, 

standard scores for females (N=l77) are provided. (see 

Appendix E) For the purposes of this study, only the 
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Warmth scale was utilized. 

Validity.~ Kelly factor analyzed the data from the 

Kelly and Worrell (1978) study using a--principal cempon-;,;,.-

ents analysis, followed by a varimax rotation. Three 

factors emerged across sex of respondent and sex of parent. 

Factor I is a warmth rejection dimension, factor 2 repre-

sents parental control, and factor 3 reflects parental 

cognitive involvement. Together these principle components 

account for 72.3 to 74.3% of the total variance. The com-

ponent of Warmth used for this study is not analyzed separ-

ately. Validity studies for the Warmth scale used separ-

ately are not available. 

Reliability. Worrell and Worrell (1975) reported test-

retest correlations for all PBF scales (Females=llO) have 

been established for a two-week interval. (see Appendix F) 

Test-retest reliability for the Warmth scale was formulated 

by administering this scale to a group of females between 

the ages of 35 and SO (N=33) and readministering the scale 

to the same females after a 10 day to 2 week interval. A 

Pearson r of .84 for the Hother Warmth scale and a Pearson 

r of .90 for the Father Warmth scale was calculated. 

Kelly and Worrell (1976) reported that in a study by 

Hasak (1974) subjects (110 females) retested two weeks after 

initial testing provide both reliable scores for subjects 

and for perceived father/mother behaviors. Kelly and Wor

rell (1978) suggested that in view of the information pro-
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vided the PBF is a reliable instrument for the assessment 

of adult perception of parent behavior. 

The Attitudes Toward Women Scale 

The Attitudes Toward Women Scale (AWS) was designed by 

Spence and Helmreich (1972) to measure attitudes towards the 

rights and roles of women in contemporary society. The 

original instrument consisted of 55 items which from pre-

vious research (Spence & Helmreich, 1972) has·been found to 

discriminate among subgroups on item analyses and were not 

redundant in content. A 15-item instrument was developed 

based on this instrument for the purpose of ease of admini-

stration (Spence, Helmreich, & Stapp, 1973). _ The 15-item 

instrument was found to have ~·correlation of .91 with the 

55-item version. The 15-item AWS was utilized in this 

study. (see Appendix G for a copy) 

AWS items consist of declarative statements to which 

four response alternatives are possible: (a) Agree 

Strongly, (b) Agree Mildly, (c) Disagree Mildly, and (d) 

Disagree Strongly. Scoring for this instrument involves 

assigning a number from zero to three to each item with 

zero reflecting the most traditional, conservative atti-

tude and three indicating the liberal attitude. A final 

score is derived from summing the values for the individual 

items yielding possible scores from 0 to 45. 
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Norms. Normative data was collected on three samples 

which include~ 420 men and 529 women at the University of 

Texas at Austin in 1971, 293 men and 239 women from the 

University of Texas in 1972, and, finally, 292 women and 

232 men who were parents of college men and women. Spence 

and Helmreich (1972) reported that _the women students 

tended to score slightly higher (i.e., more liberal) than 

the men and that the parents tended to score lower (i.e., 

more traditional) than the students. 

Validity. In developing the AWS, an attempt was made 

to select items which describe roles and patterns of con

duct for men and women in major areas. For the purpose of 

establishing construct validity, some items were taken 

from the Kirkpatrick Belief-Pattern Scale for measuring 

attitudes toward feminism (Kirkpatrick, 1926) while other 

items were designed by the researchers. The Kirkpatrick 

Scale was used only as a starting point for developing 

items related to roles and patterns of conduct among men 

and women. After the test was administered to 1,000 

college psychology students, factor analyses and item 

analyses resulted in the dropping of 23 items which did not 

appear to measure the attitudes under consideration. The 

final test included only those items which were found to 

measure the desired attitudes based upon statistical 

analyses. 
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Reliability. Spence and Helmreich (1972) utilized 

more than a thousand subjects in two successive admini

strations of the AWS. They stated that because of the sim

ilarity in the distributions for the two test administrations 

"that a reliable phenomenon is being tapped" (p. 6) • No 

other data is available on the reliability of this instru

ment. 

The test-retest reliability of this instrument was 

formulated via the study used to establish test-retest 

reliability with the other instruments used in this study. 

Subjects of this stuqy included 33 females between the 

ages of 35 and 50. A Pearson r of .98 was calculated on 

the basis of the data collected from this study. 

Research Design 

The design utilized in this study was the causal com

parative design. Subjects were selected from three groups. 

Group A included subjects between the ages of 35 and 50 

who had a diagnosed malignancy in a female organ. Group B 

included female subjects between the ages of 35 and 50 who 

had a diagnosed malignancy in a non-female organ. Group c 

included female subjects between the ages of 35 and 50 who 

had no diagnosed malignancy. 

Procedure 

Subjects in Groups A and B were chosen from patient 

files in the cancer unit of a large hospital in a metropoli-
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tan city in the Southwest. Files of females in the appro-

priate age bracket were separated according to whether the 
# 

diagnosed malignancy was in a female organ or whether 

another type or site of malignancy had been diagnosed. A 

list of .names from each group was made and each name was 

numbered consecutively. Numbers and corresponding names of 

subjects were chosen by· the fishbowl method. The same 

selection process was used to select subjects for Group c. 

Females in the appropriate age bracket who had no diagnosed 

malignancy were listed, their names numbered consecutively, 

and numbers were then selected by using the fishbowl method. 

A total of 42 subjects was chosen f~r each group. 

After subjects were selected, they wer~ contacted by 

phone and apprised of the purpose and procedure of the 

study. Instruments were then mailed to each subject who 

agreed to participate. Instruments were ordered randomly 

to prevent a confounding of results due to a mind set potenti-

ally established by a particular order of instrumentation. 

A brief demographic data sheet and a cover letter were 

included. (see Appendices H and I) 

Subjects who did not respond within two weeks were con-

tacted by letter. (see Appendix J) Non-respondents two 

weeks after the letters were mailed were recontacted by 

postcard which apprised subjects of the last date by which 

instruments could be returned in order to be included in 

the final report. (see Appendi}t K) A minimum of 21 sub 

jects in each group was necessary to meet the power require-
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ment of a .OS alpha level. 

