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ABSTRACT

During the past two decades, the fields of behavioral oncology and psychoneuroimmunology have enhanced investigations into potential psychosocial precursors
contributing to disease. Significant psychosocial findings among cancer patients,
especially that of lack of closeness to parents ,a cold family atmosphere, and emotional
control, have contributed to the view of eariy family relations and affective climate as
important to the multifactorial origin and progression of cancer in adulthood
A total sample of 104 women, 52 with breast cancer and 52 without cancer
between the ages of 35 and 55, volunteered to participate in this study regarding
psychosocial factors in women's health. The participants were compared on measures
which assessed the following: parental care and control in childhood, general attachment
style and emotional control in adulthood. Information as to family history of cancer and
early loss were also obtained.
The most important finding of this study was that women with breast cancer scored
significantly higher than did the comparison group on avoidant attachment and on
emotional control. Additionally, only 27% of women in the non-cancer group experienced
loss in eariy life compared with over half of the cancer group (54%). Responses to
parental care and control by both mother and father yielded no significant differences
between the two groups of women. Lastly, discriminant analyses revealed that
emotional control and avoidant attachment were the best predictors of group
classification for this sample. The results of this study support previous literature as to
the importance of psychosocial factors in the development of cancer, and consideration
of a multifactorial life events model for stress and illness .
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CHAPTER I
INTRODUCTION

Breast cancer is the most common major cancer among women, currently
accounting for one out of every three diagnoses of cancer (American Cancer Society,
1996). Although breast cancer does occur in males, its primary occurrence in females is
displayed by the following 1996 cancer projections: approximately 184,300 new cases of
breast cancer will be diagnosed, and 44,300 women will die from this disease (ACS,
1995). Incidence trends show that breast cancer Breast cancer is the most common
major cancer among women, currently accounting for one is prevalent in white females
with incidence for American women having increased from 1973 to 1992 from 84.3 per
100,000 to 113.1 (ACS, 1995). Also, breast cancer incidence and mortality have been
found to increase with age: about 77% of newly diagnosed cases are over 50, 25.2
cases are for ages 30-34, 125.4 for women 40-44, and 232.7 for women ages 50-54
(Kosary, Ries & Miller, 1995). In the United States, breast cancer is the leading cause of
death have enhanced investigations into potential psychosocial factors in women between
the ages of 40-55 (Henderson, 1995).
During the past two decades, the fields of psychosocial or behavioral oncology and
psychoneuroimmunology contributing to disease. The influence of eariy social bonds
within the family of origin on later health was one focus of epidemiological studies in the
1970s-€specially of eariy family experiences and later cancer manifestation (Baltrusch &
Waltz, 1985). Due to the recurrent and significant nature of psychosocial findings among
cancer patients, especially that of lack of closeness to parents or a cold family atmosphere,
several researchers (i.e., Grassi & Molinari, 1986; LeShan, 1966; Thomas, 1988) view

eariy family relations and its affective climate as important to the multifactorial origin
and clinical progression of cancer in adulthood.
The question of whether or not psychosocial, personality or behavioral factors
influence the development, progression, and outcome of cancer is not new-It has been
repeatedly discussed from ancient to modern times (Gil, 1989; Timms, 1989). However, the
primary approach towards Investigation into pre-moriDid precursors to cancer, whether
biological, environmental or psychological, has been from a traditional biomedical
perspective as opposed to others; for example, a developmental contextual view of health,
or developmental [disease] vulnerability in adult health outcomes. The issue of eariy family
relations and affective climate is consistent with the contextual theory of attachment and the
concepts of "affectional bonds" or emotional ties between parent and child (Ainsworth,
1985, 1989; Bowlby, 1988).
Behavioral oncologists have recently attempted to conceptualize and operationalize a
Type C cancer behavior pattern similar to behavioral medicine's designation of a Type A or
coronary prone constellation (Baltnjsch & Waltz, 1985,1987; Greer & Watson, 1985;
Temoshok, 1987, 1992). One characteristic that has been recognized as persistent in
cancer literature is that of suppression or inhibition of emotional expression. In fact, it is the
contention of several investigators that the suppression of negative emotions, particulariy
anger, and the inability to express feelings or even feel them, is the core of the Type C
cancer pattern (Baltrusch, Stangel, & Titze, 1991, p. 320). Studies have shown that women
with breast cancer are more likely to control emotions than women with benign breast
disease or healthy controls (Watson et al., 1991).
Attachment theory provides a framework for examining psycho-social factors of eariy
family relations in cancer; specifically, the lack of closeness between parent and child

consistent with affectional bonds between child and attachment figure. Also, the
characteristic of emotional control or suppression is congruent with the notion of "affect
regulation" in attachment. Indeed, it has been suggested that attachment, a theory of socloemotional development, be considered a theory of affect regulation (Kobak & Hazan, 1991;
Kobak & Sceery, 1988).
An important tenet of attachment is that parental responsiveness and sensitivity to a
child's affective signals provide a critical context within which the child organizes and
regulates emotional experiences with regard to "felt security" (Sroufe & Waters, 1977).
Thus, an individual's history of regulating distress with attachment figures [such as parents]
may impact strategies of emotional regulation and interpersonal relations in adulthood.
Moreover, existing research indicates a relationship between interpersonal relations, social
support, and immune system function (i.e., Kiecolt-Glaser & Glaser, 1988; Uchino,
Cacioppo & Kiecolt-Glaser, 1996).
Given the life-threatening reality of cancer and the indicated importance of eariy
family relations and emotional climate, investigation from a developmental approach is
warranted. The factors of interpersonal relations and emotional suppression in cancer are
not only amenable to a socio-emotional approach, but are congruent and relevant to an
attachment framewori< of developmental reference.
The purpose of this study was to extend psychosocial research in cancer to that of a
socio-emotional approach and examine eariy family relations from a developmental
perspective. To achieve this goal, attachment theory was used as the guiding framework
for this study. The association between eariy family relations, adult attachment style, and
adult onset of cancer was investigated.

CHAPTER II
LITERATURE REVIEW

The proposed study is derived from the areas of socio-emotional development and
biomedical health with focus on that of attachment and health; specifically, attachment with
varying affect regulation patterns, and cancer. Accordingly, attachment theory and related
health research will first be presented, followed by psychosocial literature on cancer, and
immunology in interpersonal relations.

Attachment Theory
History, Origin, and Major Concepts
Attachment theory is consistent with a developmental contextualistic metamodel
(Ford & Lerner, 1992), representing an integration of an evolutionary-ethological
approach, cybernetic control systems, and object relations theory. The predisposition of
human beings to become attached delves deep into the emotional component of
biological survival of the species. It was British psychiatrist John Bowlby who recognized
an attachment system as having responsibility for regulating infant safety and protection
by maintenance of proximity towards a caregiver.
Bowlby contended that "attachment behavior characterizes human beings from the
cradle to the grave" (1979, p. 129). The attachment behavioral system is viewed from
within the context of evolutionary adaptedness, and is modulated in regards to an
attachment figure. An attachment figure, traditionally a parent, is one who serves as a
secure base from which the infant can confidently explore the environment (Main, 1996).
Attachment development has been defined as enduring psychological connections
between human beings in an interactive, reciprocal process (Maier, 1994). There are

feelings of good will connectedness, and a sense of continued presence between the
attached persons even when physically apart. Here is the "heart" of genuine attachment:
it gives assurance of the other's presence and support despite physical absence; it
persists over space, time, or other associations; and, it fosters an autonomous existence
of the emerging sense of self (Maier, 1994, p. 36).
Inclusive within attachment are the concepts of affectional bonds and attachment
behaviors. Ainsworth (1989) defined an affectional bond as a relatively long enduring
[emotional] tie in which the attachment figure or partner is an important, unique individual
that is interchangeable with or irreplaceable by none other (p. 711). Additionally,
Ainsworth (1989) stated a specific criterion for attachment: the experience of security
and comfort obtained from the relationship, yet the ability to move away from the secure
base with confidence to engage in other activities.
Attachment behavior is any form of behavior that results in a person attaining or
maintaining proximity to and/or communication with a cleariy identified individual
conceived of as "better able to cope with the worid" (Bowlby, 1982, p. 668); this behavior
is especially prominent during times of fear, fatigue or illness. While most apparent in
childhood, attachment behaviors can be observed throughout the life cycle, especially in
emergencies (Bowlby, 1982, 1988). Among adults, the primary attachment figure is
usually a friend or romantic partner (Shaver & Hazan, 1994).
The origin of Bowlby's work is derived from the most poignant of human
experiences in childhood; loss, separation, and psychopathology of mourning resulting
from maternal or caregiver deprivation (see Bretherton, 1991). The impetus that
motivated theory formulation came from observations demonstrating pervasive ill effects

of infants and young children in hospital and institutional settings separated from their
primary caregivers. Bowlby claimed that the observed sequence of reactions following
separation in both human and nonhuman primate infants-protest, despair, and
detachment-reflected an evolved attachment system designed to promote proximity for
species survival, originally from predators (Ainsworth & Bowlby, 1991; Bowlby, 1982,
1988).
The main assumption of attachment theory is that attachment is a behavioral
control system rooted in neuro-physiological processes located in the central nervous
system, where behavior patterns are modulated between attachment and exploratory
behaviors (Ainsworth, 1989; Bowlby, 1973, 1982, 1988). This is analogous to that of a
homeostatic, physiological control system organized to maintain states such as blood
pressure or temperature. The attachment concept of import here is that of environmental
homeostasis which involves environmental "rings" of safety (Ainsworth, 1989; Bowlby,
1973, 1982, 1988). Set [safety] limits exist within these rings or levels, and maintenance
is achieved by behavioral rather than physiological means. Included here is a proximitydistance threshold, with activation of goal-corrected behaviors when necessary, as for
example, during fear.
Bowlby (1973) contended that eariy attachment has a profound impact on
development, and that attachment quality is largely determined by the caregiver's
emotional availability and responsiveness to the child's needs. The attachment system,
shaped by eariy interactions with caregivers, is considered fundamental because it is the
first of socially relevant behavioral systems to appear and lays the foundation for others
(Shaver & Hazan, 1988). Through interactions, cognitive representations called internal

working models are gradually built up of expectations that provide what Bowlby called a
"forecasting" function. Salient here are predictions or expectations of whether an
attachment figure is someone who will be caring and responsive, and also if the self is
worthy of such care; thus, these models are considered to be complementary and
mutually confirming (Bowlby, 1973, 1988).
Internal models are therefore considered central components of personality with a
salient organizational quality; these expectations are generalized to new relationships
where they organize affects, behaviors and cognitions as well as guide perception and
regulate reactions to distress (Bowlby, 1969, 1988; Main, Kaplan, & Cassidy, 1985).
These models provide a central linking concept for understanding the role of eariy
experiences in later relations, the diversity of which produces variations of internal
models, attachment behaviors, and affect regulation strategies.

