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ABSTRACT

The purpose of this study was to determine if self 
esteem and trait anger had a relationship to modes of anger 
expression and methods of psychological adjustment in 30 
women with gynecological malignancies. Instruments used 
included; the Coopersmith Self-Esteem Inventory, the 
Speilberger Trait Anger Scale, the Framingham Scale - Anger 
Items, and the Moos Coping Scale.

Subjects indicated a moderate level of self-esteem. 
Anger-in and anger discussed were frequent modes of 
expression used by this sample. Anger-in had a negative 
relationship to both self-esteem and trait anger.
Discussion of anger had a positive relationhip to 
self-esteem and trait anger. Significant relationships 
existed between self-esteem and all methods of psychological 
adjustment. Trait anger in this sample was very low. A 
significant relationship existed between trait anger and 
active-avoidance coping. Implications for nursing practice 
and recommendations for further research were identified.
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CHAPTER I 

Introduction

The diagnosis of cancer has an effect on the emotional 
health of the person with a malignancy and may have an 
outcome on the prognosis of the disease (Greer, 1991). The 
link between the mind and body has received considerable 
attention over the past 10 years. Women diagnosed with a 
gynecological malignancy not only experience a direct 
assault to their physical reproductive tract, their emotions 
may be in turmoil (Mendelsohn, 1991). The threat to 
womanhood can be dramatic, due to the loss of the ability to 
conceive and or participate in sexual intercourse. Although 
the bodily changes are not directly visible, the body image 
is affected, which may change women’s self-esteem. Low 
self-esteem may also impact the emotional reaction to 
cancer, which affects psychological adjustment.

The emotional reactions to cancer, as a loss, have been 
documented as shock, denial, depression, anger, bargaining, 
and acceptance (Frank-Stromborg, 1989; Friedman, Baer,
Lewy, Lane, & Smith, 1989; Mendelsohn, 1991; Weisman & 
Worden, 1986). The stages appear straightforward, but as 
practicing clinicians know, the stages may occur in any 
order, either rapidly, slowly, or not at all. Anger, one of 
the most volatile stages, is often looked upon as a negative
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reaction and perceived as not helpful in the ability to 
adjust to the diagnosis and treatment of cancer.

The word for anger in Chinese is HSheng Ch'i”, meaning 
"to produce one’s energy" Ofovaco, 1975, p. 12). This 
energy, whether held in, or outwardly expressed, has an 
impact on the way one adjusts to the experience of cancer. 
Questions linked to the effects of expression of anger have 
been the focus of limited studies related to health care. 
Difficulties with the expression of anger have been 
identified as dominant in the personalities of persons 
suffering from a vast number of health problems, including 
cancer (Johnson-Saylor, 1986). The expression of anger
also appears to be related to longer survival among cancer 
patients (Friedman, Baer, Lewy, Lane, & Smith, 1989).

Purpose of the Study

Studies related to psychological impact and gynecological 
cancer have focused on social support, depression, and 
sexual issues (Krant, 1981; Krouse, 1985; Lamb* 1990:
Mendelsohn, 1991). There is minimal information related to 
self-esteem, anger, and the psychological adjustment of * 
women diagnosed with a gynecological malignancy. Although 
there are studies that focus on women and the expression of 
anger, none is linked to women and gynecological cancer.

Thomas (1989) studied gender differences in anger
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expression in a well population of men and women, and found 
that women reported higher levels of somatic anger and 
readily verbalized their anger. Women were described by 
Greer and Morris <1975) as either extreme exploders or 
suppressors of anger. The purpose of this study was to 
determine if self-esteem and trait anger have a relationship 
to the expression of anger and psychological adjustment in 
women with gynecological malignancies.

Statement of the Problem

The experience of having cancer impacts the emotional 
and physical aspects of patients. Anger may provide the 
necessary energy force to adjust psychologically to the 
lifestyle changes that cancer demands. The problem explored 
in this study was the relationship of self-esteem and trait 
anger to anger expression modes and psychological 
adjustment, specifically in women with gynecological 
malignancies. The findings of this study may provide useful 
information for facilitating anger expression, enhancing 
self-esteem, and formulating effective nursing diagnoses and 
interventions.

Research Questions
1. What is the level of self-esteem in a sample of 

adult women with gynecological cancer?
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2. What mode of expression do women with gynecological 
cancer use to express their anger?

3. What is the relationship between self-esteem and 
anger expression modes?

4. What is the relationship between self-esteem and 
methods of psychological adjustment?

5. What is the relationship between trait anger and 
anger expression modes?

6. What is the relationship between trait anger and 
methods of psychological adjustment?

Definition of Terms

Gynecological Malignancy - The presence of cancer in the 
female reproductive system occurring at stage I through 
stage IV at any of the following sites: the ovaries, 
endometrium, uterus, cervix, vagina, vulva, and the 
surrounding tissues and glands (McGowan, 1989).
Self-Esteem - Self esteem is an expression of approval or 
disapproval which indicates the extent to which a person 
believes that he/she is competent, significant, successful, 
and worthy (Coopersmith, 1984).
Anger - A primary emotional state defined by the 
presence of physiological arousal and feelings that range in 
intensity from mild irritation to annoyance and fury 
(Thomas, 1989).
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Trait Anger <T-Anger) - A personality characteristic that 
defines individual differences in the frequency and response 
to situations provoking anger over time (Spielberger,
Jacobs, Russel, & Crane, 1983).

Psychological Adjustment - The way in which a person handles 
or copes with stressful life circumstances and adapts or 
modifies his/her behavior to achieve emotional equilibrium 
(Billings, & Moos, 1981).

Anger Expression - The outcome of the ability to cope with 
anger; may be expressed as physical symptoms, repression, 
overt complaining, or therapeutic ventilation (Cerney & 
Buskirk, 1981).

Significance of the Problem

The estimated number of new gynecological cancer cases 
in the U.S. for 1991 was 71,700 (Boring, Squires, & Tong, 
1991). The five-year survival rate for women with a 
gynecological malignancy is 35 percent (Boring, et al., 
1991). Ovarian cancer cases, estimated to number 20,700 in 
1991, account for 26 percent of all gynecological cancers 
(Yoder, 1990). The rate for ovarian cancer occurrence is 
increasing for all women and" has tripled in the last 40 
years (Boring, et al., 1991). The five year survival rate
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for women with stage I disease is between 55-90%; stage II 
disease has a survival rate of 20-40% (McGowan, 1989).
Rates for stages III and IV ovarian cancer are poor ranging 
between 0-30% (McGowan, 1989). During the last 50 years, 
the five-year survival rates for all stages of ovarian 
cancer have not significantly changed despite earlier 
diagnosis and improved treatment modalities (McGowan, 1989).

Although uterine and endometrial cancer occur more 
frequently than ovarian cancer, at an estimated rate of 
33,000 new cases for 1991, the death rate for uterine 
malignancies has decreased from 32 percent to 17 percent 
over the last 40 years (Boring, et al., 1991). Cervical
cancer occurrence for 1991 was estimated at 13,000 new cases 
(Boring, et al. 1991). Cervical cancer death rates have 
declined significantly due to increased screening methods 
and prompt treatment.

The other sites of gynecological malignancies include 
vulvar and vaginal cancers. The estimated rate of 
occurrence was 5,000 new cases for 1991. Despite early 
detection and prompt medical treatment, the five-year 
survival rate is less than five percent, making this the 
most lethal of all gynecological malignancies (McGowan, 
1989).