Analysis of Data 

I A one-wa~ multivariate analysis of variance (MANOVA) 

was the originally proposed analysis. However, examina-

tion of the error correlation matrix indicated univariate 

analyses would be more appropriate. The univariate ana-

lyses were followed by post-hoc contrasts which included 

Scheffe's test of comparisons and Helmert Contrasts to 

compare the cancer groups with each other and the cancer 

groups with the non-cancer group on the variable which was 

found to show a significant difference. 

The dependent variables were adherence to traditional 

female role, perception of helplessness/hopelessness and 

low ego strength, suppression of anger/hostility, percep-

tion of mother warmth, and perception of father warmth in 

family of origin parenting styles. The fixed, categorical 

independent variable was disease. For the purposes of 

this study, disease was divided into three levels with 

level 1 representing malignancy in a female organ, level 

2 representing malignancy in a non-female organ, and level 

3 representing no diagnosed malignancy. Demographic var-

iables controlled for were age, gender, and socioeconomic 

level. 

Assump~ions 

use of MANOVA for this study was predicated on the 
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assumptions that multivariate normal distribution and homo

geneity of variance/co-variance matrix were characteristics 

of the intact groups from which subjects were selected. 

Independence of groups in terms of female organ malignancy, 

some other type of malignancy in a primary diseased organ, 

or no diagnosed malignancy was a third assumption which was 

satisfied in order to appropriately use MANOVA. Though 

intact groups were used, an attempt to abide by the 

assumption of random samplinq via random selection from 

intact groups provided a means of making the results more 

valid. 



CHAPTER IV 

ANALYSIS OF THE DATA 

Introduction 

The results of the present investigation are presented 

in this chapter. This study was designed to delineate and 

explore the interrelationship between personality character

istics, life experience, adherence to traditional female sex 

role and the inception and development of neqplasm. Uni- -

variate analysis of variance (ANOVA) was used to determine 

the relationship between the dependent variables of percep

tion of helplessness/hopelessness and low ego strength, sup

pression of anger/hostility, perceived warmth in mother 

parenting style in family of origin, perceived warmth in 

father parenting style in faoily of origin, and adherence 

to traditional female role with the fixed, categorical 

independent variable of malignancy. For the purposes of 

this study, the variable of disease was divided into three 

groups with Group A representing malignancy in a female 

organ, Group B representing malignancy in anon-female 

organ, and Group C representing no diagnosed malignancy. 

An examination of the error correlation matrix indi

cated that no values above .3 were present and, therefore, 

53 
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a minimum of 10 percent of the variance was not accounted 

for using multivariate analysis of variance (MANOVA) (see 

Table 1) • It was concluded that the dependent variables 

under consideration did not appear to form a construct, 

and univariate analysis was pursued. 

Table 1 

Error Correlation Matrixa of Dependent Variables 

PFEGOb PFANGERc WMOTHERd WFATHERe ATTWOMENf 

PFSUBC 

PFSUBE 

WMOTHER 

WFATHER 

4.20 

.10 

.11 

.18 

ATTWOMEN -.04 

4.02 

-.06 

.02 

.14. 

2.64 

.49 

.03 

2.68 

• 03 0.03 

astandard deviations of the responses to the scales are 

reported on the diagonal. bSixteen Personality Factor 

Questionnaire, Scale c - Ego Strength. cSixteen Person-

ali ty Factor Questionnaire'· Scale E - Overt/Covert ex

pression of anger. dparent Behavior Form - Warmth of 

mother's parenting style as perceived and remembered at 
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age 16. eParent Behavior Form- Warmth of father's par

enting style as perceived and remembered at age 16. fAtti

tudes Towards Women Scale - Adherence to traditional role 
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Reported in Table 2 are the means and standard devia-

tions for each of the five dependent variables. Findings 

related to each of the five variables and the concomitant 

hypotheses which were investigated will follow. An alpha 

level of .05 was used to evaluate the relevant F ratios. 

Table 2 

Means and Standard Deviati·ons of· Responses 

GROUP A 

N=31 

GROUP B 

N=21 

GROUP C 

N=22 

s 

s 

s 

a 
PFSUBC 

27.6 

4.46 

26.9 

4.24 

28.0 

3.77 

b 
PFSUBE 

18.3 

3.86 

19.1 

4.07 

19.9 

4.20 

WMOTHERc 

21.1 

2.82 

21.1 

2.17 

21.4 

2.77 

d 
WFATHER 

20.6 

2.89 

20.2 

2.48 

20.9 

2.54 

ATTWOMENe 

41.6 

9.61 

43.1 

10.26 

49.54 

6.61 

aSixteen Personality Factor Questionaire, Scale c - Ego 

Strength. bSixteen Personality Factor Questionnaire, Scale 

E - Overt/Covert expression of anger. cParent Behavior Form 

Warmth of mother's parenting style as perceived and remembere 

at age 16. dParent Behavior Form -Warmth in father's par

enting style as perceived and remembered at age 16. eAtti

tudes Toward Women Scale - Adherence to traditional role. 
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Hypothesis 1: Low ego-strength and perception of help-

lessness/hopelessness is evident to a greater degree in the 

group of cancer patients with malignancy in a female organ 

and is evident to a greater degree in both cancer groups 

than in the group of women not diagnosed as having cancer. 

To investigate this hypothesis, a one factor fixed 

effects univariate analysis of variance (ANOVA) was per

formed to compare the three groups of the independent var-

iable (Group A - female organ malignancy; Group B - non-

female organ malignancy; and Group C - no diagnosed malig-

nancy) in terms of ego strength. No significant (p ..> .OS) 

differences were found among the means (see Table 3) • 

Table 3 

ANOVA Summary Table of Responses· bn PFEGOa 

Source 

Between 

Within 

Total 

df 

2 

71 

73 

ss 

12.23 

1254.05 

1266.28 

MS 

6.11 

17.66 

F 

.3634 

aSixteen Personality Factor Questionnaire - Scale C - Ego 

Strength. 
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The results from the statistical analysis did not support 

the research hypothesis that ego strength is significantly 

lower in females with female organ malignancy than in fe

males with ~ non-female organ malignancy nor did these re-

suits support the hypothesis that both cancer groups 

evidence significantly lower ego strength than the non-

cancer group. 