Empirical Foundations of Theoretical Support
The seminal wori< of Mary Ainsworth (e.g., 1989) supplied empirical support for
Bowlby's theory building of attachment by identification of the secure base phenomenon
and variations of infant-caregiver attachment. Findings by Ainsworth and colleagues
regarding North American cultures indicated that maternal sensitivity and
responsiveness to infant signals during the first year are important prerequisites to
attachment security (Ainsworth, 1989; Ainsworth, Blehar, Waters, & Wall, 1978; Bell &
Ainsworth, 1972). Ainsworth et al. (1978) created the research analog known as the
Strange Situation that elicits infant attachment behaviors through separations from an
attachment figure and interactions with a stranger. As a result of infant reactions to

separation and reunion, three basic patterns of attachment, one secure and two
insecure, were identified.
Infants classified as type "B" or secure, are distressed at separation, seek and
obtain comfort upon reunion, and explore while in the caregiver's presence. Home
studies revealed a sensitive and responsive caregiver who supported exploration and
concurrently served as an effective anxiety-reducing secure base (Ainsworth et al.,
1978). Type "C" or ambivalent/resistant infants exhibit intense distress during separation
to the point that maternal preoccupation precludes exploration. Reunion responses of
the infant oscillate between approach and angry distancing behaviors. Also, the
caregiver has difficutly soothing the infant. Maternal inconsistency or unpredictability has
been associated with this attachment pattern; mothers tended to be interfering, ignoring,
and lacked attunement with infant signals.
Type "A" or avoidantly attached infants are characterized as indifferent to
separation with continued exploration, and actively avoid or ignore the caregiver upon
reunion. However, unlike other infants, they show virtually no distress, and most
importantly—no anger; indeed, anger is characteristically one emotion that the strongly
avoidant child does not exhibit on reunion (Main & Weston, 1982). According to
Ainsworth et al. (1978): "They turn to the neutral worid of things, even though
displacement exploratory behavior is devoid of the truest interest that is inherent in
nonanxious exploration" (pp. 319-320).
Mothers of avoidants have been described as the most rejecting along with the
following behaviors: maternal aversion to physical contact; variations of "maternal anger"
with behaviors such as mocking, sarcasm, or staring infants down when care is sought;
8

and, restricted maternal affect expression, described as a maternal "stiffness" In
emotional communication (see Ainsworth & Wittig, 1969; Main and Weston, 1982).
History of cold or rejecting relations with caregivers has been documented by others
(Collins, 1996; Collins & Read, 1990; Feeney & Noller, 1990; Hazan & Shaver, 1987;
Kirkpatrick & Davis, 1994; Simpson, 1990).
Support has been found for the universality of the Ainsworth taxonomy (Main,
1990), and many of Ainsworth's original findings have been replicated (Main, 1996).
Additionally, while there exists cross-cultural variability, it appears that greater variation
in the distributions of the A,B, and C groups exists within than between countries (see
Van Ijzendoorn, 1995).

Theoretical Expansion of Adult Attachment
Eariy attachment experiences are considered major detemninants of adult personality
and social life (Bowlby, 1982,1973; Collins & Read, 1990; Shaver & Hazan, 1987); hence,
adult attachment is considered reflective of eariy parent-child interactions. While
investigation into adult attachment has expanded and refined attachment theory and
research, only pattern attributes, parent-child attachments, and style continuity will be
discussed.
Several investigators have identified characteristics of attachment patterns
originating from Ainsworth et al. (1978) in adult parenting and intimate relationships
(Main et al., 1985; George, Kaplan & Main, 1985; Collins & Read, 1990; Hazan &
Shaver, 1987, 1994; van Ijzendoorn, 1995). According to Feeney and Ryan (1994),
interpretation of adult relations as an attachment process has been expounded most by
Hazan and Shaver (1987, 1990, 1994; Shaver & Hazan, 1987, 1988, 1993).

Hazan and Shaver (e.g., 1987) translated the typology of Ainsworth into secure,
avoidant, and ambivalent adult categories, which have been empirically discriminated.
Results have indicated that adult attachment is related to eariy attachment history, adult
attachment experiences, and beliefs of self and social relations. Adult patterns similar to
those observed in childhood have also been found by others (e.g., Ainsworth, 1989;
Collins, 1996; Feeney & Noller, 1990; Mikulincer, Florian, & Weller, 1993; Simpson,
Rholes, & Phillips, 1996). Despite issues of measurement, Hazan and Shaver's work has
had heuristic value in extending theoretical and empirical refinements of attachment
(e.g., Bartholomew & Horowitz, 1991; Collins & Read, 1990; Simpson, Rholes, &
Nelligan, 1992).
Overall, characteristics across studies have formed global attachment style
profiles. Secure adults report the following: relative ease and comfortableness with
closeness, depending on others and being depended upon; higher self-esteem with a
more positive attitude than insecure individuals, and absence of fear of abandonment.
Secure relationships have been found to be associated with happiness, trust,
relationship satisfaction, and constructive approaches to conflict and open
communication (Collins & Read, 1990; Feeney & Noller, 1990; Feeney, Noller & Callan,
1994; Hazan & Shaver, 1987; Kiricpatrick & Davis, 1994; Rothbard & Shaver, 1994;
Scharfe & Bartholomew, 1995; Simpson et al., 1996).
Adults classified as ambivalent have reported that others do not get as close as
they would like and desire to merge with another, frequently worry about being loved
with fear of abandonment, and report low self-esteem and confidence. In relationships,
ambivalent attachment has been linked with emotional extremes, jealousy,
10

hypervigilance and obsessive preoccupation with partner, relational conflict, and low
relationship satisfaction (Collins & Read, 1990; Feeney & Noller, 1990; Feeney et al.,
1994; Hazan & Shaver, 1987; Kirkpatrick & Davis, 1994; Rothbard & Shaver, 1994;
Simpson et al., 1996).
Avoidant adults report being uncomfortable with closeness and intimacy, find it
difficult to trust or depend on others, and tend to exhibit "compulsive self-reliance"
(Bowlby, 1972, 1988). Also, a persistent characteristic is that of emotional control or
suppression. Individuals classified as avoidant tend to restrict acknowledgement of
distress and inhibit display of negative emotions-"masking" of negative affect-especially
the display of anger (Ainsworth, 1982; Cassidy & Kobak, 1987; Feeney & Ryan, 1994;
Kotler, Buzwell, Romeo, & Bowland, 1994; Main and Weston, 1982). Avoidant
relationships have been associated with low levels of intimacy, commitment, care and
disclosure (Collins & Read, 1990; Feeney & Noller, 1990; Feeney et al., 1994; Hazan &
Shaver, 1987; Kiri<patrick & Davis, 1994; Simpson, 1990; Simpson et al., 1996).
Several attachment researchers have suggested that an inextricable link exists
between attachment style and affect regulation (e.g., Collins, 1996; Feeney & Ryan,
1994; Kobak & Sceery, 1988; Main et al., 1985). For example. Main and colleagues
(1985) espoused the position that attachment styles are associated with a
representational bias and patterns of affect regulation; that is, inclusive within each
attachment style is the combined association of specific cognitive structures and
affective patterns (Main et al., 1985). Hence, each attachment style is associated with a
particular pattern of affect regulation.
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The above position by Main et al. (1985) has received support (e.g., Feeney &
Ryan, 1994; Kobak & Sceery, 1988; Mikulincer, Florian, &Tolmacz, 1990). Indeed,
Kobak and Sceery (1988) suggested that attachment theory be considered a theory of
affect regulation. These researchers also inferred that the rules which guide perception,
cognition and behavior, and organize strategies during distress with differing styles of
attachment—that is, internal working models—are "closely linked" to differing patterns of
affect regulation (Kobak & Sceery, p. 136).
The control of affect with its physiological correlates has implications for health
(Kotler et al., 1994). Specifically, the avoidant style has been noted by several
attachment researchers as similar to the emotional suppression of negative emotions
found in cancer patients (Feeney & Ryan, 1994; Kotler et al., 1994). This suppression is
relevant to attachment system deactivation. System deactivation is considered an
attempt to regulate distress (Bowlby, 1988; Kobak & Sceery, 1988) and indicates that
during times of threat that would typically activate the attachment system, normal
behaviors are suppressed; there is attachment system shutdown or deactivation (Dozier
& Kobak, 1992).
In fact, it appears that avoidant adults, being "cut off' from their emotions, are
prone to defensive denial of attachment needs with deactivation and increased
autonomic arousal (e.g., Dozier & Kobak, 1992; Main et al., 1985). For example,
avoidant adults often present themselves as unperturbed, yet show rises in skin
conductance (Dozier & Kobak, 1992). Deactivating strategies include dismissing,
restricting access to or diverting attention away from attachment material with
minimization of its importance (see Dozier & Kobak, 1992; Main et al., 1985). This
12

incongruence of internal physiological arousal with the external facade of controlled
composure in adults is similar to findings that avoidant infants become physiologically
aroused during the Strange Situation with accelerated heart rates during separation and
reunion while appearing indifferent to maternal absence (Sroufe & Waters, 1977).
Delineation of the three dominant patterns has also extended research in temns of
lifespan issues of continuity and generational transmission of attachment. Several
investigators have established links between the nature of adults' cun-ent attachment
styles and their retrospective accounts of parental relations (Brennan, Shaver, & Tobey,
1991; Carnelley, Pietromonaco, & Jaffe, 1994; Collins & Read, 1990; Feeney & Noller,
1990; Hazan & Shaver, 1987). Also, prospective mothers' attachment classifications
have been found to identify prenatally those infants whose attachment to mother is likely
to be insecure (Fonagy, Steele, & Steele, 1991).
Research findings are also consistent with theoretical expectations of
intergenerational continuity, suggestive of an underiying social [attachment] transmission
process (for review, see van Ijzendoorn, 1992). For example, relations between parentchild attachments and boundary disturbances across three family generations have been
documented (Jacobvitz, Morgan, Kretchmar, & Morgan, 1992). More recently, Carison
and Sroufe (1995) reported that differences distinguishing children secure with mother in
infancy remain observable to 15 years. Overall, considerable evidence exists as to the
continuity of attachment, which is accounted for by the concept of internal working
models (e.g., Ainsworth, 1989; Bowlby, 1988; Erickson, Sroufe, & Egeland, 1985; Hazan
& Shaver, 1987; Main & Cassidy, 1988; Takahashi, 1990).
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Attachment and Health
There exists a paucity of attachment-health research pertaining to affect regulation
and health outcomes, even though, as previously mentioned, emotional control has been
noted as having important implications for health. Feeney and Ryan (1994) investigated
the relationship between style of attachment/affect regulation, adult health behaviors and
health status, and eariy family experiences of illness in a sample of 287 college
students.
Guiding this study was a model proposing that eariy experiences of parental illness
influence development of attachment style; family variables and attachment style have
implications for adult health behavior, and; affect regulation of negative emotionality may
be a mediating variable in predicting health behaviors from family variables. Results
indicated that health behavior, not health status, was associated with aspects of early
family illness, attachment style and affect regulation, thus providing partial support for
the research model.
Neariy all subjects who reported frequent family illness of both parents scored as
insecurely attached, and a direct relationship was found between paternal illness and
adult avoidant attachment. Also, the ambivalent style was related to greater symptom
reporting, while the avoidant style was not. An inverse relationship was found between
the avoidant style and health care visits, suggesting that avoidant individuals are
reluctant to seek help for health complaints, and in fact, delay health assistance. It was
concluded that findings of the avoidant style contribute to the understanding of health
precursors, and that research regarding avoidant attachment and areas of health is
cleariy indicated.
14