Gynecological cancer clearly attacks body parts that 
define a woman. The cancer obliterates the definition of 
feminine sexual roles by threatening intimate relationships
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and bearing the sentence of death. Though the psychological 
effects and how women cope with cancer have been the 
emphasis of numerous studies in females with breast cancer, 
much less research has focused on gynecological 
malignancies and the psychological adjustment involved.

Friedman, Helson, Baer, Lane and Smith <1990), 
conducted a replication study of women’s adjustment to 
breast cancer and found that fighting spirit was related to 
better psychological adjustment than was coping by 
avoidance. Jensen <1987) assessed psychological variables 
in 52 women with breast cancer to examine empirical 
association between psychological factors and progression of 
neoplastic disorders over a two year period. The results of 
the study determined that a positive association existed 
between psychological factors such as anxiety, repression, 
and chronic stress, and subsequent metastatic development of 
breast cancer <Jensen, 1987). In determining the link 
between breast cancer and psychological variables such as 
life events, coping, Type A behavior pattern, and social 
support, few significant relationships were found. Only 
major life events such as self-illness, other than cancer, 
and pregnancy were related to the incidence of breast cancer 
<Edwards, Cooper, Pearl, Paredes, O'Leary, & Wilhelm,

1990). In a limited qualitative study, with a heterogeneous 
sample of 35 women with cancer at numerous sites it was 
determined that women with breast cancer <F= 14) adapted
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more effectively to their illness (HenseIsohn, 1991).
The process of coping involves selecting responses and 

carrying them through to regulate the emotional reaction to 
the disease (Leventhal, Easterling, Coons, Luchterhand, & 
Love, 1986). The most common coping responses to the 
experience of having cancer include denial, suppression of 
anger, and rehearsing alternative outcomes of the illness 
(Hovotny, Hyland, Coyne, Travis, & Pruysex, 1984). Coping 
also tends to be either problem-focused or emotion-focused. 
Problem-focused coping is used in situations that are 
manageable. Emotion-focused coping is used when few choices 
exist in relation to changing the events that result (Mishel 
& Sorenson, 1991). The literature related to coping with 
cancer explores only the outcome or how the person copes; it 
does not take into account the psychological frame of mind 
the person is experiencing.

The primary human emotions include feelings of anger, 
sadness, fear, and happiness. Typically, the emotions only 
occur one at a time, each having a physiological as well as 
a psychological reaction. Anger gears the autonomic nervous 
system to face a threat, to assert and protect one's 
advanced psychological needs, which include identity, 
adequacy, recognition, achievement, intimacy, respect, and 
social affiliation (Cook, 1987). Self-esteem and stressful 
situations directly affect anger expression and ;
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psychological adjustment; these factors can be modified by 
trait anger (Thomas, 1991>.

Few authors have shown an interest in the role anger 
plays in adjustment to cancer. Efo information exists to 
provide interventions that would facilitate ventilation of 
anger in women with cancer.

Summary

In this chapter, statement of the problem , purpose of 
the study, research questions, definitions, and significance 
of the problem for study were included. As psychological 
adjustment of women diagnosed with gynecological cancer may 
have an outcome on the overall prognosis of the disease, it 
is appropriate to assess variables that affect coping. By 
describing the relationship of self-esteem and trait anger, 
to the expression of anger and psychological adjustment, the 
results of this study could help to more clearly define the 
role of anger, the response of patients to the experience of 
cancer, and contribute to the practice of oncology nursing.
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CHAPTER II

Conceptual Framework and Literature Review

The conceptual framework and literature review are 
included in this chapter. Figure 1 represents the Thomas 
<1991) model of women's anger, a theoretical model upon 
which the conceptual framework is based. The Thomas model 
is combined into three subgroups; appraisal concepts, 
modifying factors, and outcome variables. The theoretical 
model is non-linear, as illustrated by overlapping circular 
shapes. Many of the varibles perform reciprocally and 
synergystically, making clear cause-effect inferences 
improbable (Thomas, 1991). Nursing interventions evolving 
from this model are directed at changing insensible 
appraisals, correcting modifying factors, or treatment 
outcome conditions.

The conceptual framework for this study is depicted in 
Figure 2. Variables from the Thomas model have been 
extracted and adapted to define linear relationships that 
may exist on the operational level. In the model, the 
variable stress is not measured directly, rather it is 
perceived to be the stress of having gynecological cancer. 
Demographic variables while measured are not depicted in the 
model. Demographic variables are proposed to define the
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uniqueness of subjects. Two levels of concepts are directly 
measured in the model. Appraisal concepts are defined as 
cognitions, perceptions, or self-evaluations that have a 
relationship to adjustment variables. Self-esteem and trait 
anger are the two appraisal concepts. Self-esteem was 
measured by the Coopersmith Self-Esteem Inventory (SET). 
Trait anger was measured with Speilberger*s Trait Anger 
Scale (T-AS). Adjustment variables included modes of anger 
expression such as anger-in, angei— out, anger discussed, and 
anger symptoms, measured with the Framingham Scale - Anger 
items (F-AS). In addition, the model includes psychological 
adjustment methods measured by the Moos Coping Scale <MCS>. 
The concept self-esteem was proposed to have a relationship 
with modes of anger expression and methods of psychological 
adjustment. Trait anger was also proposed to be related to 
the adjustment variables, because it has been described as a 
stable characteristic of the outcome of anger (Thomas & 
Williams, 1990).

Stress and the Cancer Diagnosis

Stress is the degree to which one feels overloaded and 
is a key construct of the model, It has been noted by 
Thomas (1991), that stress alone has the potential to lead 
to unhealthy expression modes of anger. Stress defined, for 
the purpose of this study, is the experience of having a
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gynecological malignancy. The diagnosis of cancer impacts 
all areas of life, making stress an integral component.

The literature on the impact of a cancer diagnosis is 
extensive and varied. Loveys and Klaich, (1991) described 
the impact of newly diagnosed breast cancer on the daily 
lives of 79 women of childbearing age. They identified 14 
domains of illness demands. The most frequent domains were 
treatment issues, social support, changes in life 
perspective, and acceptance of the illness. The impact that 
cancer has on social support affects coping and health 
outcomes (Horthouse, 1989). If social support is left
intact or enhanced, adaptation to the cancer diagnosis is 
buffered. However, if social support is undermined, 
additional sources of distress are experienced (Pardue, 
Fenton, & Rounds, 1989). Weisman and Worden (1986) found 
that the emotional impact of a recurrent cancer diagnosis is 
no more distressing than the initial cancer diagnosis.

Despite the recognition by practicing professionals 
that the experience of having cancer is associated with high 
levels of psychologic stress, few studies have been reported 
in the literature. Lazarus and Folkman (1984) proposed that 
any event may be stressful if it is perceived by the 
individual as stressful. In a study that measured the 
psychosocial adjustment of patients to recurrent cancer, it 
was noted that patients had high stress related to 
psychological concerns in adjustment to illness, and-that
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more than 50 percent of patients scored high on the Impact 
of Event Scale which suggested that patients were 
’’experiencing much stress related to symptomatology’’ of the 
illness (Mahon, 1991, p. 51). Sutherland, Walker, and Till 
(1988) readily recognized that stress related to cancer was 
prevalent and developed a linear analogue self-assessment 
instrument to identify stress in cancer patients throughout 
the disease process.