Hypothesis 2: Suppression of expression of anger/ 

hostility is stronger in the group of females having a 

female organ malignancy than in either of the other two 

groups, -and females with non-female organ malignancy have 

a higher suppression of anger/hostility than the females 

having no diagnosed malignancy. 

A one factor fixed effects univariate analysis of vari-

ance (ANOVA) was used to analyze the hypothesized relation-

ship between suppression of anger/hostility as measured by 

the Sixteen Personality Factor Questionnaire, Scale E and 

the three groups of the independent variable of disease 

(Group A - female organ malignancy: Group B - non-female 

organ malignancy; and Group C - no diagnosed malignancy). 

No significant (p)>.OS) differences were found among the 

means of the three groups examined (see Table 4) • The 

statistical analysis did not support the hypothesis that 

suppression of anger/hostility would be most evident 

in Group A and would be more evident in both Groups A and 

B than in Group c. 



Table 4 

ANOVA Summary Table of· PFANGERa 

Source 

Between 

Within 

Total 

df 

2 

71 

73 

ss 

35.42 

1147.56 

1182.99 

MS 

17.71 

16.16 

58 

F 

1.09 

aSixteen Personality Factor Questionnaire, Scale E - Overt/ 

Covert Expression of Anger. 

Hypothesis 3: Perception of warmth in the mother's 

parenting style in the family of origin when the subject 

was age 16 is lowest in the group consisting of females 

with a female organ malignancy. Perception of warmth in 

mother's parenting style among the subjects with non-fe

male organ malignancy is lowe~ than among subjects with 

no diagnosed malignancy but higher than that of subjects 

with female organ malignancy. Subjects with no diagnosed 

malignancy have the highest perception of warmth in 

mother's parenting style among the three groups. 

To investigate Hypothesis 3, a one factor fixed 

effects univariate analysis of variance (ANOVA) was per-
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formed to compare the responses of the three groups (Group 

A - female organ malignancy; Group B - non-female organ 

malignancy; and Group C - no diagnosed malignancy) in terms 

of retrospective perception of warmth in mother's parenting 

style when the subject was 16. No significant (~>.OS) 

differences were found among the means (see Table 5) • 

Table 5 

ANOVA Summary Table of WMOTHERa 

Source df ss MS F 

Between 2 1.17 

495.37 

.58 

6.98 

.09 

Within 

Total 

71 

73 496.54 

a . 
Parent Behavior Form -Warmth of mother's parenting style 

as perceived when the subject was 16 years of age. 

The statistical analysis did not support the hypothesis 

that perception of warmth in the mother's parenting style 

when the subject was 16 is lower among women with female 

organ malignancy than among women in either of the other 

groups. Furthermore, the statistical analysis did not 
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support the hypothesis that perception of warmth in 

mother's parenting style when the subject was 16 is sig

nificantly lower among women in both cancer groups than 

among women having no diagnosed malignancy. 

Hypothesis 4: Perception of warmth in the father's 

parenting style in the family of origin when the subject 

was age 16 is lowest in the group of subjects with fe-

male organ malignancy. Perception of warmth in father's 

parenting style among the subjects with non-female organ 
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malignancy will be lower than among subjects with no diag-

nosed malignancy but will be higher than that of subjects 

with female organ malignancy. Subjects with no diagnosed 

malignancy have the highest percept~on of warmth in father's 

parenting style among the three groups. Both Group A and 

Group B perceive less warmth in parenting style of the 

father when the subject was 16 than Group c perceives in 

their fathers when they were 16 years of age. 

A one factor fixed effects univariate analvsis of 

variance (ANOVA) was used to analyze the hypothesized re-

lationship between perception of warmth in father's par-

enting style when the subject was 16 as measured by the 

Parent Behavior Form Warmth Scale and the three groups 

of the independent variable of disease (Group A - female 
. 

organ malignancy; ·Group B - non-female organ malignancy: 

and Group C- no diagnosed malignancy). No significant 

(p~.OS) differences were found among the means of the 

three groups examined (see Table 6). Consequently, the 
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statistical analysis did not support the hypothesis that 

there is a significant relationship between perception of 
~ 

father warmth when the subject was 16 and the three groups 

of the independent variable. 

Table 6 

ANOVA Summary· Table of WFATHERa 

Source 

Between 

Within 

Total 

df 

2 

71 

73 

ss 

5.68 

510.15 

515.84 

MS F 

2.84 .39 

7.18 

aParent Behavior Form - Warmth of father's parenting style 

as perceived bv the subject at age 16. 

Hypothesis 5: There is a stronger adherence to 

traditional female sex role among the subjects diagnosed 

as having a female organ malignancy than in either of the 

other groups and strong adhe~ence to traditional female 

sex role is greater in both of the cancer groups than in 

women not diagnosed as having cancer. 

A one factor fixed effects univariate analysis of 
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variance (ANOVA) was used to analyze the hypothesized re-

lationship between adherence to traditional female sex role 
. 

and the three groups of the independent variable (Group A -

female organ malignancy; Group B - non-female organ malig-

nancy; and Group C - no diagnosed malignancy). Significant 

(E, ~ .01) differences were found among the means (see Table 

7). Past hoc contrasts using the Helmert Contrasts test 

indicated that the differences were between Group A and 

Group C and between a combination of Groups A and B and 

Group e (see Table 8) • 

Table 7 

ANOVA Sununary Tab.le of AWSa 

Source df ss MS F 

Between 2 859.02 

5794.62 

6653.63 

429.51 

81.61 

5.26* 

Within 71 

Total 73 

a · d ~ w s 1 dh t t d't' 1 Att1tu es Towara omen ca e - A erence o ra 1 1ona 

female sex role. 