Kotler et al. (1994) proposed that the avoidant style of affect regulation is a risk
factor for physical health and organic illness due to the attribute of emotional
suppression or control. The proposed model was that in responses to external stress,
the avoidant style of attachment predisposes to high emotional control, which then
interacts with feelings of distress to predict emotion-focused coping and avoidance of
support seeking. This, in turn, gives rise to psychological and physical symptoms. The
stressor examined here was that of the transition of first year college students from
secondary school to university.
Results indicated that the predicted relationship was largely supported. It appears
that avoidant attachment predisposes to high levels of emotional control, which in turn
predicts emotion focused coping responses that are linked to reported ill-health. Also,
the composite of emotional control and transition stress directly predicted physical, not
psychological, health. Emotional distress did not have a direct effect on physical health,
alone, but only during interaction with high emotional control; specifically, suppression of
negative emotions (Kotler et al., p. 242).
The authors concluded that emotional distress, by itself, does not have a direct
impact on physical health; rather, physical health is affected only when it interacts with
high suppression of negative affect. The avoidant style of affect regulation was again
implicated as a potential variable influencing health. In fact, Kotler et al. (1994)
concluded with the following: "Attention to the developmental precursors and later
correlates of the avoidant attachment style suggests directions for further research and
for health promoting preventive interventions" (p. 243).
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In conclusion, similar themes are found in the research of Feeney and Ryan
(1994) and Kotler et al. (1994). First, both purport a relationship between attachment
patterns of affect regulation and general health. Secondly, both discuss the similar
attribute of emotional suppression, especially of negative affect, in avoidantly attached
individuals and cancer patients. Third, both strongly advocate that an important direction
for future research should be to investigate avoidant attachment for developmental
precursors to health problems and potential health interventions.

Cancer Literature
Research from various areas will be explored regarding parent-child relations of adult
cancer individuals, emotional suppression, and immunity in interpersonal relationships. It is
noted that while the proposed study focuses on the applicability of a developmental
framewori<, a multidimensional approach is needed to understand the reasons for
increased neoplastic disease in modern societies (Baltrusch & Waltz, 1985).

Parent-Child Relations
Several health researchers (Temoshok, 1992; Thomas, 1988; Shaffer, Duszynski &
Thomas, 1982; Grassi & Molinari, 1986) view the eariy [affective] family climate as being
significant in later malignant neoplasia. The salient wori< of LeShan (1956a), is usually cited
as the pioneer of studying family relations and cancer (Gil, 1989). Specifically, LeShan
(1956a, 1956b) emphasized the family environment and parent-child experiences as
related to malignancy in adulthood. Briefly, he identified factors associated with cancer
pathogenesis: (1) pre-morbid loss of a major relationship before diagnosis of tumor; (2)
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inability to express emotions, especially anger, with a social fagade; and (3) unresolved
eariy relational tension with a parent, including parental loss.
LeShan coined the term "despair orientation" to reflect his observations of cancer
patients: Feelings of being emotionally "cut off" as well as a lack of trust in others that
pervaded the cancer Weltanschauung. This profile further included fear of desertion, or a
perceived "double" desertion—the unconscious belief that to relate meaningfully to anyone
brings pain of desertion (LeShan & Worthington, 1956). There was also the inability to
communicate emotions in relationships; this difficulty of expression was attributed to
historically painful parent-child interactions.
The following description by LeShan serves as an example: Many of these patients
were keenly alert to each new person who came into their environment; they were anxious
whether this person also would live up to their expectations and reject them. Many set up
test after test for each new person, as if to prove their inner expectations of rejection—the
thing they expected and feared all their lives—utter isolation and rejection—was their
eternal doom (LeShan, 1966, p. 785). This expectation of rejection and the behavior of
emotional control can be translated into the avoidant style's eariy experiences of consistent
rejection with internal worthing models perpetuating expectations of further rejection.
Forty years later, research continues to indicate a relation between poor quality of
parent-child relations, parental loss and later malignancy (Cox & McKay, 1982; Thomas,
1988; Shaffer, Graves, Swank, & Pearson, 1987; Grassi, 1989; Temoshok & Dreher,
1992). The salience of the social bonds in childhood in carcinogenesis, repeatedly
supported in retrospective studies (Baltrusch & Waltz, 1985,1987; Bahnson, 1981; Cox &
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McKay, 1982; Kissen, 1966; LeShan, 1966), has been recently elaborated upon by
immuno-hematologists Baltmsch and Waltz (e.g., 1985,1986, 1987).
Based on diverse empirical findings as well as their own interviews indicating the
eariy family environment as a possible risk factor, Baltrusch and colleagues (1985,1986,
1987,1988,1989,1990, 1991) support a "sociopsychobiological" model as to the etiology
and clinical course of malignancy. These researchers emphasize the potential significance
of the social environment of childhood and adulthood, as well as the management of
negative emotions in cancer development.
Specifically, Baltmsch and Waltz (1985,1987) have identified three characteristics of
parent-child relations considered salient to later cancer: (1) loss of significant others by
death or other forms of separation in childhood; (2) degree of emotional closeness to
parents reflecting that emotional needs were not met due to deficiencies in the parent-child
bond; and (3) socialization of the child into a value system characterized by a rigorous
commitment to social nonns and suppression of emotions leading to potential development
of a pathological niceness syndrome.
This group considers the development of a sense of security and coherence to be a
crucial outcome of eariy socialization; that is, the experience of a secure base in the family
of origin would seem to be a prerequisite for healthy personality development. Moreover,
these health researchers have explicitly suggested the importance of attachment theory
and felt security derived from eariy parent-child relations as instmmental in a sense of
existential security and worid outlook.
According to Baltmsch and Waltz (1987), by eariy adulthood a generalized way of
looking at the worid has evolved as to whether one is embedded in a secure, coherent
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worid. The social ecology of childhood may be considered a major place in socialization
where the individual acquires behavioral patterns related to later health or illness. It Is
contended that repression/suppression of negative emotions linked to cancer proneness in
certain instances may have its roots in the lack of a secure base in childhood (see
Baltrusch & Waltz, 1987, pp. 180-182). Relevant here is Grassi and Molinari's (1986) view
that increased cancer risk may be influenced by the "family affective climate" and
[socialization] mies, as well as certain communication patterns between parent and child.
Perhaps the largest source documenting a connection between parent-child relations
and later cancer has been that of the "Precursors Study" headed by Caroline Thomas at
Johns Hopkins University School of Medicine (see Thomas review, 1988). In 1948, the
Precursors Study was begun with the intent of evaluating precursors to hypertension and
coronary heart disease. Data were collected from 1,337 medical students in 17 consecutive
classes of Johns Hopkins from 1948 through 1964.
Also included was the Family Attitude Questionnaire (FAQ) to access family
background, from which striking results have been found. In follow-up, subjects have
differentiated into a healthy control and five disorder groups: hypertension, coronary heart
disease, mental illness, suicide and cancer. Due to the comprehensiveness of this on-going
project, only highlights related to the cancer group as presented by Thomas (1988) in her
40-year review will be discussed.
The cancer group was found to have the lowest scores on scales of closeness to
parents and demonstrativity on the FAQ. "A mari<ed lack of closeness to parents in the
tumor group has been a striking and unexpected finding" (Thomas, 1988, p. 50). Data have
shown this pattern to be consistent. As Thomas noted, findings that people who would
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develop cancer held less close relationships, especially with their parents in the eariy years,
suggest the hypothesis that the quality of human relationships may be an important
component in the development of cancer (p. 52).
The above \Nork has been replicated with findings of cancer subjects indicating
significant lack of closeness to parents In eariy life (Shaffer et al., 1987; Grassi & Molinari,
1986). For example, Grassi and Molinari (1986) used the FAQ on 72 women who
completed the instmment on the day of hospital admission prior to diagnosis confimriation
for breast or uterine cancer. Results showed that those later diagnosed with cancer
reported the lowest scores on closeness to parents. This study is of particular importance
because results suggest that the findings by Thomas and colleagues (e.g., 1988) were not
related to sex (medical students were male), or culture (this study took place in Italy).
Undoubtedly, "some complex association exists between cancer and the affective,
emotional climate in the family during eariy childhood" (Grassi & Molinari, p. 61). Moreover,
as suggested by Shaffer et al., (1982), if some link between childhood and cancer is
accepted, two logical alternatives are left: lack of closeness to parents is either a direct
cause or concomitant of later cancer development—their preference was the latter. First,
there is abundant evidence which indicates that both psychological factors and cancer
incidence have sizable genetic components; if this is the case, it may be possible that
certain types of each may be linked in certain populations.
Secondly, most carcinogenetic theories that implicate psychological factors also
imply a traumatic [environmental] source for the causatic emotional state, for example, loss
as the origin of depression. However, inconsistent findings in the literature as to eariy
trauma, as well as the inability to determine whether traumatic experiences in childhood
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actually occun-ed limit the robustness of this position. Hence the concomitance explanation
appear "to be more in accord with the principle of parsimony" Shaffer et al., 1982, p. 159).