Cancer, a chronic disease, as defined in terms of the 
stress response, is a consequence of the interaction between 
the current stressor, the individual’s normal degree of 
stress, and the external conditioning influences (Selye, 
1986). Patients with long-term illnesses are vulnerable to 
the effects of ongoing environmental and situational 
stressors (Leidy, Ozbolt, & Swain, 1990). In this 
situation, a stressor becomes a distressor, (the stress 
evolves into distress), and the individual's ability to 
adapt is exceeded (Erickson, & Swain, 1982)

In women, cancer of the breast and primary sexual organs 
are traumatic malignancies leading to major psychological 
stressors. Breast cancer has been the subject of numerous 
Investigations; much less research has been reported on the 
stress of gynecological malignancies. Bloom, (1986) 
acknowledged body image changes that take place as a result 
of surgery for breast malignancies and uncertainty regarding 
disease prognosis are stressors; and have an impact on
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social support and accomodation to stress. Hishel and 
Sorenson <1991) assessed uncertainty in 131 women receiving 
treatment for gynecological cancer and determined that 
emotion focused coping and problem focused coping function 
as small but significant mediators between danger, 
opportunity, and emotional distress. Women diagnosed with 
gynecological cancer experienced numerous stressful 
reactions in dealing with the cancer experience and outcomes 
of treatment. Mendelsohn, (1991) determined that a 
significant number of women with gynecological cancer and 
breast cancer were stressed by fear of recurrence of cancer, 
were depressed, self-absorbed, and believed that their 
psychological condition influenced the course of their 
disease. In the Model of Adjustment to Gynecological 
Cancer, developed by Krouse, (1985) the stress experience 
was delineated by the sequence of emotional events and 
adaptive measures involved in the resolution of the crisis 
experience. The stress of gynecological cancer may be 
related to the fear that one's existence is being changed in 
a manner such that roles and the ability to function are 
impaired. This stress affects coping and can lead to 
adverse consequences. It is presumed that the stress in 
this framework is the experience of having gynecological
cancer.
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Self-Esteem

Self-esteem was selected as a key factor in the model = 
and in this study because of the previously documented 
relationship to women's level of trait anger and anger 
expression (Thomas, 1991). Thomas (1989) proposes that if 
self-esteem levels are low less healthy modes of expression 
such as, anger-in, anger-out, and anger symptoms will be 
used. Conversely if women have high self-esteem levels they 
will feel confident in asserting their anger in a 
therapeutic manner. The proposed relationships in the 
conceptual framework between self-esteem and anger 
expression modes are based on Thomas' theory. The term, 
self-esteem, is interchangeable with self-image, self-worth, 
self-acceptance, and self-regard (Coopersmith, 1984; Crouch 
& Straub, 1983; Curbow, Somerfield, Legro,& Sonneca, 1990). 
Mulhenkamp and Sayles (1986) reported that self-esteem is a 
learned phenomenon and is a life-long process. The process 
revolves around the interaction of the individual with 
his/her social environment, primarily the birth-family and 
significant others as they change throughout the 
individual's life span (Muhlenkamp & Sayles, 1986). When 
faced with a threat to self-esteem, a person with high 
self-worth will have a lower chance for anger arousal than a 
person with low self-esteem (STovaco, 1975). Crouch and 
Straub (1983) defined self-esteem as basic and functional
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self-esteem. Basic self-esteem is an enduring foundation 
that is formed through early life experiences. Functional 
self-esteem evolves later in life through continuous 
examination of the outcomes of interactions with others. 
Functional self-esteem is changeable and exceeds basic 
self-esteem. In adulthood, self-esteem is a reflection of 
social relationships and adult development and identity 
through careers (Stanwych, 1983).

The measure of one's self-worth, if strong, indicates 
that coping with obstacles that life puts in the way will be 
easier, because of the inner strength available (Walsh & 
Walsh, 1989). The pre-existing level of self-esteem women 
hold is critical to their level of trait anger, and the 
choice of modes of expression of anger they use (Thomas, 
1991).

Limited research is available on the relationship 
between self-esteem and health. The lay literature is 
replete with self-help publications, ranging from healing 
through loving one’s self, to improving self-esteem through 
tapes and books (Branden, 1990). The concept of self-esteem 
has received attention in the behavioral sciences but few 
resources in the nursing literature relate self-esteem to 
women, much less women with malignancies. Thomas (1990) 
discovered that elderly black women (11=21), who participated 
in meditation/relaxation skills had a greater sense of 
self-esteem. In a study that identified relationships among
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social support, self-esteem, and positive health practices, 
it was noted that 98 individuals with high self-esteem 
maintained more positive health practices than those with 
low self-esteem (Muhlenkamp & Sayles, 1986). Self-esteem 
was determined to be a variable of considerable importance 
in dealing with the adversities of life in a healthy fashion 
in a study that explored the impact self-esteem had on 135 
patients living with multiple sclerosis (Walsh & Walsh,
1989). The results of the study further pointed out that a 
significant loss of self-esteem occurs when one’s activities 
are restricted and visible evidence of the disease is 
apparent. In both rheumatoid arthritis and systemic lupus 
erythematosus, two chronic illnesses, as health declined, 
self-esteem also abated (Cornwell & Schmitt, 1990).

The recognition of the importance of self-esteem is 
noted in the cancer literature, but few empirical studies 
exist. It is noted that self-esteem, body-image, and 
quality of life for cancer patients are vulnerable areas 
(Curbow, Somerfield, Legro, & Sonneca, 1990). Women with 
malignancies related to their sexual organs are vulnerable 
because aspects of self-concept include sexuality and 
femininity issues. Curbow, et al. (1990), noted that the 
uncertainty surrounding the course of the disease and 
aggressive treatment serve to make patients open to changes 
in their self-worth. It was also noted that patients in a 
support group had higher levels of self-esteem than
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non-group members. Self-esteem is important as a coping 
resource for patients struggling with a chronic disease 
CMuhlenkamp & Sayles, 1986). A positive view of the self 
provides inner strength from which a person may cope 
effectively with not only the illness but feelings of anger 
which may arise.

Trait Anger

Anger refers to an emotional state that involves 
feelings that vary in intensity from rage to minor 
annoyance. Trait anger is a relatively stable personality 
characteristic of anger proneness that has been shown to 
have a genetic component (Cates, Houston, Vavak, Crawford & 
Utley, 1990).

Personality origins exist, in part, in one's heredity 
and belief systems. This is enhanced by interactions with 
significant others, and by meeting challenges in life 
(Thomas, 1988). Psychologists propose that enduring 
personality traits are developed and demonstrated across 
time. Personality traits can be readily measured using a 
variety of psychological testing instruments. Research 
addressing the disease-prone personality question is modest. 
Friedman and Booth-Kewley (1987) established that there is a 
generic disease-prone personality that involves the traits 
of depression, anger, and anxiety. These emotional
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characteristics appear to create a risk for more than one 
disease and are of the same order of magnitude as 
established behavioral risk factors like smoking. As the 
field of psychoneuroimmunology gains credence, personality 
traits and their relationship to coping styles are 
recognized as key factors for intervention in improving the 
course and prognosis of the disease.