*E. ~.01 
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a 

Helmert Contrasts for Responses ·to AWS 

Coeff. Std. Err. T-Value 

Group A x 

Group C 7. 93 2.52 3.15 

Groups A & B 

x Group c 7.19 2.31 3.11 

a 
Attitudes Toward Women Scale 

*p < .01 
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Sig. ofT 

.002* 

.003* 

" The eta squared <1f. L.) formula was applied to determine 

the strength-of-association for the significant ~ ratio cal

culated. This analysis indicated that the relationship be-

tween adherence to traditional female sex role as measured 

by the Attitudes Toward Women Scale and the three groups of 

the independent variable of disease is .13. Results from 

the statistical analysis supported the relationship de-

lineated between strict adherence to traditional female sex 

role and female organ malignancy in Hypothesis 5. The Hel-

mert Contrasts test indicated that there is a relationship 
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b'etween the cancer groups combined·in terms of·strict ad-

herence to traditional female sex role, as well. The Hel-

mert Contrasts test, therefore, supports the hypothesis 

that female cancer patients as a group are significantly 

different from females with no diagnosed malignancy in 

strong adherence to traditional female sex role. 

Sununary 

This chapter includes stat~~ents of the research hypo-

theses investigated in this study. The statistical analyses 

did not provide support for significant relationships be-

tween low ego strength and perception of helplessness/hope-

lessness and the three groups of the independent variable 

(Group A - female organ malignancy; Group B - non-female 

organ malignancy; and Group C - no diagnosed malignancy). 

Furthermore, the statistical analysis did not provide 

support for a· significant relationship between suppression 

of expression of anger/hostility and the three groups of 

the independent variable of diseas~. No statistically 

significant differences were found among the perceptions 

of warmth in either retrospective perceptions of mother 

or father parenting styles in the three groups representing 

the three categories of the independent variable. A 

statistically significant difference in stronger adherence 

to traditional female sex role among subjects with female 

organ malignancy than in subjects with no diagnosed malig-

nancy was found. A post hoc Helmert Contrasts -test in-



dicated that the difference occurred between females with 

a female organ malignancy and females with no diagnosed 

malignancy. A second Helmert Contrasts test indicated 

that a difference between a combination of the two cancer 

groups and the non-cancer group was significant as well. 

Eta squared 0( 2 ) _ was calculated using the sums of squares 

on the Attitude Toward Women Scale for Groups A and C and 

the strength of association between the responses to the 

AWS and group membership was found to be .13. 
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CHAPTER V 

SU~~RY, CONCLUSIONS AND RECOMMENDATIONS 

S~acy 

This study was designed to examine the relationship 

between individual characteristics, life experiences and 

cultural sex· roles and inception and location of neoplasm 

in women. Individual "characteristics which were examined 

included ego strength and concomitant perception of 

helplessness/hopelessness as measured by Subscale C of the 

Sixteen Personality Factor Questionnaire and overt versus 

covert expression of anger/hostility as measured by Sub-

scale E of the Sixteen Personality Factor Questionnaire. 

Life experience examined in this study was retrospective 

perception of mother's parenting style when the subject 

was 16 years of age, measured by the Warmth Subscale of 

the Parent Behavior Form and retrospective perception of 

the father's parenting style when the subject was 16 years 

of age as measured by the Warmth Subscale of the Parent 

Behavior Form. Adherence to traditional female sex role was 

measured by the Attitudes Toward Women Scale. 

The subjects in this study were 74 women between the 

ages of 35 and SO. Subjects were divided on the basis of 
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independent variable of disease with Group A consisting of 

31 women with a diagnosed malignancy in a female organ, 

Group B consisting of 21 women with a non-female organ diag

nosed malignancy, and Group C consisting of 22 women with 

no .diagnosed malignancy. 

The hypotheses for this study stated that there would 

be a significantly higher manifestation, as measured by 

the instruments utilized, of low ego strength, covert ex

pression of anger/hostility, lack of perception of warmth 

in mother's and father's parenting styles, and strong ad

herence to traditional female sex role among the subjects 

in Group A than among subjects in either Group B or Group 

c. It was further hypothesized that these same character

istics would be present to a more significant extent in 

subjects in Group B than among subjects in Group c. Uni

variate analysis of variance (ANOVA) was used to deter-

mine whether these significant differences were present 

among the subjects while controlling for age, sex, and 

socioeconomic level. No significant differences were 

found among the groups in measured ego strength, covert 

expression of anger/hostility or in retrospective percep

tion of mother or father warmth in parenting styles when 

the subject was 16 years of age. A significant difference 

was found between Group A and Group c on adherence to trad

itional female sex role with Group A evidencing a stronger 

adherence than Group C. In addition, a Helmert Contrasts 

analysis indicated that the subjects having a diagnosed mal-
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ignancy were, as one group, significantly different than 

the subjects having no di~gnosed malignancy in terms of 

strict adherenee to traditional female sex role. 

No signifi.cant difference between Groups A and B was 

found in terms of any of the five dependent variables. 

Failure to support a significant difference between these 

two disease groups is antithetical to previous research 

(Bacon et al., 1952: Fisher & Cleveland, 1956: Greer & 

Morris, 1975: Morris et al., 1981: Tarlau & Smalheiser, 

1951: Wheeler, Caldwell & McDonald, 1955) which has sup-

ported a difference on the variables of life experience 

and personality characteristics between females with dif-

fering disease sites. 

Conclusions 

The four hypotheses in this study which are strongly 

supported by previous research were not supported in this 

study. One possible explanation for this difference is 

68 

that the instruments used in this study differed from those 

used in much of the previous research. Instruments such as 

the Minnesota Multiphasic Personality Instrument, which is 

norrned·on an inpatient population, and the Rorschach, which 

is designed to measure pathology, have frequently been used 

in previous research (Bahnsen & Bahnsen, l964a, l964b; Beck, 

1975; Blumberg et al., 1956; McCoy, 1976; Schmale & Iker, 

1971). In addition, the Rorschach and Thematic Apperception 

Test, used frequently in previous research as well, are pro-



r 

' 
69 

jective instruments which are adnunistered in a one on one 

srtuation and may well provide a different kind of infer-

mation than th& Sixteen Personality Factor Questionnaire 

and the Parent Behavior Form which are normed on a healthy 

population and which were mailed to the subjects in this 

study. 

In addition to the types of instruments used in this 

study as opposed to the type of instruments used in pre-

vious research in this area and the method of collecting 

information via mail rather than via a one-on-one contact, 

the limited size of the sample in this study and the area 

of the country may have influenced the results in some 

significant way which is not readily apparent based on 

the collected data. An expansion of this study in terms 

of sample size and/or geographical area might lend addi-

tional credence to previous research or might indicate a 

need for research into cultural mores of a region and the 

relationship of these mores to physiological well-being. 