Emotional Suppression
According to Baltrusch and colleagues, emotional suppression is considered the core
of the cancer prone individual or Type C behavior pattern (Baltrusch, Stangel, & Titze,
1991, p. 320). Independently, Temoshok in the United States (Temoshok & Fox, 1984;
Temoshok, 1987, 1992, 1995) and Greer in England (Greer & Watson, 1985; Moms, 1980;
Montis & Greer, 1980) both designated the tenn of 'Type C" to refer to the biobehavioral
pattern and coping style seen in persons with cancer.
Temoshok interviewed over 150 melanoma cancer patients to investigate their
"states of mind," and documented a common "shield of detachment" during discussions;
the patients discussed themselves and their illness in an emotionless, detached and
objective manner. Also, compared to cardiac patients or controls, cancer patients had more
instances of higher physiological (electrodemrial) arousal while reporting lower self-reports
of distress (Kneier & Temoshok, 1984). Reduced affect expression, especially that of
anger, was associated with more rapid tumor mitosis and poorer infiltration of immune cell
lymphocytes at the cancer site-with greater tumor thickness-all indicators of poorer
prognosis in malignant melanoma (see Temoshok, 1987,1992).
The following behaviors were associated with the Type C personality pattem: (1)
Nonexpression of anger (suppression and/or repression), often with unawareness of any
feelings of anger at all; (2) Lack of experience and/or expression other negative emotions,
such as fear, sadness or anxiety; (3) patient, appeasing unassertive, and compliance with
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authorities; and (4) over concern with meeting the needs of others while not meeting their
own needs to the point of extreme self-sacrifice (Temoshok, 1992).
The above findings are congment with previous descriptors prior to Temoshok's
unifying effort of conceptualization: pathological niceness, unassertiveness, stoicism and
perfectionism, and; harmonizing behavior, extreme social confomriity with avoidance of
conflicts, and self-sacrificing behavior with unawareness or denial of own basic needs. As
above, included is the dominant characteristic of emotional suppression with a strong and
pleasant facade where feelings become hidden under a mask of normalcy and selfsufficiency. Lastly, there is the attitude tendency of hopelessness or despair of ever having
needs met by the environment (Baltmsch & Waltz, 1987; Eysenck, 1987; Temoshok &
Dreher, 1992). Temoshok includes mental organization and processing as important to
both cardiac and cancer disease development. For example, cancer is thought to arise
from stressful encounters being accommodated at a lower level of mental organization-at
the level of perception-which she views as having its biological substrate in
immunomodulatory neuropeptides (see Temoshok, 1983, 1987, 1992).
In sum, Temoshok's view is that the 'Type C behavior pattern certainly originates in
the family"; the child is taught to cope with stress and trauma by controlling emotions,
appeasing parents, and being polite and respectful at all times; and "this facade is put in
place eariy, even before brain development is complete, so the pattem has deep roots"
(Temoshok & Dreher, 1992, p. 152). This position certainly seems to advocate a
developmental approach.
Greer and colleagues of the Faith Courtauld cancer and psychological medicine
group of the King's College and the Royal Marsden Hospital in England have become
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recognized for their research into psychosocial factors relating to breast cancer. Numerous
investigations by this group have yielded significant findings regarding emotional
suppression in individuals with breast cancer as a factor in both disease onset and
prognostic survival time (e.g., Greer, Moorey & Watson, 1989; Greer & Watson, 1985;
Pettingale, Monis, Greer & Haybittle, 1985; Watson et al., 1991). Repeated studies have
indicated an association between a characteristic "emotional style" of emotional
suppression-that is, a behavioral pattem persisting throughout life of extreme
suppression or control of anger expression-and breast cancer diagnosis (Greer & Watson,
1985; Pettingale, Watson, & Montis, 1985; Watson, Pettingale, & Greer, 1984; Watson et
al., 1991).
One study by Greer and Watson (1985) found that breast cancer patients, in contrast
to controls, showed significant skin conductance increase while displaying an outward
facade of behavioral control during treatment induced stress. It was suggested that people
with this emotional inhibition style deal with stress at the expense of increased physiological
activation; and, immunological responses are also likely to be activated (Greer & Watson,
1985). This is similar to Temoshok's eariier stated finding regarding physiological arousal
during contradictory self-reports of low perturbation (Kneier & Temoshok, 1984). It is
recalled that a study regarding adult attachment by Dozier and Kobak (1992) investigated
regulation during distress in terms of attachment system activation-deactivation with
physiological indicators. It was expected that individuals who avoid attachment material,
divert attention away from stressful situations, and appear outwardly "unperturtDed"—thus,
inferred deactivating avoidants-would show physiological activation while exhibiting
controlled external behaviors. Results showed that avoidant or dismissing subjects showed
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mari<ed increase in skin conductance levels from baseline during induced stress during the
Adult Attachment Interview (George, Kaplan, & Main, 1985).
The contention that suppression or noncommunication of affect may be important in
the initiation and course of cancer led Van Der Ploeg et al. (1989) to comment: 'The nonexpression of emotions, suppression or control appears to be a core concept. Our results
suggest that the control of anger may be an essential part of it. And that it is the control or
suppression of anger rather than the absence of anger which is important" (p. 223).

Interpersonal Relations and Immunology
The area of marital dismption and immune function has been a specific research
focus of psychiatrist Kiecolt-Glaser and immunologist Glaser. Results have led them to
conclude that interpersonal relationships likely serve as mediators of immune system
function (Kennedy, Kiecolt-Glaser & Glaser, 1988; Kiecolt-Glaser et al., 1987; KiecoltGlaser & Glaser, 1992, 1995). Moreover, marital dismption has been associated with
increased healthrisks,and attachment theory has been the primary framewori< used to
explain postseparation illness symptomatology (Kiecolt-Glaser et al., 1987).
Marital disruption is the single most powerful socio-demographic predictor of stressrelated physical illness; also, separated/divorced adults have the highest rates of acute
medical problems, of chronic medical conditions that limit social activity even when age,
race and income are controlled (Kiecolt-Glaser et al., 1987). Indeed, from available data of
circa 1980, divorced and bereaved spouses were found to have a greater incidence of
cancer mortality than the general population.
Kiecolt-Glaser's group investigated the relationship between marital quality,
dismption and immune function (Kiecolt-Glaser et al., 1987). It was found that women who
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had separated from their husbands within the last year had significantly poorer immune
function than demographically matched manned women. Among the separated/divorced
cohort, short separation periods and greater attachment to the [exjhusband were
associated with poorer immune function. Findings were consistent with epidemiological
evidence linking marital disruption with increased morbidity and mortality (Kiecolt-Glaser &
Glaser, 1986,1995; Kiecolt-Glaser etal., 1987).
In sum, Kiecolt-Glaser and colleagues believe that factors such as attachment,
loneliness and depression are related to immune changes, and that interpersonal relations
are immunologically important to health outcomes. Specifically, the quality of interpersonal
relationships may serve to attenuate adverse immunological changes associated with
psychological distress, thus having immunological consequences for disease vulnerability
(Kennedy, Kiecolt-Glaser & Glaser, 1988).
Hojat and Vogel (1987) view socio-emotional relations as impacting disease
development via neuroendocrine pathways. They postulate that sensory-physiological
interaction between mother and infant, and physiological thermo-regulatory effect of body
temperature during reciprocal contact influences physiological rhythmicity; this, in turn
affects physiological synchronization and neurophysiological development. Furthermore,
this impact of socio-emotional bonding on body homeostasis and immune system
homeostasis, in particular, suggests that socio-emotional behavior may be a neuroanatomically based, psycho-physiologically mediated system in the central nervous system.
Proposing associations between attachment and physiology, these researchers
suggest that "socio-emotional behavior is aligned with biological and neurophysiological
aspects of body function, which can provide plausible explanations for the outcomes of
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making and breaking of Bowlby's affectional ties" (Hojat & Vogel, 1987, p. 137). Recall that
internal worthing models of attachment are thought to be located within the central nervous
system and rooted in neuro-physiological processes (Ainsworth, 1989; Bowlby, 1988).
Thus, neurobiochemical antecedents of socio-emotional bonding and physiopathological
reactions to broken bonds indicate that body and mind should be studied as one whole
system (Hojat & Vogel, 1987).

Rationale
Avoidant attachment or dismptions in attachment bonds have been identified as a
possible risk factor for later cancer development. Support for this association derives from
reported lack of closeness to parents, separation/loss of parents, as well as an emotionally
cold climate in childhood from adults with cancer. These identified factors are consistent
with an attachment framewori^. Additionally, a connection between eariy security and later
behaviors related to health and illness has been proposed.
Other research implicates emotional control or hyper-regulation of negative affect,
especially of anger, as the main attribute of the cancer personality and the avoidant
attachment style. As presented eariier, attachment conceptualization includes the notion of
varied affect regulation pattems associated with differing intemal models and behaviors.
However, despite suggestions that research should investigate the relationship between
avoidantly attached and cancer prone individuals (e.g., Feeney & Ryan, 1994; Kotler et al.,
1994), no empirical work has followed through on this specific area.
What has been done regarding attachment and health is limited. Feeney and Ryan's
(1994) study examined eariy family illness influencing later attachment and health
behaviors, but no study has investigated whether eariy family relations may influence health
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outcomes in adulthood. Additionally, the findings of Kotler et al. (1994) regarding avoidant
attachment and physical symptomatology have not been extended to any specific illness.
Lastly, research into immunity and interpersonal relationships indicates that attachment has
immunological consequences, thus potentially playing a mediating role in health.
The purpose of this research was to extend past findings on eariy family relations and
health outcomes by (a) addressing a specific disease, cancer, from (b) an attachment
theoretical perspective with attention to predictors of cancer. Adult breast cancer and noncancer groups were compared on: a retrospective measure of perceived parental care and
control during childhood (PBI); their current internal worthing models of attachment in
general (AAQ); and, on emotional control (CECS), an expected correlate of both avoidant
attachment and the development of cancer.

Hypotheses
The primary hypotheses were:
1. Women with cancer will retrospectively report lower parental care during
childhood than women who did not develop cancer.
2. Women with cancer will retrospectively report higher parental control during
childhood than women who did not develop cancer.
3. Women who score high on the general attachment dimension of avoidance will
be more likely to develop breast cancer than women who score low on
avoidance.
4. Emotional control will be higher among women who develop cancer than among
those who do not.
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Also, it is expected that:
5. There will be a negative relationship between parental care in childhood and
emotional control as well as general avoidance in adulthood.
6. There will be a positive relationship l^tween emotional control and general
avoidant attachment.
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CHAPTER III
METHODOLOGY

Participants
The participants for this study were 104 women recmited from the American Cancer
Society, from a newspaper notice, and from fliers placed in doctors' offices and
mammography centers. Participants resided in a Southwestem community of
approximately 200,000, with a mean age of 47 years (SD = 5.8); restricted age for this
study was 35 to 55. Participants were primarily Caucasian (93%) with Protestant religious
affiliation (66%). Modal family income was $50,000 or more (44%), and most of the women
were manned (76%). The majority had bachelor's and graduate degrees (55%) and worthed
full-time (55%). Considering family background variables, 40% of the sample had
experienced loss during childhood, and 63% came from families with a history of cancer.
The majority of the sample (94%) reported "mother" as primary caregiver in childhood
(Table 3.1).
Procedures
A mammography center and 23 local physicians' offices (i.e., oncologists,
obstetricians, gynecologists) agreed to post fliers requesting participants for a study of
women and breast cancer; name and phone number of investigator were given. The
medical editor for the Health Section of the local newspaper was also contacted, and a
notice requesting participants was advertised (Appendix C).
Assistance was received from the two nearby divisions of the American Cancer
Society (ACS). Both divisions agreed to mail questionnaire packets directly from their
offices. The investigator was given the total number of packets sent in order to assess
response rate. This assistance by the ACS also included the absorption of mailing costs.
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Table 3.1: Frequencies of Demographic Variables.