Although it is controversial, the most common 
personality trait research focuses on the Type-A personality 
link to hypertension and coronary heart disease (Chesney & 
Rosenman, 1985). This controversy lies in research methods 
used. Because randomization regarding personality traits is 
impossible, cross—sectional studies are the most frequent 
design; few have been able to ascertain trends.
Booth-Kewley and Freidman (1987) conducted a Meta-analysis 
of 83 studies and concluded that Type-A behavior was 
modestly but reliably related to coronary heart disease. It 
was also determined that the true personality prone coronary 
heart disease picture was of a person with one or more 
negative emotions, such as someone who was depressed, 
aggressively competitive, easily frustrated, anxious, or 
angry. Among 200 men aged 45-64 years, Type-A behavior was 
associated with a twofold risk of angina, myocardial 
infarction, and coronary heart disease as compared to Type-B 
behavior. The association was found only among white collar 
workers and was also independent of the standard coronary



32

risk factors and other psychological scales (Haynes, 
Feinleib, & Kannel, 1980). Smith, Follick, and Korr (1984) 
reported the relationship of personality factors to 
variations of angina in a sample of 50 cardiac patients.
The frequency of anginal pains was significantly correlated 
(.90 p = .003) with trait anger. The degree of perceived 
interference of angina with daily activities was positively 
related to Type-A behavior, anger, and neuroticism. Hale 
hypertensives rated significantly higher in trait anger than 
females in a study of 130 patients with hypertension (Ploeg, 
Buuren, & Brummelen, 1985). The consequence of trait anger 
through activation of the adrenal-medullary system 
interferes with metabolism of lipids and causes direct 
arterial damage (Cheseny & Eosenman, 1985).

Trait anger has also been associated with asthma and 
rheumatoid arthritis as described in a Heta-analysis of 83 
studies reported by Friedman and Booth-Kewley (1987). 
Gardiner (1981) determined that persons with rheumatoid 
arthritis had certain personality traits. Seropostive 
patients were more neurotic in personality, positive for 
trait anger, and more likely to give socially desirable 
responses than the general population. A prospective study 
that explored the prognostic significance of psychological 
factors in 133 recently diagnosed breast cancer patients 
uncovered women who were unlikely to experience or express 
anger and tended to be extroverts had better survival and
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disease free intervals (Hislop, Waxier, Goldman, Elwood, & 
Kan 1987).

Determining if women have a positive trait for anger has 
been the focus of controversial research. Lerner <1985) 
professed that women fear anger due to the potential anger 
has to disrupt relationships and therefore do not 
acknowledge their anger. Research also indicates that 
women conceal anger because it opposes the feminine ideal. 
Women who complain, argue, and vent their anger conjure up a 
negative stereotype of a bad mother, thus a powerful reason 
to keep anger hidden and silent (Thomas, 1991). The 
majority of studies have been conducted with clients who are 
seeking help for problems with anger, therefore, 
generalizations are difficult to conclude. Studies that 
explore gender differences regarding anger existence have 
determined that men are as likely as women to become angry 
and express it openly (Averill, 1983; Spielberger, et al., 
1985; Thomas, 1989). Stanwych and Anson (1986) used a 
K-means clustering which clusters cases according to 
patterns of similarities, for 68 studies and determined 
similar personality profiles in unwed mothers. The subjects 
tested positive for trait anger, unpredictablity, 
noncompliance, and ineffective communication. This cluster 
had three major disease concomitants: drug addiction, 
rheumatic fever, and childbirth complications.

Trait anger is the personality characteristic that makes
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a person prone to perceiving a wide range of situations as 
anger provoking. Persons high in trait anger are expected 
to experience more intense elevations in anger arousal which 
consist of subjective feelings of tension, annoyance, 
irritation, fury, and rage; with activation of the autonomic 
nervous system (Spielberger, Jacobs, Russel & Crane, 1985). 
Trait anger is proposed to have a relationship with anger 
expression modes and methods of psychological adjustment in 
women with gynecological cancer.

Anger Expression

Anger expression is the result of the ability to cope 
with anger. Anger may be expressed through rational 
discussion, suppression, overt complaining, somatic 
expression, aggression, withdrawal, and ventilation. Anger 
is a primary emotion of all humans; it is one of the six 
emotions with identifiable social expression across cultures 
(Thomas, 1989). For centuries, physicians, philosophers, 
and scholars have struggled with the meaning and treatment 
of anger. During the fourth century, B.C., Aristotle 
employed the use of catharsis or a purging of the soul of 
violent passions. During the late 1800s, Freud initially 
used catharsis in his clinical practiqe. In 1966, Lorenz 
viewed participation in sports as a means of catharsis by 
engaging in harmless aggressive acts to prevent aggressive
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energy from accumulating to dangerous levels. Even into the 
late 1980s, psychoanalytic therapists were still advocating 
the ventilationist approach to expressing anger (Taylor, 
1988).

From a cognitive-behavioral view, aggression related to 
anger appears to be a learned form of social behavior that 
is acquired as a result of a complex interaction among 
social, situational, and environmental factors (Hovaco, 
1985). Because aggression is learned, it can be changed, 
therefore, anger can be expressed in a nonaggressive manner. 
There is no single method that works for all anger.
Examples of nonaggressive expression include cognitive 
appraisal of the situation through discussion, ignoring the 
situation, submitting to the anger by brooding, withdrawing 
from the interaction, and rationalization. Hazaleus and 
Deffenbacher (1986) conducted a study with 60 subjects who 
tested high in measures of trait anger; relaxation methods 
and cognitive therapy were employed to reduce anger. 
Treatment effects at four-week and one-year follow up 
intervals revealed significant effects on the reduction of 
general anger propensity (Hazaleus & Deffenbacher, 1986). 
Research conducted on counter-conditioning, social skills 
and assertiveness training, indicated that these methods are 
effective for the majority of subjects using them; however, 
they are learned expressions of anger, and do not occur 
naturally (Havacp, 1985),
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Sociocultural theories emphasize the interpersonal : 
nature of anger. In 1983, Averill found that anger most 
often occurs between loved ones and friends and is caused by 
a perceived wrong. Theorists contend that emotional habits 
are learned within the context of one's culture with 
gender-specific rules governing expression of emotions 
(Thomas, 1990). In a study involving 36 elderly women, it 
was noted that women had extremely low angei— hostility 
scores on the Profile of Mood States. This indicated that 
culturally, these women were discouraged from outright 
expression of their anger and practiced lady-like behavior 
(Gueldner & Clayton, 1987).

Emotion is viewed by humanistic theorists as neither an 
expression of instincts, nor as a learned process. It is 
believed to be an orienting system that equips one with 
information which allows adaptation (Greenberg & Safran, 
1989). Anger serves to alert one to the violation of one's 
rights, to situations when one is being taken advantage of, 
or to circumstances in which one is being stifled. The 
ultimate consequence is the motivation to experience 
growth-producing changes. Gestalt therapy, an existential 
modality, focuses on experiencing emotion in the present. 
Evidence of the effectiveness of Gestalt techniques has been 
shown to be effective in helping women with rheumatoid 
arthritis deal with constricting anger (Daldrup, Beutler, 
Engle, & Greenberg, 1988). By dealing with the anger in
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their lives, these women were motivated to improve their 
self-esteem, family situations, and independence.

Psychologists define anger by a multitude of avenues 
dependent upon how it is treated. The nursing and medical 
literature do not even attempt to define anger, although it 
is recognized as being pathogenic for diseases. Tarvis 
(1989) suggested that anger is misunderstood, due to a lack 
of research evidence, descriptive information that 
perpetuates the myths of anger, and fear of confronting 
anger directly.

One of the most misunderstood myths about anger is the 
assumption that women are more likely to be suppressors of 
anger, while men have little difficulty regarding displaying 
anger openly. Gender comparisons have not been possible 
because male samples are used almost exclusively in studies 
of health complications of anger (Thomas, 1989).