Previous research regarding differences in terms of 

the dependent variables under consideration in relation 

to site of disease has involved subjects with differing· 

types-of female organ malignancy (Bacon et al., 1952; 

Beck, 1975; Brainsky, et al., 1977). The comparison of 

subjects with female and non-female organ malignancy in 

this study resulted in a recognition of obvious, yet un-

substantiated differences between Group A and Group B. 

In terms of possible future research questions, this dif-
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ference may be the most unexpected and important conclusion 

of this study. Group A responded to the request to par

ticipate in a research study as if it represented an oppor

tunity to increase the understanding and the quality of life. 

Group B responded to the same request as if it were an impo

sition in an already over-burdened and rather unhappy exis

tence. Group A consisted of women anxious to interact. 

Several of these women, in fact, suggested that the results 

of the research study might be discussed over lunch. The 

women in Group B were, conversely, less open. And though 

there were exceptions in Group B, the women in Group A were 

without exception open and welcoming to the experience of 

participation as well as to the increased knowledge con

comitant with receiving th.e results of the research. The 

question that pervades in addition to the question of the 

differences is the question of the commonality of both 

groups--the development of neoplasm. If the relationship 

between malignancy and psychology continues to be supported 

by the research, an underlying similarity between these 

two groups of women, seemingly so different, will be the 

ultimate object of research and intervention. 

The hypothesis which was supported by this research 

has not been the subject of previous research into inci

dence and development of neoplasm. The results of this 

study indicate that there is a significant difference be

tween subjects with a female organ malignancy and subjects 

with no diagnosed malignancy in terms of strict adherence 
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'tO traditional female sex role. A significant difference 

was not delineated between females with a female organ 

malignancy. an~·females with another type of malignancy on 

this variable of interest. No significant difference on 

this variable was supported between females.with a non-

female organ malignancy and females with no diagnosed 

malignancy. However, when the two cancer groups were com-

bined, a significant difference was evident between this 

combined group and the group of subjects with no diagnosed 

malignancy. The difference delineated by the statistical 

analysis supports the direction of the hypothesis which 

suggested that the subjects in Group A or in a combination 

of subjects in Group A and Group B would more strongly ad-

here to traditional female sex role than would subjects 

having no diagnosed malignancy. These results support the 

possibility that the similarity between the average cancer 

patient as reported by Blumberg et al. (1956) and the trad-

itional female (Dowling, 1981) may be more than a chance 

similarity. 

Conclusions based on the support of this hypothesis by 

this research must, obviously, be limited. Certainly, it 

is not too much to suggest that further research is in order 

to delineate further the relationship between adherence to 

traditional female sex role and the inception and develop

ment of neoplasm. If that relationship is further supported, 

research will then be necessary to examine whether it is the 

role itself which is antithetical to physiological health or 
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whether it may, instead, be the double standard which this 

culture imposes on women, a standard of compliance to the 

female role and an acceptance of that role as inferior to 

the role of the healthy adult which is synonymous with the 

cultural expectation of the healthy male (Lerner & Spanier, 

1980: Scarf, 1980). If further research indicates that 

the relationship between malignancy and strong adherence to 

traditional female sex role is a result of the double bind 

of the role rather than innate to the role itself, further 

examination of Lansky's {1982) theory may be in order. 

Lansky's theory that malignancy may represent that part of 

oneself which one is unable to accept may offer an explana

tion of the relationship between adherence ~o traditional 

female sex role and the development of malignancy. Either 

a support of the relationship between malignancy and strong 

adherence to traditional female sex role as being affili

ated with passivity and helplessness of the role itself 

or a support of that relationship as being associated with 

the double bind of the role has serious implications for 

the practicing therapist. These implications support the 

necessity of the therapist functioning as activist in 

terms of fostering power rather than helplessness in the 

client which will allow her to make essential changes not 

only in her response to her environment, but to actively 

pursue means of changing that environment as well. 
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Recommendations for Further Research 

1. Additional research is needed to determine fur

ther the relationship between adherence to traditional fe

male sex role and the incidence and development of neoplasm. 

A replication of this study with a larger sacple and with 

the inclusion of subjects from other areas of the country 

would increase both the generalizability and the viability 

of the findings in the present study. 

2. Research . which compares the findings .. from the same 

subjects based on obj-ective and projective instruments as 

well as instruments normed on pathological and normal pop

ulations would furnish information which would _be helpful 

in providing an explanation for the failure of this study 

to support previous .research which provides evidence for 

a relationship between low ego strength, covert expression 

of hostility/anger and lack of retrospective perceived 

warmth in mother's and father's parenting styles and the 

development of malignancy. 

3. Subjects in this study were diagnosed as having 

a malignancy from 1 - 5 years prior to their completing 

the questionnaires for this research. It is suggested 

that a study comparing response to the dependent variables 

in this study at various intervals after diagnosis might 

indicate how reliable are postmorbid measures regarding 

these characteristics. 

4. As a result of the information collected during 
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the course of this study which was synonymous with the data 

gathering rather than with the standarcized instruments uti

lized, it is suggested that· the area of ps·ychology and can

cer research would be expanded with the use of ethnographic 

research. Ethnographic research would be a viable means of 

answering some questions which causal-comparative research 

does not answer and, concomitantly, would pose new ques

tions which might be well served through more traditional 

causal-comparative research. 

5. This study often involved an unders·tanding of medi

cal data which is not included in the training of a psy

chologist. Conversely, it appears probable that studies 

involving cancer patients which are conaucted by medical 

practitioners would be limited in terms of psychological 

information which might not be recognized or appropriately 

interpreted. The development of multi-disciplinary re

search teams for psychological/physiological research 

would provide both the expertise to pursue questions which 

no one practitioner has the skill to pursue and would ex

pedite the development of knowledge in the ares of psycho

genies. 

Implications for the Practitioner 

1. Of the 74 subjects polled, only seven had ever 

received psychotherapy in conjunction with the treatment 

of an illness. The research supporting a relationship be

tween physiological and psychological health indicates a 
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need for psychological intervention in the treatment of 

disease. Furthermore, psychology is, at present, primarily 

palliative even' in the few cases where it is used. If fur

ther research continues to support the existence of a re

lationship between psychological and physiological health, 

the conceptualization and application of psychological 

methodology in the treatment and prevention of physical 

disease will be a logical and necessary development. 