Statistics
Variable
Religion
Catholic
Jewish
Protestant
Other
Ethnicity
White
Mexican
African
Marital Status
Single
Married
Divorced
Widowed
Education
High School
TechA/ocat
College
Masters
Doctorate
Inconne
$10,000-$24,999
$25,000 - $49,999
$50,000 or more
Wori< Status
Not Worthing
Part-time
Full-time
Family History
of Cancer
No
Yes
Loss
No
Yes

Frequency
19
1
69
15

18.3
1.0
66.3
14.4

18.3
19.2
85.5
100.0

97
5
2

93.3
4.8
1.9

93.3
98.1
100.0

2
79
15
8

1.9
76.0
14.4
7.7

1.9
77.9
92.3
100.0

35
12
30
18
9

30

Cumulative
Percent
Percent

33.7
11.5
28.8
17.3
8.7

33.7
45.2
74.0
91.3
100.0

17
41
46

16.3
39.4
44.2

16.3
55.8
100.0

27
20
57

26.0
19.2
54.8

26.0
45.2
100.0

39
65

37.5
62.5

37.5
100.0

62
42

59.6
40.4

59.6
100.0

Interested women who saw the flier or advertisement responded by calling the listed phone
number; confidentiality and anonymity were assured and mailing addresses were obtained.
Questionnaire packets were then sent with self-addressed, return envelopes and paid
postage. The overall rate of questionnaire completion for individuals who contacted the
investigator and agreed to participate, or who were contacted by the ACS, was 82%.

Measures
Questionnaires included demographics and family of origin background variables
(e.g., eariy loss, family history of cancer). Also included were the 17-item Adult Attachment
Questionnaire (Simpson, Rholes, & Phillips, 1996), the 25-item Parental Bonding
Instrument (Paricer, Tupling, & Brown, 1979); and the 21-item Courtauld Emotional Control
Scale (Watson & Greer, 1983; see Appendices A-B).

The Adult Attachment Questionnaire
The Adult Attachment Questionnaire (AAQ) is a 17-item measure that asks
individuals to indicate how they relate to romantic partners in general, thereby attempting to
access generalized attitudes or internal woricing models of attachment. Each item is
answered on a 7-point Likert scale ranging from 1 (strongly disagree) to 7 (strongly agree).
Examples include: "I'm not very comfortable having to depend on other people," and "I
rarely won^ about being abandoned by others." Researchers have confirmed two
dimensions for the AAQ (Griffin & Bartholomew, 1994; Simpson et al., 1992,1996).
The first dimension reflects the extent to which individuals have negative views of
others and tend to avoid closeness and intimacy in relationships. Eight items make up this
subscale with possible scores ranging from 8 to 56. The second dimension reflects an
individual's level of ambivalence: the degree to which individuals have negative self-views
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conceming relationships with excessive preoccupation about issues of loss, abandonment,
and commitment. This subscale consists of nine items with possible scores ranging from 9
to 63. High scores on the avoidant or ambivalent scales indicate greater respective
avoidance or ambivalence, while low scores on both indicate a secure orientation toward
self and others.
This instrument has been found to be internally consistent with previously reported
Cronbach alphas for women of .74 and .76 for the avoidant and ambivalent indexes,
respectively. Reliability analyses for the AAQ in the cun-ent study produced the following
coefficient alphas of .86 (Avoidance), and .82 (Ambivalence). The AAQ has documented
discriminant and convergent validity (Griffin & Bartholomew, 1994; Simpson et al., 1992;
Speriing, Foelsch, & Grace, 1996). Obsen/ation techniques have supported theoretical or
constmct validity of the AAQ in adult secure and avoidant attachment reactions to distress,
supporting giving and support seeking (Simpson et al., 1992).

The Parental Bonding Instmment
Perceptions of parent-child relations in childhood were assessed using the Parental
Bonding Instmment (PBI). The PBI is a 25-item instmment designed to measure
dimensions of care and control of parent-child relations in childhood. Bonding refers to the
perception and experience of the interacting individuals (Paricer, 1994). Thus, this
instrument, specifically derived from attachment theory, is a self-report "experiential"
measure regarding perceived parental care and control.
The care scale (the opposite extreme being rejection or indifference) contains 12
items; the control/overprotection scale (the opposite extreme being encouragement of
autonomy and independence) includes the remaining 13 items. The PBI is scored on a
Likert-type scale ranging from 0 (very like) to 3 (very unlike). The care subscale allows a
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maximum score of 36, and the control subscale allows a maximum score of 39. Examples
include, "Spoke to me with a warnn and friendly voice", and 'Tried to control everything I
did."
The PBI has good internal consistency, with split-half reliability coefficients of .88 for
the care subscale and .74 for the control or overprotection subscale. Test-retest
congelations over a three week period have been found to be .76 for care and .63 for
overprotection. Also, long-temri reliability over a ten-year period for care (.68) and control
(.62) scales were found to be impressive in comparison to other measures (Wilhelm &
Paricer, 1990). Coefficient alphas for the cun-ent study were .94 for care for both mother and
father; reliability for the control scale yielded alphas for mother and father of .87 and .89,
respectively. This measure has been documented as having good concurrent and
predictive validity (Andersson & Stevens, 1994; Parker, 1994).

Courtauld Emotional Control Scale (CECS)
The Courtauld Emofional Control Scale is a 21-item instrument designed to measure
degree of emotional control reactions to feelings of anger, sadness, and anxiety. Each
statement begins with "When I feel..." and consists of similar responses: I keep quiet, I
refuse to argue or say anything, I bottle it up, I say what I feel, I avoid making a scene, or I
smother my feelings.
Responses are rated on a 4-point scale ranging from "almost never" to almost
always." The CECS is used as a measure of overall emotional control; the degree of affect
regulation is derived from the summed total of responses over three subscales (anger,
sadness, and anxiety). A high score indicates greater control of emotion as reflected by the
total score. In accord with the literature, the total score will be used for this study.

33

The CECS has been found to have acceptable test-retest reliability as well as intemal
consistency. Coefficient alphas for the anger, sadness, and anxiety subscales have been
found to be .86, .88, and .88, respectively. Additionally, three to four week test-retest
reliability yielded conrelations for the anger, sadness, and anxiety subscales of .86, .89, and
.84, and a total correlation of .95. For this study, the overall alpha was .94. The CECS has
documented concun-ent validity (Watson & Greer, 1983).
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CHAPTER IV
RESULTS

Preliminary Analyses
Demographic Variables
Chi -square analyses revealed no significant relation between cancer status and the
demographic variables of religion, ethnicity, marital status, and education. Marital status
was collapsed into two categories, "married" and "other," and religion was collapsed in
three categories, "protestant," "catholic," and "other" (Table 4.1). A significantfindingwas
revealed as to cancer status and family history of cancer (present or absent), X^(1 ,N=104)
= 4.96, p <.05; thus, it appeared that women with cancer in this study were more likely to
come from families who had experienced cancer. Independent t-test analysis showed a
significant difference between groups on age, p <.05: women with cancer were more likely
to be older (M = 48.28; SD = 5.16) than women without cancer (M = 45.75; SD = 6.14).
Significant con-elations between demographic and dependent variables occurred only
for marital status: marital status was negatively related to avoidance (r = -.23, g <.05) and
positively related to patemal care (r = .22, p <.05). Thus, manned women had lower scores
on avoidant attachment, and higher father care scores.

Congelations among Dependent Variables
Most dependent variables were significantly related with one another in the expected
direction; however, con-elations were generally low to moderate (Table 4.2). Significant
positive relations were found between avoidant attachment and emotional control as well
as emotional control and maternal control; avoidant attachment in adulthood was negatively
related to parental care in childhood.
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Table 4.1:

Frequencies for Demographic Variables by Group.

Group
Demographics
Religion
Catholic
Protestant
aher

CANCER

NO CANCER

Frequency Percent

Frequency Percent

8
39
5

15.4
75.0
9.6

11
30
11

21.1
57.7
21.1

Ethnicity
White
Mexican
African

51
1
0

98.1
1.9
0.0

46
4
2

88.5
7.7
3.8

Marital Status
Married
Other

43
9

82.7
17.3

36
16

69.2
30.8

Education
High School
TechA/ocat
College
Masters
Doctorate

19
8
15
7
3

36.5
15.4
28.8
3.5
5.8

16
4
15
11
6

30.8
7.7
28.8
21.1
11.5

Income
$10,000-$24,999
$25,000 - $49,999
$50,000 or more

8
20
24

15.4
38.5
46.1

9
21
22

17.3
40.4
42.3

Woric Status
Not Wori<ing
Part-time
Full-time

18
13
21

34.6
25.0
40.4

9
7
36

17.3
13.5
69.2

Family History
of Cancer
No
Yes

14
38

26.9
73.1

25
27

48.1
51.9

Childhood
Loss
No
Yes

24
28

46.2
53.8

38
14
36

73.1
26.9

Table 4.2:

Correlations among Dependent Variables.

1. AVOID
2. EMOT

.34**

3. MCAR

-.28**

4. MCON

.08

.22*

5. FCAR

-.30**

.04

.47**

-.31**

6. FCON

.11

.06

-.34**

.54**

-.16
-.56**

-.53*

^/ariable labels are: AVOID (Avoidant Attachment), EMOT (Emotional Control), MCAR
(Maternal Care), MCON (Maternal Control), FCAR (Father Care), and FCON (Father
Control).

*p <.05
**g <.01
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Significant positive relations were found between mother and father scores of care and
control, while parental care was significantly negatively related to control within and across
parental gender. Specifically, maternal care was negatively related to matemal and paternal
control, and the same significant relationships were found regarding father care scores.

Hypotheses Testing
Hypotheses 1-4 were tested with univariate ANOVAs. The same results were
obtained for these and subsequent analyses from ANCOVAs which included age, marital
status, and family history of cancer as covariates. Refer to Table 4.3.
For hypothesis 1, stating that women with breast cancer will report lower parental
care scores during childhood than women without breast cancer, no group differences were
found for care by mother, F(1,102) = .463, or by father, F(1,102) = 1.72. Thus, hypothesis
one was not supported.
Analyses for hypothesis 2, stating that women with breast cancer will report higher
parental control during childhood than women without breast cancer, found that neither
control by mother, F(1,102) = .595, nor control by father, F(1,102) = .239, were significantly
related to cancer group status. Hypothesis 2 was not supported. Power for the analyses
testing hypotheses 1 and 2 ranged from .08 to .25.
There was a significant group difference for avoidant attachment, F(1,102) = 9.15, g
<.01, omega squared = .07, with the cancer group (M = 32.71, SD = 9.9) reporting
significantly higher avoidance than the non-cancer group (M = 27.00; SD = 9.34). Thus,
hypothesis 3, which stated that women with breast cancer will score higher on avoidant
attachment than women without cancer, was supported (see Table 4.3 for means and
standard deviations by group).
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Table 4.3:

Means and Standard Deviations for variables by Cancer Status.