In healthy populations, Siegal (1986), administered the 
Multidimensional Anger Inventory to 198 subjects to assess 
several dimensions of anger, including frequency, duration, 
magnitude, mode of expression, hostile outlook, and range of 
anger-eliciting situations. In scores for males and 
females, males scored higher than females on the total 
scale, however, their higher scores were restricted to the 
anger-in dimension, which reflects brooding about anger, 
rather than expressing anger. Men also scored higher than 
women on the anger arousal scale, which reflected a positive
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trait for anger (Siegel, 1986). In a study that explored 
gender differences in anger expression, Thomas (1989), 
studied a sample of 251 men and women in midlife and ; 
discovered that they did not differ in the suppression of 
their anger, nor in their ability to express anger. 
Significant differences between men and women were revealed 
regarding the likelihood of discussing anger (t=3.07, 
p=.003)and expressing anger through physical symptoms 
(t=2.33, p=.021>; women scored higher on both expression 
modes (Thomas, 1989). Also explored in the study were the 
relationships of anger to psychosocial and demographic 
characteristics. Conclusions were that stress in terms of 
frequency and severity of daily hassles was positively 
related to anger symptoms in women only. Other demographic 
variables acting as predictors of anger for both men and 
women were lower education and lower income (Thomas, 1989).

The medical and nursing literature address anger and 
health implications, although the studies are limited. The 
illnesses and symptoms that result from the existence of 
anger to the mode of anger expression vary, and include 
rheumatoid arthritis, fluid retention, weight loss, obesity, 
asthma, migraines, ulcerative colitis, low back pain, 
eczema, hypertension, coronary heart disease, and cancer 
(Greer & Morris, 1975; Greer, 1986; Haynes & Feinleib, 1980; 
Thomas, 1989).

Greer (1986), found that subjects with psychosomatic
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illnesses repressed hostility and anger, and often had no 
awareness of its existence. Hence, people were sick with 
anger, and had true physical distress related to suppressed 
anger. Bodily expressions are the safest way to express 
anger towards another. By using one's own body, the threat 
of retaliation is diminished (Greer, 1986). Hence, anger 
repressed results in dermatitis, jaw tension, migraine 
headaches, back pain, colitis, joint pain, and hypertension. 
Anger is also expressed in unhealthy behavior that includes 
overeating, substance abuse, and smoking. Thomas (1989), 
supported the studies by indicating relationships between 
anger and health indicators, through an association of 
greater body index and inadequate sleep with anger symptoms 
in women. Lack of exercise was significantly associated 
with anger in both men and women in the same study.

The most common health-related problems studied are the 
association of hypertension and cardiovascular disease to 
anger. The basis for this is related to the finding that a 
rise in the release of epinephrine and norepinephrine is 
associated with anger. This secretion of catecholamines 
causes a rise in cardiac output and peripheral vascular 
resistance, resulting in hypertension, and eventually 
coronary heart disease (Thomas, 1989). Ploeg (1985) 
explored the role of anger in hypertension and discovered 
that men and women with hypertension have higher levels of 
trait anger than the general population. Research findings
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suggested that the Type-A personality is characterized by 
restlessness, urgency, competitiveness, highly aggressive 
behavior, and internal arousal of anger, and leads to 
increased risk of coronary heart disease CBfovaco, 1975). 
Anger-in or brooding, in conjunction with hostility was 
significantly associated with the extent of coronary 
atherosclerosis in angiographic studies of 125 males 
(HacDougall, Denbroski, Dinsdale, & Hockett, 1985). The 
Framingham Study of coronary heart disease <H=1822>, which 
defined suppressed anger as the most lethal type of anger, 
found that women are more likely than men to hold anger in 
and to express it somatically. (Haynes, Levine, Scotch, 
Feinleib & Kannel, 1978).

The literature alludes to a link between anger and the 
development of cancer. In reality, relatively few studies 
have fully investigated this connection. In 1952, Bacon, 
Rennekih, and Cutler surveyed 40 women with breast cancer 
and found a trend in major behavioral characteristics 
including the inability to discharge or deal appropriately 
with anger, aggression, or hostility and that their anger 
was covered with a facade of pleasantness. Greer and Morris 
(1975), linked anger to the development of cancer. They 
found that women who were extreme in either suppressing or 
exploding, in regard to anger had higher rates of diagnosed 
breast cancer than women with normal emotional response- 
patterns to anger. In a study comparing repressive coping
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reactions of 60 patients with malignant melanoma as compared 
to cardiovascular disease patients, it was concluded that 
patients with malignant melanoma displayed coping reactions 
and tendencies that indicated repression CKneier & = 
Temoshok, 1984). A repressive coping reaction refers to a 
coping strategy in which emotions, including anger are 
minimized or avoided. Repression of anger and anxiety leads 
to poorer outcomes in women with breast cancer as repressors 
are inattentive to distress signals (Jensen, 1987). The 
controversial surgeon, Bernie Seigel, is convinced that the 
tendency to keep emotions inside, especially anger, is 
associated with higher risk for cancer and shorter survival 
once cancer is diagnosed. He teaches patients to stop being 
doormats and start expressing their emotions and needs 
(Siegel, 1986). A theoretical view of the concept that
links emotional factors and cancer proposed by Temoshok 
(1983) describes cancer patients as internalizers of 
emotions. The literature revealed no studies linking anger 
to gynecological malignancies.

Once diagnosed with cancer, how is anger that occurs as 
a reaction to the loss associated with cancer expressed?
This question is not addressed in the literature directly, 
rather it is encompassed in literature that relates to 
psychological adjustment in general. Cook (1987) described 
anger as necessary and beneficial; it can aid in asserting 
and protecting one’s self. Without anger, helplessness
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occurs in the face of stressful situations.
Anger is commonly thought of as an emotion that should 

be controlled. The positive attributes of anger are often 
overlooked. Anger can serve as an important expressive and 
communicative function, as it provides the expression of 
negative feelings. Hovaco <1975), wrote that people often 
need help in expressing negative feelings in ways that lead 
to resolution of conflict rather than merely escalating 
antagonism. Another positive function of anger is that it 
may serve as motivating women to act assertively on their 
own behalf (Thomas, 1991). This assertiveness is highly 
valued by our culture and enables one to give others 
feedback about the effect of their behavior. Sometimes 
expressing anger irrationally or unjustly has a therapeutic 
effect as it may be used to change a relationship or relieve 
a depressive reaction (Birnbaum, 1973).

The positive effects of the expression of anger in 
patients with cancer is not expounded upon in the 
literature. One study directly addressed positive outcomes 
of anger expression (Friedman, Baer, Levy, Lane, & Smith 
1988). Variables related to adaptation to breast cancer 
including the expression of cancer were measured. It was 
determined that the expression of anger appeared to be 
related to longer survival among 67 breast cancer patients 
(Friedman, et al., 1988). In a measurement of psychological
coping mechanisms and survival time in metastatic breast
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cancer, the expression of anger and other negative emotions 
was not only adaptive but aided in differentiation between 
long-term survivors and patients with shorter lengths of 
survival (Derogatis, Abeloff, & Melisaratoc, 1979). The 
expression of anger, especially for women with cancer is an 
uncharted area that deserves inquiry. The proposed negative 
relationship between trait anger and the expression modes of 
anger is based on literature related to coronary 
atherosclerosis in which higher levels of trait anger are 
present as documented by Ploeg <1985) and anger-in that has 
been associated with men with hypertension and coronary 
atherosclerosis (HacDougall, Dembroski, Dimsdale, & Hackett, 
1985). The positive relationships between self-esteem and 
angei— out, anger discussed, and anger symptoms is based on 
Thomas’ (1989) theory that the level of trait anger is 
critical to an individuals choice of expression modes. If 
trait anger is present the individual is likely to express 
anger.