2. Maracek (1975) suggests that the psychological 

disorders which women are most likely to experience ex

acerbate powerlessness. If ·one accepts this suggestion as 

probable and considers the possibilities to increase the 

powerlessness when the therapist in a therape~tic relation

ship interacts with the client in a way which reflects the 

double bind of the traditional female sex role, it becomes 

obvious that it is imperative that the therapist be made 

aware of his/her conceptualization and personal implemen

tation of cultural sex role. 

3. Psychological pathology which appears to be re

lated to culturally defined and supported female sex role 

is well supported in the literature (Chesler, 1972: Sy

monds, 1978). This study supports the possibility of a 

relationship between culturally defined and supported fe

male sex role and physiological pathology as well. It is 

suggested that this additional evidence of pathology which 

is related to cultural sex role should serve as impetus for 

training programs in psychology to address the issue of and 
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educate in the methodology of psychotherapy for women. Ken

worthy, Koufacos, and Sherman (1976) report that 299 in

ternship programs and selected psychology graduate schools 

were surveyed by mail regarding their opinions and prac

tices relevant to training in psychotherapy for women. 

The 94 usable returns included 55 percent of all APA 

approved programs. Only a minority of training facili

ties indicated that the.y deal in a systematic way with 

issues of sex biqs and sex-role stereotyping in psycho

logical practice. Kenworthy et al. (1976) .suggest that 

egalitarian group supervisory meetinqs nfford more oppor

tunity than individual supervisory sessions to deal ef

fectively with issues of sex bias and stereotyping. Hol

royd (1976) suggests other issues which need to be addres

sed in training centers for psychologists. These include 

the following: 

(a) There is an abundance of conflicting information 

about women. Psychologically and biologically 

there is no "typical" woman and often not even a 

"type" of response pattern. The client's self 

report should be respected. 

(b) It is imperative that the therapist relate to 

the client as a person valued in her own right, 

rather than focusing on her role as a mother, 

a wife, a feminist, etc. 

(c) It is important to share with the client the 

therapist's attitudes about women's roles so 
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that relative positions are not covert. 

(d) Society's ambivalence about women's roles may 

cause ' a client pain. It is important for the 

therapist to discourage her from taking res- · 

ponsibility which is not her own, but to actively 

encourage her to accept responsibility for seeking 

solutions and for changing the system which con

strains her. 

(e) It is often necessary for the therapist to sup

plement therapy with specific training to counter

act deficiencies in socialization skills due to 

sex role stereotyping during the development per

iod such as assertion training, desensitization 

of achievement fears, vocational guidance, etc. 

Optimally, it is hoped that this study, by examining 

the relationship between adherence to traditional female 

sex role and the inception and development of neoplasm, 

may have contributed to the impetus to explore the effi

cacy of psychological intervention in physiological disease. 

At a minimum, it may serve as an impetus to re-examine cul

tural messages regarding female sex role in terms of phy

siological, as well as psychological, well-being. 
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QUESTIONNAIRE RETURN RATE--POST 

' 
MARK DATE ON RETURN ENVELOPE 

(GROUPS A AND B) 

Group A Group B 

5/29 - Mailing of 
questionnaires 

I 
5/31 5 2 

I 6/1 3 2 
6/2 1 
6/3 1 

f 6/4 7 1 
r 6/6 2 2 
¥ 6/7 3 

6/8 2 1 
6/9 1 
6/10 1 
6/11 1 
6/12 1 
6/13 - Follow-up letter 

mailed 

t 6/14 1 

I 
6/15 1 
6/16 3 
6/17 1 
6/18 3 
6/19 

I 6/20 - Final post-cards 
mailed 

' 
6/21 1 
6/22 1 

l 6/23 
6/24 
6/25 1 
6/26 1 
6/27* 

*6/27 was the final date on which completed question-
naires would be used in the data analysis as explain-
ed in the final postcard mailed 6/20. Three Group A 
questionnaires and one incomplete Group B question-
naire were received after that date. 
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GENERAL POPULATION 

FEM4LC: FORM J. 
ca ••• .~.,..,.. JS , .. ,. : " r n~n 

P11c- Sten Store 
tor 1 2 3 4 5 6 7 

il.n: Score 
A o-4 s- 6 7- 8 9-10 11 12-13 14-15 
:s 0- 1 2 3 4 5 6 7 
c o- 7 8- 9 10-11 12-13 14-15 16-17 18-20 

E 0- 2 3 1,- 5 6- 7 8- 9 10-11 12-14 
F 0- 4 5- 6 7- 8 9-10 11-13 14-15 16-17 
c o-6 7 s., 9 lo-ll 12-13 14-15 16 

ll o- 2 3- 4 5- 7 8- 9 10-12 13-14 15-17 
I o-s f- 7 8 9-10 11 12-13 14 
L 0- 1 2 3- 4 5 6- 7 8 9-10 

!i 0- 6 7 s- 9 10-11 12 13-14 15-16 
s 0- 5 6 7 8- 9 10 11 12-13 
0 0- 3 4 5- 6 7- 8 9-10 11-12 13-14 

Q1 0- 3 " 5 6- 7 8 9 10-11 
Q2 o- J 4 I 5- 6 7- 8 9 10-11 12-13 
c:) 0- 5 6- 7 8 9-10 ll 12-13 14 
Q, 0- 2 3- 4 s- 1 G-10 11-12 lJ-15 16-17 

1 2 3 4 5 6 7 
I 

- -·- S t~n Score 

8 _9 10 

16 17-18 19-20 
8- 9 10 ll-13 

21-22 23-24 25-26 

15-16 17-18 19-26 
18-19 20-21 22-26 
17 16-19 20 

18-20 21-22 23-26 
15-16 17 18-20 

11 12-13 14-20 

17 18-19 20-26 
14 15 16-20 

15-16 17-18 19-26 

12-13 14 15-20 
14-15 16-17 18-20 
15-16 17 18-20 
18-20 21-22 23-26 

6 9 10 

r.c-
tor Menn 

A 11.88 
B 5.92 

. c 16.03 

[ 9.90 
If 1J,J5 

G 13.64 

H 12.31 
I 11.~ 
L 7.41 

!i 12.74 
N 10.64 
0 10.70 

Ql 8.77 
Qz 10.02 
Q) 11.52 
Q4 12.92 

Sta!'1, 
o.v. 