Group
CANCER

NO CANCER

Variable
Mother Care

Mean
22.50

SD
10.59

Mean
23.84

SD
9.55

Father Care

22.30

9.86

19.61

11.02

Mother Control

14.34

8.06

13.13

7.94

Father Control

13.40

8.66

14.23

8.58

Avoidant
Attachment

32.71

9.90

27.00

9.34

Emotional
Control

57.63

11.66
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44.98

10.93

The fourth hypothesis stated that women with breast cancer will score higher on
emotional control than women without breast cancer. It was supported (see Table 4.3),
based upon a significant group difference, F(1,102) = 32.57, £ < .001, omega squared =
.22. Women with breast cancer reported a significantly higher degree of affect control (M =
57.63; SD = 11.66) than did women without breast cancer (M = 44.98; SD = 10.93).
Hypothesis 5 stated that there will be a negative relation between parental care
scores in childhood and scores of both avoidant attachment and emotional control in
adulthood. Significant negative relationships were found for both mother (r = -.28, p <.01)
and father (r = -.30, g <.01) care scores and avoidant attachment in adulthood. However,
care by parents was not negatively related to emotional control in adulthood. Hypothesis 5
was partially supported.
The final hypothesis, stating that there will be a positive relation between scores on
emotional control and avoidant attachment in adulthood, was supported (r = .34, g <.01).
Univariate analyses were followed up by multivariate discriminant analysis to determine the
relationship between cancer status and the group of criterion variables. Avoidant
attachment, emotional control, care and control by mothers and fathers were entered as the
predictor variables. One significant discriminant function, X^ (6, N=104) = 33.42, g <.001,
indicated that these factors did separate the cancer group from the non-cancer group.
The variables with the greatest contribution as revealed by standardized canonical
discriminant coefficient weights were emotional control (.79), avoidant attachment (.41),
and father care (.39). Standardized coefficients for mother care, father control, and mother
control were .07, .04, and .03, respectively.
The stmcture coefficients showed a similar pattem. Stmcture coefficients are a better
indicator of variable importance than standardized coefficients because they are bivariate
40

congelations; they are not affected by contributing relationships (possible mulficollinearity)
with the other variables as are the standardized coefficients (Klecka, 1980). Emotional
control and avoidant attachment yielded the highest respective con-elations of .89 and .47,
followed by father care (.20), mother control (.12), mother care (.10), and father control
(.07). Thus, emotional control and avoidant attachment are the best predictors for
distinguishing breast cancer status in this sample.
Classification results indicated that 39 women (75%) were correctly classified into the
cancer group while 35 (67.3%) were con-ectly classified into the non-cancer group. The
total percent of "hits" or cases correctly classified was 71.15%. The prior probability of
con-ect assignment by chance alone for two groups is 50%; thus, classification for this
sample was above that due to chance alone.

Supplemental Analyses
Ambivalent Attachment
Given that this study is thefirstto directly investigate cancer from an attachment
theory perspective, scores on the ambivalent attachment subscale were explored. A low
positive con-elation was found between ambivalent and avoidant attachment scores (r =
.28, p <.01). There was also a negative relationship between ambivalence and care scores
by mother (r = -.40, p <.01) and father (r = -.30, p <.01). Greater ambivalence in adulthood
was positively related to control by mother in childhood (r = .36, p <.01), but not by father.
In contrast to avoidance, no relationship was found between ambivalence and
emotional control. Additionally, a one-way ANOVA of ambivalent scores by cancer status
group revealed no significant differences, F(1,102) = .339, p = ns. Thus, only the avoidant
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dimension of attachment yielded significant differences between the groups of women with
and without breast cancer.

Emotional Control of Anger
The emotional control of anger, in particular, pervades the cancer literature as a
core characteristic of individuals who develop cancer. Accordingly, a specific variable
representing only anger scores from the emotional control score sum was investigated.
Significant differences in anger control scores were found between the two groups, F (1,
102) = 20.56, p = .0001; women with cancer indicated significantly higher scores on the
control of anger (M_ = 18.82; SD = 4.68) than did women without the disease (M = 14.94;
SD = 4.03). This finding supports the literature as to the particular importance of
emotional control of anger in individuals with cancer.

Childhood Loss
Childhood loss and its potential impact on adult health has been a recurrent issue in
the cancer literature (e.g., Baltmsch & Waltz, 1985,1987; Leshan, 1966)~the "loss"
hypothesis (e.g., Eysenck, 1987). Chi-square analysis, X^(1,N_=104) = 7.83, p <.01,
showed a significant relationship between loss of a significant person in childhood and
cancer group status.
Of the 42 women from the total sample who reported childhood loss, 28 of them had
breast cancer in contrast to 14 who did not; of the 62 women who did not experience
childhood loss, 38 were cancer free. Thus, 27% of women in the non-cancer group
experienced loss in eariy life compared with over half of the cancer group (54%). These f

42

findings are consistent with the literature as to a relationship between childhood loss and
later malignant neoplasia.
Frequencies of cancer individuals revealed that reported age for loss began eariier
(age 3) than for the non-cancer group (age 7). A one-way ANOVA for age at time of loss by
cancer status group was conducted, however, no significant differences were found, F (1,
40) = 1.48, p = ns.
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CHAPTER V
DISCUSSION

Tests of Hypotheses
The most importantfindingof this study was that women with cancer scored
significantly higher than did the comparison group on avoidant attachment. This, along with
thefindingof significantly higher emotional control among women with breast cancer, lead
to various interpretations. Due to the potential association between these two variables,
bothfindingswill be discussed below.
A relationship between avoidant attachment and emotional control was also found.
Thesefindingsare consistent with an attachment theory perspective in that avoidantly
attached individuals are characterized by hyper-regulation of affect. Likewise, thefindingof
significantly higher emotional control in women with breast cancer is consistent with
literature in that area (e.g., Greer, Moorey, & Watson, 1989; Greer & Watson, 1985;
Watson et al., 1991; Watson & Greer, 1983).
The abovefindings,however, can not to be interpreted as indicafing that the
constellation of attributes known as avoidant attachment and Type C [cancer] personality
are exactly the same ~ the data do not support such a statement. Nor can it be prematurely
deduced that people categorized as avoidantly attached are immediately at greaterriskof
cancer. It could be that having breast cancer or any other threatening disease might invoke
greater avoidance or Bowlby's "defensive" exclusion (Bowlby, 1982), as a coping
mechanism.
Such a "call to fate" could understandably usher in degrees of denial and distance,
suspicious uncertainty, and mistmst~not only of one's own body, others, and life—but also
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of foiled cosmic compassion. Who is to say that cellular, physiological angst does not
parallel universal, existential angst, which is behaviorally displayed through avoidance?
What the results do suggest at this time is a potential link at the juncture of affect regulation
(In attachment theory tenns) or emotional control (in cancer literature tenns) in women with
breast cancer. This fosters an expanded look at attachment within the context of illness.
As noted by hemo-immunologists Baltmsch and Waltz (1987), eariy parent-child
attachment provides a secure base which is related to development of a sense of
existential security. Additionally, the control or repression-suppression of negative emotions
apparently linked to cancer proneness in some, "may have its roots in the lack of a secure
base in childhood" (p. 182). Attachment, while being a theory of socio-emotional
development, can also be considered a biobehavioral theory including both
neurophysiological and behavioral components.
When cast in the light as a theory of affect regulation supposedly rooted in the central
nervous system (CNS) with concomitant physiological responses (Ainsworth, 1982;
Bowlby, 1988; Dozier & Kobak, 1991), attachment theory has potential interdisciplinary
application. For example, models of stress, illness, and disease course are often composed
of biobehavioral factors (e.g., Anderson, Kiecolt-Glaser, & Glaser, 1994). Moreover, it is
precisely through eariy experiences with caregivers that patterns of affect regulation (and
potential coping strategies) evolve, the maintenance of which depends upon the presence
of a secure base.
An appropriate question is then whether attachment history or style of worid interface
and reactivity-^with emphasis on physiological and behavioral concomitants-are
psychosocial precursors to cancer. Psychosocial precursors into the etiology of cancer as
offered here suggests a differential [developmental] vulnerability factor. Such a proposal
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accordingly ushers in the integrative potential for an interdisciplinary model of development
and medicine: a model involving attachment and associated affect regulation,
neurophysiological [CNS] pattems, and the immune system. Regardless of response to the
above, there is considerable evidence demonstrafing psychosocial or behavioral
modulation of immune function (see Kiecolt-Glaser & Glaser, 1992,1995). Three areas of
evidence will be discussed.
First, there is the previously cited literature by Kiecolt-Glaser and colleagues (1987,
1988,1995) regarding interpersonal relafions (e.g., maniage, divorce, bereavement) and
immunological consequences, leading to the stance that interpersonal relations likely
mediate immune function. Based on researchfindings,they believe that factors such as
attachment, loneliness, depression, and chronic caregiving are related to immune changes.
Thus, interpersonal relations are immunologically important to health status and outcome
(Anderson, Kiecolt-Glaser, & Glaser, 1994; Kennedy et al., 1988; Kiecolt-Glaser & Glaser,
1986, 1995; Kiecolt-Glaser etal., 1987).
Second, there is research showing social support to be a positive factor in health
outcomes and coping with stress (e.g., Kiecolt-Glaser, Dura, Speicher, Trask & Glaser,
1991; Uchino, Cacioppo, & Kiecolt-Glaser, 1996). For example, a study cited by Baltmsch
and Waltz (1987) found a lack of socio-emotional support from the spouse to be inversely
related to natural killer (NK) immune cell activity. "When events have interpersonal
components, they are related to greater immune alteration than nonsocial events"
(Anderson et al., 1994, p. 391). However, social bonds to significant others that provide
support without severe conflict appear conducive to successful adaptation to stress with
health enhancement (Baltmsch & Waltz, 1987).
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Thirdly, Davidson and colleagues have amassed evidence regarding a connection
between emotions and brain asymmetry (Davidson, Ekman, Senulis, Saron, & Friesen,
1990; Davidson & Tomaricen, 1989; Tomaricen, Davidson, Wheeler, & Doss, 1992;
Wheeler, Davidson, & Tomaricen, 1993). Electroencephalograms (EEG) of asymmetric
activation have been recorded in response to a variety of affect elicitors, for example, infant
response to stranger approach, mother approach, and maternal separation (reminiscent of
the Strange Situation). Studies have repeatedly shown the left frontal region to be
associated with positive emotions, while therightfrontal region is more active during certain
negative emotions. Of interest is the fact that this group made reference to Bowlby and
attachment theory (Davidson & Fox, 1989; Fox & Davidson, 1987,1988).
In sum, wori< with infants and adults have shown reliable CNS patterns during
specific emotions, providing support for the notion of affect-specific physiological patterning.
These researchers have proposed a biological substrate tenned "affective style" where
baseline levels of brain activation reflect individual differences in affective reactivity. Lastly,
this group also found a relation between brain asymmetry and immune function (Kang,
Davidson, Coe, & Ershler, 1991): women with extremerightfrontal activation had
significantly lower levels of NK cells than their counterparts.
A major hypothesis behind much behavioral cancer research is that the family
environment influences how people cope with stress as adults. Research points to a
possible etiological signiflcance of factors including the social environment, the coping of
cancer-prone individuals, and their management of negative emotions. Furthermore,
persistent pattems of affect regulation may be related to patterns of
neuroimmunomodulation (NIM), for NIM is a path to Increased disease vulnerability
possibly associated with repression/suppression of affect (Baltrusch & Waltz, 1987).
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The social context of the family may be considered a major source of affect
socialization where behavioral pattems related to later health are acquired. One must beg
the question as to the connection between Davidson's biological substrate or "affective
style" and underiying affect patterns in attachment styles.
It may not be the overt interpersonal attachment label that is associated with cancer,
but the deeper level of physiological pattems that have evolved and been maintained via
attachment. That is, substrate pattems that are inconsistent with extemal expression and
appearance-a conflicted and dishamrionious self Thus, thefindingsof higher avoidant
attachment and emotional control in women with breast cancer in this study present the
opportunity for interdisciplinary teams. Attachment may prove to be a vulnerability factor of
a multifactorial life events model for stress and illness integrating development and
medicine.
Other results from this study indicated that parental care and control, as measured by
the Parental Bonding Instmment (PBI), in childhood were not significantly related to cancer
group status in adulthood; the expected differences between groups were not found. This
finding in both parental variables was somewhat surprising since several researchers have
specified poor quality of parent-child relations as a psychosocial characteristic of adults
with cancer (e.g., Baltrusch & Waltz, 1985,1987; LeShan, 1966; Temoshok & Dreher,
1992; Thomas, 1988). However, several explanations may account for the present findings.
One explanation concems that of the underiying [theoretical] attributes of the
participants involved. Specifically, individuals classified as highly avoidant or "dismissing" in
Main's classification (George, Kaplan, & Main, 1985) exhibit what may be called
"retrospective denial"; they have a tendency to idealize parents and cast them in a
favorable light, despite the lack of memories to support such a stance. Meanwhile, cancer
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patients (Renneker, 1981) have been equated with the "pathological niceness syndrome"
evolved from childhood: a manner of interacting where self-assertiveness and emotional
competence are inhibited and the child leamed that compliance and suppression of
negative emotions were prerequisites for [conditional] love.
Other descriptions (e.g., Temoshok & Dreher, 1992) include cancer patients as being
appeasing, compliant with hannonizing behaviors, extremely confoming with selfsacrificing behaviors and denial of his/her own basic needs. Thus, fomris of denial or self
"unawareness" as well as excessive niceness/hamionizing in the fomi of social desirability
may have played a role in responses.
Finally, another explanation as to thefindingsmay lie in the particular measure used.
While some cancer researchers have made reference to parent-child relations or "social
bond" (e.g., Waltmsch & Waltz, 1985), others have specified the "family affective climate"
(Grassi & Molinari, 1986), or unresolved emotional tension with parents (LeShan, 1966) as
recunrent themes in adults with cancer. The term "lack of closeness to parents" has also
been used as qualifier for these eariy experiences (e.g., Thomas, 1988). The PBI may have
not been the best measure with which to tap these family experiences. Periiaps a measure
assessing multiple domains of the family environment such as the Family of Origin Scale
(Hovestadt, Anderson, Piercy, Cochran, & Fine, 1985), would have revealed more about
family relations and dynamics.
Parental care was found to be negatively related to avoidant attachment in adulthood.
This is congruent with attachment theory from the standpoint that low care scores could
infer lack of sensitivity/responsivity, availability, and generalized rejection of sought care.
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Accordingly, such experiences would encourage compulsive reliance on self to the
exclusion of others with increased mistmst and distancing in intimate relations,
characteristic of avoidantly attached individuals.
No significant relationship was found between parental care and emotional control.
As withfindingsabove, no previous literature is available for comparison since this is the
first study to investigate these specific variables. However, a possible explanation may be
that in contrast to avoidant attachment, emotional control is not based on interpersonal
interactions with significant others; nor is emotional control directly linked with
complementary and mutually confimning intemal woricing models that deal with the domain
of self in "relatedness" to others.
Possible explanations other than that of an attachment framework need to be
considered regarding the importantfindingsof this study. Present life stress factors, which
were not assessed, might have influenced scores on avoidant attachment and emotional
control. Additionally, the nature of current relationships and availability of social support
may have played a role in participant perspective and scores. Lastly, the adult event of
being diagnosed with a terminal illness—as well as enduring the equally fomnidable
experience of treatment-could have possibly affected individual avoidant and emotional
control responses.