Psychological Adjustment to Cancer

Psychological adjustment is defined as the way in 
which persons handle or cope with stressful life 
circumstances and adapt their behavior to achieve emotional 
equilibrium (Billings & Moos, 1981). This method of coping 
focuses on the cognitive and behavioral reactions that
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patients report in response to the stress of having cancer. 
Billings and Moos <1981), divided the methods of coping into 
three categories of adjustment which are active attempts 
aimed at resolving the stress. Active-cognitive coping is 
defined as an attempt to manage an appraisal of the event 
and make it meaningful. An additional attempt at coping is 
active-behavioral coping; this refers to overt behavioral 
attempts to deal directly with the problem or its 
ramifications. The third category of active coping refers 
to attempts by the individual to avoid actively confronting 
the problem. It can also indirectly reduce emotional tension 
by behavior that includes an increase in the frequency of 
overeating or smoking.

Further categorizing of coping behavior concerns itself 
with the major focus of coping, either problem or emotion 
focused coping. Problem-focused coping attempts to 
eliminate the sources of stress; emotion-focused coping is 
used in situations to manage the consequences of the stress 
(Antonovsky, 1979; Billings & Moos, 1981; Folkman, Lazaras, 
Dunkel-Schetter, Delongis &Gruen, 1986; Lazaras, 1980;). 
Psychological variables are not limited by these categories; 
they are as vast as the instruments available to measure 
psychological adjustment.

In healthy populations, coping measures by men and women 
differ: men report less frequent use of active-behavioral, 
avoidance, and emotion-focused coping than women. People
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with more education are likely to use active-cognitive and 
problem-focused coping. Health related stressors elicited 
more emotion-focused methods of coping than family or work 
stressors (Billings & Moos, 1981).

In a 15 year study of women with breast cancer and their 
psychological response to cancer, Greer (1991), proposes 
that psychological adjustment is a significant predictor of 
disease outcome. At five-year intervals, women were 
reassessed and it was determined that 45 percent of women 
who had responded with a fighting spirit characteristic or 
with denial were without evidence of recurrence, compared 
with 17 percent of those who had shown responses such as 
fatalism and hopelessness.

Psychological coping predictors were found to be 
independent of biological prognostic factors in patients 
with malignant melanoma. Stoic acceptance in women and 
hopelessness in men were significantly associated with 
disease progression (Di Clemente & Temshok, 1985). 
Helplessness was also determined to be associated with the 
development of metastasis in women with breast cancer 
(Jensen, 1987).

In a four-year followup study of 133 women with 
non-metastatic breast cancer who had undergone modified 
radical mastectomy, psychological factors were measured by 
the use of questionnaires at the time of diagnosis. The 
psychological factors were related to disease outcome and



46

were independent of prognostic factors. A significantly 
longer duration of survival was found among women who were 
socially active, tended to be extroverted, and had an 
internal locus of control (Hislop, Waxier, Goldman, Elwood, 
& Kan, 1987).

An exploratory study conducted to determine the 
prevalence of loneliness and predominant coping methods 
among 41 tertiary level adult cancer patients in the home 
determined a preference for confrontive-type coping methods 
(Perry, 1990). Emotive-type coping methods were among the 
least favored; this included using drugs or alcohol or 
blaming others for problems related to the illness.

Sixty-seven women treated for breast cancer participated 
in a study that examined which psychological variables 
contributed to adjustment to cancer. The results indicated 
that active coping strategies were positively associated 
with psychological adjustment to cancer (Friedman, Baer, 
Levy, Lane, & Smith, 1990). The results of the study 
further indicated that avoidant strategies were negatively 
associated with adjustment. Denial was associated with poor 
adjustment. In a replication study, undertaken by Friedman, 
et al. (1990), 49 women with breast cancer were tested to
determine how they adjusted to cancer. It was noted that 
patients on the average used active-behavioral and 
active-cognitive coping more often than avoidance coping.
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Fighting spirit also proved to be a consistent predictor of 
adjustment.

Payne <1990), used a grounded theory approach to analyze 
the coping responses of 24 women with advanced breast cancer 
or ovarian cancer who were receiving palliative 
chemotherapy. Four coping approaches were identified. The 
characteristic approaches were described as think 
positive/fighter, acceptance, fearfulness, and hopelessness. 
The coping styles were found to be relatively stable and 
could be used to predict each person's reaction to 
chemotherapy, thus aiding in determining informational 
needs.

Age-related comparisons in relation to post-diagnosis 
adjustment yielded the following results. Subjects under 50 
years of age had signifcantly greater distress immediately 
after diagnosis <F=4.69, p=.004) and exhibited more 
psychological symptoms than subjects over 50 years of age 
(Edlund & Sneed, 1989). This was attributed to younger 
subjects having less experience with illness and more career 
and family responsibilities, therefore resulting in poorer 
adjustment (Edlund & Sneed, 1989).

Hovotny, Hyland, Cayne, Travis, and Pruyser (1984) 
studied 74 women with breast cancer and their adaptation to 
cancer. The results indicated that newly diagnosed cancer 
patients returned to customary activities within six months
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and adaptive patterns stabilized within one year unless a 
recurrence interrupted the adjustment process.

The literature related to psychological adjustment and 
gynecological cancer is sparse. Robinson and Stiefel <1985) 
linked hopelessness to cervical cancer; this emotional 
reaction is interpreted as giving up or maladaptive 
behavior, which as a consequence causes more stress than 
already exists with the disease.

A four-stage model of adjustment to cancer in patients 
with a gynecological malignancy was presented by Krouse 
(1985) to aid in understanding the behavioral and 
psychological processes that women experience as they 
attempt to cope with their disease. This model is based on 
a prior longitudinal study conducted by Krouse and Krouse 
(1981), which assessed 21 women with breast and 
gynecological malignancies to determine body image changes 
and depression. Using a crisis intervention framework, it 
was noted that over a 20 month period gynecological cancer 
patients experienced worsening body images and greater 
depressive symptomatology following treatment. Mastectomy 
patients adapted to their circumstances within a two-month 
period (Krouse & Krouse, 1981).

The model of adjustment for gynecological cancer has 
four stages. The first period, recognition/exploration, 
involves the awareness of disease symptoms and diagnosis; 
feelings that occur in this stage include fear, denial,
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uncertainty, and helplessness. The second period occurs 
around the time of surgery and immediately thereafter and 
marks a time of crisis/climax. This stage is the most 
stressful both physically and emotionally; and may involve 
depression, ambivalence in self-esteem, and body image 
changes. In the third stage, adaptation/maladaptation, 
women use a variety of strategies which allow adaptation to 
the disease and treatment. Denial begins to dissipate and 
emotional healing begins. The final stage,
resolution/disorganization, either leads women to a positive 
resolution of the crisis, or an extended period of 
disorganization, both emotionally and behaviorally 
(Krouse, 1985).

Using a hopelessness scale and the Million Behavioral 
Health Inventory, 73 women with cervical carcinoma were 
assessed for coping style and the role stress played in 
their illness. Women scoring high in pessimism, 
hopelessness, and social alienation showed a positive 
correlation (r=.59, p=.008) between life stress and disease 
promotion. Optimism and active coping styles were 
associated with a reduced risk of promotion to cancer 
(Goodkin, Antoni, & Blaney, 1986).