3.27 
2.06 
1,,17 

4.13 
4.)) 
3.27 

5.03 
2.89 
3.07 

3.29 
2.55 
3.54 

2.76 
) . 42 
2.95 
4.96 

j 

\.0 
N 
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APPENDIX C 

DIRECT VALIDITY SIXTEEN PERSONALITY 

FACTOR QUESTIONNAIRE (16PF) 
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Form A B 

A 79 35 

ANALYTIC STATEMENT OF DIRECT VALID~TIES FOR 8ACH OF THE 
SINGLE FORMS FOR EACH fACTOR SCALE 

Source Tra1~ 
c E F G H I L ~ N 0 Ql 

\ 

02 03 04 
-------------------------------

70 63 83 67 92 70' 49 44 41 !] 62 70 68 57 

\.0 

"'" 

I 
[_ 

1 r' 
) 

! 
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PARENT BEHAVIOR FORM (PBF) 
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PBF - MOTHER 

Nine statements follow which might be used to describe 
one's mother. Please respond to these statements accord
ing to the perception which you carry regarding their 
applicability to your mother when you were 16 years of 
age. The answer boxes at the bottom of the page are 
numbered the same as the statements. Answer each state
ment by placing an X in the (L) box if the statement is 
like your remembered perception of your mother. Place 
an X in the (SL) box if the statement is somewhat. like 
you~ remembered perception of your father. Place an X 
in the (NL) box if the statement.is not like your remem
bered perception of your mother when you were 16. 

1. Makes me feel better after talking o:ver my worries 
with her. 

2. Tells me neither of us has a brain. 

3. Says I'm a big problem. 

4. Doesn't let me go places because something might 
happen to me. 

5. Wants me to have the same religious beliefs as she 
does. 

6. Plays classical music when I am home. 

7. Likes when I ask questions about all kinds of things. 

8. Becomes very involved in my life. 

9. Is honest in dealing with others. 

L SL NL 

1. 

2. 
3. 

4. 

::> • 

o. 

7. 

8. 

9 .• 
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PBF - FATHER 

, 
Nine statements follow which might be used to describe 
one's father. Please respond to these statements accord
ing to the perception which you carry regarding their 
applicability to your father when you were 16 years of 
age. The answer boxes at the bottom of the page are 
numbered the same as the statements. Answer each state
ment by placing an X in the (L) box if the statement is 
like your remembered perception of your father. Place 
an X in the (SL) box if the statement is somewhat like 
your remembered perception of_ your father. Place an X 
in the (NL) box if the statement is not like your remem
bered perception of your father when you were 16. 

1. Makes me feel better after talking over my worries 
with him. 

2. Tells me neither of us has a brain. 

3. Says I'm a big problem. 

4. Doesn't let me go places because something might 
happen to me. 

5. Wants me to have the same religious beliefs as he 
does. 

6. Plays classical music when I am home. 

7. Likes when I ask questions about all kinds of things. 

8. Becomes very involved in my life. 

9. Is honest in dealing with others. 

L SL NL 
1. 

2. 

3. 

'i. 

s. 
6. 

1. 

8. 

9. 
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RAW SCORE--STANDARD SCORE 

l 
i FEMALES--FATHERS (N=177) 
l 

j 

l 9 26 
i 10 28 

' 11 30 ,, 
12 32 
13 34 
14 36 
15 38 
16 40 
17 42 
18 44 
19 46 
20 48 
21 50 

l 22 52 

I 
23 54 
24 56 
25 58 
26 59 
27 61 

' FEMALES--MOTHERS (N=177) ~ 

t 
I 9 19 

I 
10 
11 24 
12 26 
13 28 
14 30 

I 15 

I 16 35 
17 37 
18 39 

! 19 41 
~ 20 43 . 

I 21 45 
22 48 
23 50 
24 52 

i 25 54 
26 56 

l 27 58 

i 

I 

i ' 

", 

~ ~~ ' 
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APPENDIX F 

TEST-RETEST CORRELATIONS PARENT 

BEHAVIOR FORM PBF 
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PARENT BEHAVIOR FORM: 

TEST-RETEST CORRELATIONS 

PBF Scales Father Mother 

Females Females 

Warmth .90 .82 

.92 .87 

.89 .77 

.85 .72 

.85 .85 

.79 .83 

.79 .70 

.77 .69 

.72 .63 

.64 .71 

• 67 .73 

.75 .73 

.86 .54 

Note: Reliability after two week 
interval (Female N=llO) 
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APPENDIX G 

ATTITUDES TOWARD WOMEN 

SCALE (AWS) 
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Attitudes Toward Women 

The statements below describe attitudes toward the 
roles of women in society which different people have. 
There are no right o~ wrong answers, only opinions. You 
are asked to express your feeling about each statement by 
indicating whether you (A) agree strongly, (B) agree 
mildly, (C) disagree mildly, or (D) disagree strongly. 

1. Swearing and obscenity are more repulsive in the 
speech of a woman than a man. 

A B c D 

Agree Agree Disagree Disagree 
Strongly Mildly Mildly Strongly 

2. Under modern economic conditions with women being 
active outside the home, men should share in the 
household tasks such as washing dishes and doing 
laundry. 

3. 

4. 

A B c D 

Agree Agree Disagree Disagree 
Strongly Mildly Mildly Strongly 

It is insulting to women to have the "obey" clause 
remain in the marriage service. 

A 

Agree 
Strongly 

A woman should be as 
marriage. 

A 

Agree 
Strongly 

B 

Agree 
Mildly 

free as 

B 

Agree 
Mildly 

c D 

Disagree Disagree 
Mildly Strongly 

a man to propose 

c 

Disagree 
Mildly 

D 

Disagree 
Strongly 
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s. Women should worry less about their rights and more 
about becoming good wives and mothers. 