Limitations
There were several limitations in this study. The first issue is that of generalizability of
this sample. Participants were based on volunteerism. Therefore, self-selection is a major
limitation of this study which reduces generalizibility; also, there may have been different
self-selection factors for the cancer and non-cancer groups. Other sample characteristicsgender, age, and cancer type-also affect generalizability. This study involved women with
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the select age strata of middle adulthood (35 to 55), with a mean of 47 years. Accordingly,
results cannot be applied to groups of women at much younger or older points in their life
cycle.
Cancer diagnosis also limits application. This study was regarding breast cancer-not
ovarian, lung, or other neoplastic processes. While similar attributes have been found in the
literature across cancer type and gender, for example, bottled up emofions or emotional
control in men with lung cancer (e.g., Kissen, 1963), the present study'sfindingsdirectly
pertain to women with breast cancer. Moreover, it would be inappropriate to generalize
these results to studies-hopefully sensitive and non-intmsive studies-of women in the late
or final stages of this disease, thus requiring hospitalization, hospice intervention, or other
forms of compassionate assisted care.
Issues of design are also salient. A current limitation was the fact that this study did
not consist of multiple data collection points or follow-up of these women. This research
used retrospective and cun'ent data to ultimately predict the effect of variables on group
classification. It is also recognized that this study does not have the strength of a
longitudinal design. Women with cancer were older than the comparison group; it is not
known how many of the women currently without cancer may develop this disease in the
future.

Implications
This is the first known study to directly investigate cancer from an attachment theory
perspective. As such, the results of this study yield exciting theoretical and empirical
implications for future work. Thefindingsof this study open up new vistas of potential
theory cross-fertilization and interdisciplinary collaboration among the fields of development
and medicine. Health and well-being, illness and suffering, all occur within the
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developmental context of a human being. Accordingly, it is possible to consider the area of
medicine as inclusive within this developmental milieu as one of the many dynamic,
interacting levels of developmental systems (Ford & Lemer, 1992).
Common sense and intuition acknowledge that health care experiences or
interactions with medical designates of a given society impact human development-not
only physical/physiological, but psychological, emotional, and spiritual development as well.
This adduces a more integrative and holisfic weltanschauung-as opposed to a separatist
one—of not only research, but also of potential intervention and alleviation of pain in
dynamically changing individuals throughout life.
Attachment theory may have relevance beyond the individual and interpersonal level,
and extend to the societal level. As cited by Baltmsch and Waltz (1987), cancer largely
appears to be a problem of "developed" countries, with these societies having the highest
national incidences and an annual rate of 7% increase in cancer. Based on research
findings, several researchers view cancer as a disease of "modemization" where isolation,
interpersonal disconnectedness, socio-cultural stress, and lack of a sense of community
are important factors (e.g., Joseph & Syme, 1982) in mortality and longevity.
Recurrent in this literature is "lack of social integration"; indeed, Joseph and Syme
(1982) consider social disconnectedness or lack of social integration as an important cause
of malignant diseases. Cun-ent researchfindingsand views on social integration as related
to mortality are, of course, related to sociological worics of Duricheim, while modern
society's loss of the feeling of community resonates with Tonnies. Health and disease,
therefore, exist not only on the level of a developing individual, but also on the strata of
society.
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It has recently been acknowledged that the biomedical focus on breast cancer as a
"genetic" disease may not be accurate; mutafions in two genes (BRCA1 and BRCA2) were
thought to greatly enhance the growth of malignant tumors. 'These genes may not be the
highly reliable prognosficators as once believed...it is becoming increasingly apparent that
genes don't tell the whole story" (Robb-Nlcholson, 1997, p. 1). The interacting
developmental context may provide the foundation for future pathways and emerging
possibilities. It seems that development, health, and illness may be intricately connected. A
multifactorial life events model for stress and illness involving development and medicine
seems plausible.
Future research should investigate the physiological and CNS patteming of
attachment styles; likewise, there should also be exploration into immune system function
among the differing attachment styles of affect organization. Also, as a take-off of KiecoltGlaser and colleagues' wori< on marital disruption and immune responses, future research
could investigate the interaction between attachment styles, marital interaction and immune
function. The presentfindingsalso provide impetus for a longitudinal study whereby
attachment history/style and health/illness status are assessed over time. Attachment style
continuity could be examined as well as illness/disease differentiation among attachment
groups.
What is being suggested is that a large, more representative sample be obtained
and followed from young adulthoood through late middle age. Measurement of multiple
levels would be collected: physical/biological status, contextual/situational stress variables
with health and stress behaviors, and psychosocial factors. First, assessment could include
a standard history and physical examination in order to provide a baseline medical profile
with common laboratory tests and immune assays.
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An index of life stressors and measures evaluating stress reactions or habits of
nervous tension, coping strategies, and health behavior patterns could be administered.
Lastly, following completion of a history of the family of origin environment, a battery of
measures regarding cun-ent relafionships and social support would be obtained. In
particular, an interview format is recommended for baseline attachment classification.
It was during phone contact with women interested in the study that the investigator
was exposed to the more qualitative and touching and humbling aspect of this study.
Women who were terrified of getting breast cancer...Women who were mothers, sisters or
friends of women with breast cancer...and the women with breast cancer who wanted to
talk and share their stories. These were the most commonly voiced reasons for wanting to
participate, to be involved and actively do something to help those suffering and dying from
this disease. Some participants wrote on returned questionnaires, recounting tragic life
histories, significant people in their lives, beliefs as to the reasons for their health or illness,
views on healing and mental attitude, and even offered suggestions for research.
One excerpt will serve as an example. A mother called regarding her 46-year-old
daughter with breast cancer, wanting to know if this study offered any emotional support or
counseling for women with this diagnosis. Without prompting, she then shared her
daughter's life of one tragic event after the other and her daughter's difficulties dealing with
cancer. "She has always kept to herself ..she has always been emotionally inside
herself ...I think she is pleading for help, but she doesn't know how to ask....she just doesn't
know how to express her emofions...she keeps it all inside." This woman then described
herself as "an angry mother for my daughter's life" and ended our conversafion with "I think
your mind....your attitude has a lot to do with it all; if she doesn't talk about it and get
emotional help and change her attitude I'm afraid I'm going to lose her."
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your mind....your attitude has a lot to do with it all; if she doesn't talk about it and get
emofional help and change her attitude I'm afraid I'm going to lose her."
The richness of such personal experiences were reminiscent of previous research by
cancer pioneer LeShan (e.g., 1966), and also of more recent wori< by Temoshok
(Temoshok & Dreher, 1992), in that both used an inten/iew fomiat. While the attachment
instrument used here was satisfactory, it is felt that perhaps a valuable mode of attachment
assessment would have been by inten/iew—through use of the Adult Attachment Inten/iew
(George, Kaplan, & Main, 1985).
Hopefully, future studies into psychosocial or biobehavioral factors in cancer will
incorporate the Adult Attachment Interview. Another future research recommendation
would be to investigate two disease groups documented as being polar opposites in
behavioral and emotional profiles; for example, the Type C (cancer prone) and Type A
(heart disease) individuals.
The abundant literature on emotional control in cancer pafients leads to the issue of
intervention rather than more replication-it is time for application of this knowledge. For
example, perhaps programs could be constmcted that include learning to identify feeling
states with awareness of incongruence between internal and extemal reactions,
communicafion and coping skills with assertiveness training in the expression of emofions,
especially the management of negative emofions like anger.
In conclusion, this study, which is the first known to apply attachment theory to
cancer, ushers in conceptual, empirical, and interdisciplinary possibilifies... possibilifies that
await spirited creativity, scientific investigation, and integrated realization.
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ADULT ATTACHMENT QUESTIONNAIRE
Please indicate below how you typically feel toward
romantic partners in general
on the following scale
7 Strongly agree