Mendelsohn (1991) conducted a qualitative study that 
explored psychosocial adapatation to illness of 36 women 
with breast disease, gynecological malignancies, and cancer 
of other sites. The data clearly indicated that women who
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had breast cancer were no more alike in their pattern of 
adaptation than were women with cancer at different sites. 
Three clusters of patients were identified. The first 
cluster of women appeared to be in sound psychological 
condition; identified as being optimistic, maintained their 
roles, and functioned satisfactorily. Patients in cluster 
two were active, socially engaged, realistic about their 
illness and uncomplaining; despite the positive features the 
women showed evidence of continuing distress. Cluster 
three, both physically and psychologically damaged by their 
illness, were pessimistic, depressed, and apprehensive 
about the future. One way AITOV As compared the mean of the 
items for each type of cancer. It was noted that women with 
gynecological cancer varied considerably in how each 
adjusted to their illness and did not resemble each other. 
The only similarities were substantially poorer body image 
evaluations and decline in sexual interest. Overall, women 
with gynecological cancer appeared to be in good spirits and 
confident of their personal worth (Mendelsohn, 1991). The 
proposed relationships between self-esteem and psychological 
adjustment modes have no empirical support in the 
literature. Walsh and Walsh (1989) state that high 
self-esteem indicates that adjusting with obstacles that 
life puts in the way is easier because of inner strength 
available. It is therefore proposed that women with high 
self-esteem will use adjustment modes that manage or
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directly deal with problems or feelings that occur in the 
cancer experience. Subjects with low self-esteem will use 
methods of adjustment that avoid confronting the problem.
The proposed positive relationship between trait anger and 
active-avoidance type adjustment and the negative 
relationships between trait anger and all other modes of 
psychological adjustment is based on research that 
determined similar personality profiles in which trait anger 
was associated with noncompliance, unpredictablity and 
ineffective communication (Stanwych & Anson, 1986). 
Measurement of the concept psychological adjustment as it is 
affected by self-esteem and trait anger may assist in 
defining interventions that will aid women with 
gynecological malignancies.

Summary

In this chapter, the conceptual framework of women’s 
adjustment to gynecological cancer was described. The 
underlying theme is that of stress related to cancer. The 
conceptual framework addressed the proposed relationships 
between self-esteem, trait anger and anger expression modes, 
and methods of psychological adjustment. A review of the 
literature on the variables was provided.
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CHAPTER III

Methodology

Included In this chapter are the research design, 
sample, setting, protection of human subjects. Instruments, 
data collection procedures, and data analysis for this study 
are also discussed.

Research Design

A descriptive correlational design was used to describe 
the relationship of self-esteem and trait anger to anger 
expression modes and methods of psychological adjustment in 
a sample of women diagnosed with gynecological cancer. The 
selected variables were self-esteem, trait anger, anger 
expression modes which include; anger-in, anger-out, anger 
discussed, anger symptoms, and methods of psychological 
adjustment which included; active-cognitive 
active-behavioral, active-avoidance, problem-focused, and 
emotion-focused.

Setting and Sample

The patient population for this study was selected from 
individuals referred by two physicians in private oncology
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practice and nurse colleagues from a home care agency. 
Chemotherapy was given in the private oncologists' offices. 
The home care agency was a comprehensive care agency that 
meets continued needs of patients with all types of 
diagnoses. Oncology patients comprised 30 percent of all 
patients enrolled in their program. Both settings were 
located in a large metropolitan city in the Southwestern 
United States.

A convenience sample of 30 women diagnosed with 
gynecological cancer were asked to participate in the 
study. The criteria for participation in this study were:

Cl) At least eighteen years of age or older 
<2> Able to speak, read and write the English language 
(3) Diagnosis of a gynecological malignancy at any 

stage.

Protection of Human Subjects

Written permission to conduct this study was obtained 
from the University of Arizona Human Subjects Committee 
(Appendix A). Only subjects who voluntarily agreed to 
participate in this study were included. The purpose of the 
study was explained to subjects who met the selection 
criteria. Subjects were informed that participation in this 
study was voluntary and would in no way change the medical 
care they were receiving. All subjects were given a consent
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form to read prior to participation in the study (Appendix 
B).

A summary describing the purpose of the study and copies 
of the questionnaires were submitted to the oncologists and 
home care director and staff. The study proceeded after 
permission was granted from both oncologists and the home 
care agency.

Data Collection Instruments

Five data collection instruments were used to collect 
data in this study. A Demographic Data Questionnaire <DDQ> 
was developed to collect demographic data for this study.
The Coppersmith Self-Esteem Inventory, (SBI> was used to 
measure self-esteem CCoopersmith, 1984). Trait anger was 
measured by the Trait Anger subscale of the State-Trait 
Anger Scale, (STAS), (Spielberger, Jacobs, Russell & Crane, 
1983). Modes of anger expression were measured using the 
anger items subscale of the Framingham Scale, (Haynes, 
Levine, Scotch, Feinleib and Kannel, 1978). To provide data 
regarding psychological adjustment to cancer, the Moos 
Coping Scale was used (Billings & Moos, 1981). The 
conceptual variable, corresponding instrument, subscales of 
each instrument, and number of items in each instrument are 
presented in Table 1.
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Table 1
Instruments by Conceptual Variable

Conceptual Variable Instrument Format Items

Self-Esteem Coopersmith
Self-Esteem
Inventory

Linear
Analogue
Scale

25

Trait Anger Speilberger 
Trait Anger 
Scale

Four-point 
Likert Type 
Scale

10

Anger Expression Framingham
Scale
Anger Items

Three-point 
Likert Type 
Scale

12

Psychological Hoos Coping Dichotomous 19
Adjustment Scale

Subscales:
Method of Coping 
Focus of Coping

Yes/Ho
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Demographic Data Questionnaire (DDQ)

The Demographic Data Questionnaire (Appendix C) was 
developed based on the literature review. The information 
that the DDQ elicited to assist with data analysis included 
the following: age, marital status, education, occupation, 
children at home, ethnic background, and religious 
affiliation. The above variables were included as they 
influence appraisal concepts and adjustment variables, 
(Thomas, 1991).

Disease-related information included cancer diagnosis, 
stage of disease, length of time since initial diagnosis, 
disease recurrence, participation in a support group, and 
treatments received. This information assisted in 
establishing the stress of experiencing cancer and in 
evaluating the influence of adjustment to cancer and anger 
expression modes (Mahon, Celia, & Donovan, 1990;
Sutherland, Walken 8$ Till, 1988).

Coopersmith Self-Esteem Inventory (SBI>

The Coopersmith SBI was developed to measure the 
evaluation a person makes toward self. Self-esteem is an 
expression of approval or disapproval; it indicates the 
extent to which a person believes he/she is competent, 
significant, successful, and worthy (Coopersmith, 1967).
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Form B, the adult form of the SBI, is self-administered and 
consists of 25 statements (Appendix C). The item responses 
are ’’Like He”, or ’’Unlike He”, which are anchored at each 
end of a linear analogue scale. The scale is scored by 
measuring a vertical mark placed by the respondent across a 
10 centimeter (cm) horizontal line. Item numbers that are 
reverse scored include items 1, 4, 5, 8, 9, 14, 19, and 20.
Total score for the scale ranges from 0-250. The higher the 
summated score, the greater level of self-esteem. Interval 
data are obtained from this scale. The SEI was originally 
composed of four subscales which correspond to identified 
sources of self-esteem: general, social, work, and family 
(Coopersmith, 1967), The SBI was analyzed as one scale in 
this study as there is no empirical evidence for separate 
interpretation (Cornwell & Schmitt, 1990: Higgins, & 
Dicharry, 1990: Huhlenkemp & Sayler, 1986;).

Crandal (1973), listed the SEI within the top five 
self-esteem scales for overall quality. Bedeilan, Geagnel, 
and Zmud (1977), reported SEI internal consistency to be .74 
for males, and .71 for females. Test-retest reliabilities 
were computed with coefficients of .80 for males and .82 for 
females. These findings are consistent with those of 
Frerichs (1973), who obtained a four week test-retest 
reliability coefficient of .85. Higgins and Dicharry 
(1990), found that overall the SEI was an internally 
consistent measure of self-esteem with a coefficient of .72
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for Havajo women. Initial convergent validity has been 
demonstrated by the .60 correlation that was found between 
the SEI adult form and the Rosenberg Self-Esteem Scale 
(Coopersmith, 1984).