Agree 
Strongly 

B 

Agree 
~tildly 

c 

Disagree 
Mildly 

D 

Disagree 
Strongly 

6. Women should assume their rightful place in business 
and all the professions along with men. 

A 

Agree 
Strongly 

B 

Agree 
Mildly 

c 

Disagree 
Mildly 

D 

Disagree 
Strongly 

7. A woman should not expect to go to exactly the same 
places or to have quite the same freedom of action 
as a man. 

8. 

9. 

A 

Agree 
Strongly 

B 

Agree 
Mildly 

c 

Disagree 
Mildly 

D 

Disagree 
Strongly 

It is ridiculous for a woman to run a locomotive and 
for a man to darn socks. 

A B c D 

Agree Agree Disagree Disagree 
Strongly Mildly Mildly Strongly 

The intellectual leadership of a" community should be 
largely in the hands of men. 

A B c D 

Agree Agree Disagree Disagree 
Strongly Mildly Mildly Strongly 
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10. Women should be given equal opportunity with men for 
apprenticeship. in the various trades. 

A 

Agree 
Strongly 

B 

Agree 
Mildly 

c 

Disagree 
Mildly 

D 

Disagree 
Strongly 

11. Women earning as much as their dates should bear 
equally the expense when they go out together. 

A 

Agree 
Strongly 

B 

Agree 
Mildly 

c 

Disagree 
Mildly 

D 

Disagree 
Strongly 

12. Sons in a family should be given more encouragement 
to go to college than dauqhters. 

A 

Agree 
Strongly 

B 

Agree 
Mildly 

c 

Disagree 
Mildly 

D 

Disagree 
Strongly 

13. In general, the father should have greater authority 
than the mother in bringing up of children. 

14. 

A 

Agree 
Strongly 

B 

Agree 
Mildly 

c 

Disagree 
Mildly 

D 

Disagree 
Strongly 

Economic and social freedom are worth far more to 
women than acceptance of the ideal of femininity 
which has been set up by men. 

A 

Agree 
Strongly 

B 

Agree 
Mildly 

c 

Disagree 
Mildly 

D 

Disagree 
Strongly 
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There are many jobs in which men should be given pre
ference over women in being hired or promoted. 

A 

Agree 
Strongly 

B 

Agree 
Mildly 

c 

Disagree 
Mildly 

D 

Disagree 
Strongly 
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INFORMATION SHEET 

1. How old were you on your last birthday? ____ ___.yrs. 

2. At this time, what is your marital status? (Circle 
the letter that applies to· you). 

a. married d. widowed 

b. separated e. never married 

c. divorced 

3. Do you have children? 

4. 

5. 

6. 

a. yes 

b. no (if you circle b, skip question 4) 

If so, how many? children 

At age 16' in what type of home were you living? 

a. Intact home (b"oth natural parents present) 

b. Single parent horne 

c. Foster parent home 

d. Other (please specify) 

What is the highest degree or diploma you have? 

a. No degree or diploma 

b. High school diploma 

c. Associate (A.A.) 

d. Bachelor's (B.A. or B.S.) 

e. Master's (M.A., M.S., MBA, etc.) 

f. Professional (M.D., Ph. D. I Law degree, etc.) 

7. What type of professional position have you held for 
the longest period of time? 
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8. Is there a history of malignancy in your family? 

a. yes 

b. no (if you answer no to this question, 
skip question 9) 

9. If ·there is a history of malignancy in your family, 
please check the following family members who have 
had a diagnosed malignancy at some time. 

a. mother 

b. father 

c. sibling 

d. grandparent 

e. other, (please specify) 

10. Which of the following treatments have you used to 
help you deal with current or past illnesses? 
(please circle any of the following which apply) 

a. hypnotherapy 

b. biofeedback 

c. muscle relaxation 

d. meditation 

e. visualization or guided imagery 

f. psychotherapy 

g. growth experiences 

11. Would you like to receive a follow-up report on the 
results of this research study? 

a. yes 

b. no 
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Dear 

Thank you for agreeing to participate in this study 
which we discussed in our recent phone conversation. 
Though it is difficult to predict the potential effect 
of research, it is hoped that tliis study will contribute 
to an understanding of the power of the mind in relation
ship to malignancy. Your contribution to this study, 
whether it occurs at a difficult juncture in your life 
or whether it triggers memories of more difficult ex
periences, is both invaluable and generous. 

As you can see, your name is not requested or re
corded on any of the instruments which you have agreed 
to complete. The number in the upper right hand corner 
will allow me to study your responses in totality and 
to provide to you the results of this research if you 
request follow-up. However, neither your name nor the 
name of the hospital or of your physician will be in
cluded in the final report of this study. 

Please- complete the instruments and return them to 
me as soon as possible. An envelope for this purpose is 
enclosed. Directions for completion of each instrument 
are included at the top of the first page of each. It is 
important that you answer each question as honestly as 
possible. On the information sheet, you will have an 
opportunity to request a report of the findings of this 
research when it is complete. 

Again, I thank you for your generosity in partici
pating in this study. It is my hope that you and I, to
gether with other participants, can contribute to an 
understanding of how our minds may impact on malignancy. 

Sincerely, 

Nancy Mize, M.S. 
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FOLLOW-UP LETTER 

112 



, 
I 
1 

I 
1 
l 
l 
l 
I 

I 

I 
I 

l 
I 
l 
I 

I 
i 

l 

\ ' 

Dear 

A few weeks ago, I mailed questionnaires to you 
in order to gain information for a research project 
which I had discussed previously with you by phone. 
To date, I have not received your completed question
naires. I am very concerned that the valuable contri
bution which you can make to this area of research be 
included in the final data analysis. 

Please take time to complete and return the 
questionnaires in the envelope provided. I assure 
you that your identity will be carefully concealed 
in the final research report. 

Thank you for the invaluable contribution to 
this project which only you can provide. 

Sincerely, 

Nancy G. Mize, M.S. 
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Dear 

I recently mailed questionnaires to you for a 
research study which we had previously discussed by 
phone. To date, I have not received your completed 
questionnaires. I regret that any questionnaires 
not received by Wednesday, June 27 will not be in
cluded in the data analysis and final report. If 
you are unable to complete the instruments by this 
date, but would still like a summary of the results 
of this study, please return the uncompleted instru
ments to me and indicate that you are interested 
only in the results. 

Thank you for your interest in this study. 

Sincerely, 

Nancy Mize, M.S. 
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