Strongly disagree 1
1. I find it relatively easy to get
close to others.

7

5 6

2. I'm not very comfortable having to
depend on other people.

1 2

3

4

3. I'm comfortable having others depend
on me.

1 2

3

4

4. I rarely worry about being abandoned
by others.

1 2

3

5. I don't like people getting too close. 1 2
6. I'm somewhat uncomfortable being too
close to others.

5

6

7

5

6

7

4

5

6

7

3

4

5

6

7

1 2

3

4

5

6

7

7. I find it difficult to trust others
completely.

1 2

3

4

5

6

7

8. I'm nervous when anyone gets too
close to me.

1 2

3

4

5

6

7

9. Others often want me to be more
intimate than I am comfortable being.

1 2

3

4

5

6

7

10.Others often are reluctant to get
as close as I would like.

1 2

3

4

5

6

7

11.I often worry that my partner(s)
don't really love me.

1 2

3

4

5

6

7

12.1 rarely worry about my partner(s)
leaving me.

1 2

3

4

5

6

7

3 4

5

6

7

6

7

13.1 often want to merge completely with
others; this sometimes scares them away.l
14.I'm confident others would never hurt
me by suddenly ending our relationship,
relationship.
^
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2

2

3

4

15. I usually want more closeness and
intimacy than others do.
16. The thought of being left by others
rarely enters my mind.

1 2 3 4 5 6 7
1 2

3

4

5

6 7

17. I'm confident that my partner(s) love
me just as much as I love them.
1 2

3

4

5

6 7
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This 25 item questiooDaiie lists attitudes and behaviois of parents. As you remember your mother
in yourfirst12 years, please mark the bracket most appropriate next to each statement
ModerVeiy
atety
like
like

Moderatety
imlAg

Veiy
unlike

1. Spoke to me with a warm andfriendlyvoice.

()

()

()

()

2. Did not help me as much as 1 needed.

()

()

()

()

3. Let me do things I liked doing.

()

()

()

()

4.8cGBBDdenKiiionattyGoldtome.

()

()

()

()

5. Appeared to imdenland my proMema/woiriM.
6. Was affectionate to ukD.

()

()

()

()

()

()

()

()

T.LikedmetomakBmyowndeciaioDs

()

()

()

()

S. Did not want me to grow np.
9.TiiBdtooontiolevcfytfaingIdid

()
( )

()
( )

()
( )

()
( )

10. Invaded my pcivKy.

()

()

()

()

11. Enjoyed talking things over with me.

()

()

()

()

12. Frequently smiled at me.

()

()

()

()

13. Tended to baby me.

( )

( )

( )

( )

14. Did not seem to understand what 1 needed
or what I wanted.

C )

( )

( )

^ )

15. Let me decide things for myself.

()

()

()

()

16.Mademefeel I was not wanted.

( )

( )

( )

( )

IT.Could make me feel better when 1 was upset

( )

( )

( )

( )

18. Did not talk with me very much.

( )

( )

( )

( )

19. Tried to make me dependent on her.

()

()

()

()

68

Very
like
20. Felt I could not look after myself unless
she was around.

(

)

Moderately
like
(

)

Moderatcly
unlike

Very
unlike
(

( )

)

21. Gave me as much freedom as I wanted.

( )

( )

( )

( )

22. Let me go cue as often as I warned

( )

( )

( )

( )

23. Was over protective of me.

( )

( )

( )

( )

24. Did not praise me.

( )

( )

( )

{)

25. Let me dress in any way I pleased.

( )

( )

( )

( )

Has this questicnmaire been filled out regarding yotir biological motbex? Yes / No
If not, then please write in ^ l o was the femalefigurein mind
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COURTAULD EMOTIONAL CONTROL SCALE
Below are
feelings
describes
from "1"
quickly.

listed some of the reactions people have to certain
or emotions. Read each one and indicate how it
the way you generally react by circling a number
(almost never), to "4" (almost always). Please work

When I feel angry

(very annoyed)

Almost

Almost
Always

Neve r

1. I keep quiet

1

2

3

4

2. I refuse to argue or say anything

1

2

3

4

3. I bottle it up

1

2

3

4

4. I say what I feel

1

2

3

4

5. I avoid making a scene

1

2

3

4

6. I smother my feelings

1

2

3

4

7. I hide my annoyance

1

2

3

4

8. I refuse to say anything about it

1

2

3

4

9. I hide my unhappiness

1

2

3

4

When I feel unhappy (sad/depressed).

10. I put on a bold face

1

2

3

4

11. I keep quiet

1

2

3

4

12. I let others see how I feel

1

2

3

4

13. I smother my feelings

1

2

3

4

14. I bottle it up

1

2

3

4

When I feel afraid

(worried/anxious)

15. I let others see how I feel
70

1

16. I keep quiet

1

17. I refuse to say anything about it

1

18. I tell others all about it

i

19. I say what I feel

1

20. I bottle it up

1

21. I smother my feelings

1
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Demographic Infozmation

Except

where specified,

1. Enter Age

circle

or

the information

birthdate

2. Religion: Catholic / Jewish /

/

that

relates

to

you.

/

Protestant /

Other

3. Ethnicity: Caucasian/ Asian /Mexican American/African American
American Indian / Other (write in)
4. Marital status: Single/ Married / Separated/ Divorced/ Widowed
5. Education, highest level coxnpleted: High School
College /

Masters /

Doctorate

6. Current working status: Not working
7. Approximate annual family income:
$5,001-9,999

Tech-Vocational

Part-time

Full-time

$5,000 or less

$10,000-24,999

$25,000-49,999

Over $50,000

8. Regarding birth order in your family of origin, your were a (an) :
Only child /

First child

/ Middle child

/ Last child

9. Please enter the number of children you have had:
10. The person that you consider to have been your primary
caregiver, that is, the one who took care of you most during
your first twelve years was: Mother / Father / Grandparent
Brother/ Sister/ Step-mother/ Step-father

Thank
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You

Other

Health History
1. Adult Health History - Please circle common health problems
or conditions during adulthood:
Allergies

Headaches-Migraines

Anemia

High blood pressure

Arthritis-Rheumatism
Asthma

Insomnia
Joint/bone/back problems

4-

Bleeding problems

Kidney problems

Bronchitis

Liver problems/hepatitis

Cancer/Leukemia

Lung problems/pneumonia

Diabetes

Pain-Chronic

Frequent colds

Stroke

Gastric/stomach problems

Tuberculosis

Gynecological/menstrual problems

Ulcers

Heart trouble

Other

2. Faoaily history of cancer?

No / Yes

3. Personal history of breast cancer?

No /

enter approximate date of diagnosis:

/

Yes
/

*If yes, please
(If not, skip

questions 4 and 5)
4. If yes to #3, the modes of treatment included:
Surgery

Chemotherapy

Radiation

5. Are you currently receiving treatment?
6. Your health in childhood was:

Poor /
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Other
No / Yes
Fair / Good

7. In your childhood, the amount of time your mother was sick was
Never

Rarely

Sometimes

Most of the time

Always

8. In your childhood, the amount of time your father was sick was
Never
9.

Rarely

Sometimes

Most of the time

Always

How often did you miss school due to sickness?
Rarely

Occasionally

Frequently

10. In childhood, did you experience frequent separations from
loved ones?

No / Yes

•

11. In childhood, did you experience the death of a loved one?
Yes, my age was

/

12. Do you smoke tobacco?

No, I did not experience loss

No / Yes

13. When you are concerned about a health problem, do you usually
seek support from others rather than dealing with it alone?
Never

Rarely

Sometimes

Most of the time

Always

14. Childhood Health History - Please circle common health
problems or conditions during childhood:
Allergies

Nightmares

Anemia/Blood problems

Pneumonia

Asthma/Bronchitis

Skin problems/rashes

Cold/Coughs

Sore throats

Frequent falls/injuries

Stomach aches-upset stomach
Trouble going to sleep

or broken bones

Other

Fevers
Headaches
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15. Whenever you were sick/hurt as a child, did you usually go to
your primary caregiver and let that person know?
Never

Rarely

Sometimes

Most of the time

Always

16. When you were ill as a child, your primary caregiver could be
best described as:

Reserved/Detached

Changing/Unpredictable

Loving/Caring

Other (write in)
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WOMEN'S HEALTH STUDY
Women Helping Women Overcome Cancer
Women with and without breast cancer history are needed to
participate in a survey of health and family relations.
Women need to be 35 to 55 years of age and to have never
had breast cancer, or have been diagnosed with this disease.
Please call Anna Tacon @ 749-4508 and leave your name
and phone number if you would like to volunteer. The
survey takes approximately 25-30 minutes to complete.
If you know of someone who might be interested in
participating in this survey, please pass on this
information. It is going to take the united effort of all
women to overcome the disease of breast cancer!!!
Tlumk y#af
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