Speilberger Trait Anger Scale (T-AS)

The State Trait Anger Scale (STAS) is a psychometric 
instrument used for assessing the intensity of anger as an 
emotional state and the individual differences in anger 
proneness as a personality trait (Spielberg, Jacobs,
Russell, & Crane, 1983). The Trait anger subscale (T-AS) 
was used to determine if anger proneness is a personality 
characteristic of women in the selected population. The 
T-AS is self-administered and consists of 10 statements 
(Appendix C). Participants are asked to indicate if a 
statement describes them by responding to a four-point 
Likert Scale which includes the responses: almost never;
sometimes; often; almost always (Spielberger, et al., 1983). 
Interval data are provided by the T-AS. Scores obtained on 
the T-AS range from 0-30. A high score indicates the trait 
for anger is present.

Initial tool development studies indicate that with a 
population of 146 college students internal consistency for 
the T-anger scale was .87 for both males and females. 
Coefficients for 263 Navy recruits was .87 for males and.87
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for females CSpielberger, et al., 1983). To develop norms
for the STAS, the scale was administered to large samples of 
junior and senior high school students <3000), military 
recruits <2500), college students <1600), and working adults 
<826). Internal consistency for the T-AS for each group 
ranged from ,81 to .91 <Table 2). Test-retest reliabilities 
computed were reported with coefficients of .90 for females 
and .87 for males <SpieIberger, et al., 1983).

These findings are consistent with those of Haszaleus 
and Deffenbaher <1986), who obtained a test-retest 
reliablity coeffecient of .90. The scale was adapted by 
Ploeg, Buuren, and Bummelen <1985), for use in the 
Netherlands and demonstrated an internal consistency of .92. 
Concurrent validity of the T-AS as a measure of hostility 
was demonstrated by the .89 correlation that was found 
between the T-AS and the Buss-Durkee Hostility Inventory 
<SpieIberger, et al,, 1983).

Framingham Scale Anger Items <F-AS)

Anger expression was measured by using the anger items 
subscale of the Framingham Scale <FAS) <Appendix C). The 
scale was developed for use in the Framingham Study of 
coronary heart disease <N=1822) to measure modes of anger 
expression <Haynes, Levine, Scotch, Feinleib, & Kannel,
1978). The scale assesses the likelihood of angersin, anger
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Table 2
Alpha Coefficients for Trait Anger Scale for 
normal Populations

High School Military College
Students Recruits Students
F M F M F M

.82 .81 .82 .84 .91 .89

Working 
Adults 
F M

.90 .90
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held In or kept to the self; anger-out, anger taken out on 
others; anger discuss, anger talked about; and anger 
symptoms, the development of physical symptoms when an 
individual is angry. Subjects are asked, to respond to the 
statement "When I am really angry or annoyed I . by 
indicating if the reaction statement describes them. The 
anger scale consists of 12 statements scored by a three- 
point likert-type scale consisting of the responses, ’"very 
likely", "somewhat likely", or "not too likely"’ (Haynes, et 
al., 1978). The scale is scored by summing the responses to 
each question valued from 0-2, 2 meaning complete presence 
of the trait. To obtain subscale scores, the responses are 
summed and then divided by the number of questions to 
determine if that particular mode is used to express anger. 
Use of the FAS allows assessment of the respondents’ 
likelihood of displaying a variety of coping methods, which 
provides interval data, rather than categorizing subjects in 
an either or fashion, which has been deemed inappropriate by 
Tarvis (1989).

In the development of the scales, pooled items were 
generated by an expert panel and subjected to item and 
factor analysis to develop the four subscales. The scale 
was tested with Hunnally’s formula to calculate internal 
consistency and reliability for the scale (Hunnally, 1967). 
The Anger Scale demonstrated a coefficient of .86, proving 
it to be internally consistent. Coefficients of .82 for
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males and .90 for females were reported on test-retest 
reliabilities. These findings have been further supported 
with a coefficient of .87 for females in a study of women 
with coronary heart disease (Haynes & Feinlieb, I960). 
Validity was demonstrated by the .58 correlation that was 
found with factor analyses, on comparison of the FS-A scale 
to the Harburg hostility measure (Haynes, et al., 1978).

Moos Coping Scale (MCS) - Psychological Adjustment

To assess psychological adjustment to cancer, the Moos 
Coping Scale (MCS) was used (Appendix C). The scale 
assesses a recent personal crisis or stressful life—event.
In this study, the stressful life-event was defined as 
adjusting to the experience of having cancer. The tool is 
self-administered, and the subject is asked to answer 19 
yes/no items that inquire how they dealt with the 
experience. The items are grouped into three methods of 
coping categories: active-cognitive, active-behavioral, and 
active-avoidance. The items are also classified into two 
focuses of coping categories: problem-focused and 
emotion-focused. Respondents may use more than one category 
of adjustment thereby providing interval data. The score for 
each coping measure is the percentage of items answered 
’’Yes” (Billings & Moos, 1981).

Internal consistency, using Cronbach’s alpha coefficient



63

for the categories of methods of coping, were .72 for 
active-cognitive coping, .80 for active-behavioral coping, 
and .44 for avoidance in coping, in a study with 350 
respondents. These coefficients indicated that the 
subcategories of coping response as well as the entire set 
of items which had a coefficient of .62 showed moderate 
internal homogeneity (Billings & Moos, 1981). The 
intercorrelation among the three categories of coping 
methods was relatively low at .21, indicating the items are 
independent (Folkman & Lazarus, 1980). Satisfactory 
reliability and validity for the scale were reported by 
Folkman, Lazarus, Dunkel-Schetter, DeLongis and Gruen,
(1986), with a sample of 285. Alpha coefficients were 
reported above .80. Friedman, Helson, Baer, Lane and Smith 
(1990), confirmed validity with findings in 49 women with 
breast cancer with coefficients that ranged from .77 to .80.

Data Collection Procedures

The investigator informed each subject of the purpose of 
the study and time required for participation, which was 
approximately one hour. Consenting subjects were contacted 
in person at the clinic office or by phone to arrange a 
meeting time and location to collect the data. Detailed 
information about the study, the consent form, explanation 
of confidentiality, and the right to withdraw were provided



at the initial meeting. Subjects were given a copy of the 
consent form and information about how to contact the 
investigator or the Human Subjects Committee should they 
have questions concerning the study or their participation. 
The data collection instruments were presented in randomized 
order. Each questionnaire was explained to the subject.
The subject completed the questionnaire while the 
investigator was present in the home or clinic. Although 
this procedure may induce bias it was used to ensure return 
of the questionnaires.
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Data Analysis

Descriptive statistics were used to evaluate the data 
obtained from the instruments used in this study. Pearson 
product moment correlation coefficients were used to examine 
the relationships among the conceptual variables. Total 
scale reliablity was estimated using Cronbach’s alpha for 
each instrument.

Research Question 1 - What is the level of self-esteem 
in a population of adult women with gynecological 
cancer?

Descriptive statistics (total mean score and standard 
deviation) for the SBI were used to answer this question.
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To gain further insight, self-esteem scores for each disease 
type and stage were calculated. Demographic variables such 
as age, marital status, religious affiliation, and support 
group attendance were also evaluated to determine 
differences in the sample.

Research Question 2 - What mode of expression do women 
with gynecological cancer use to express anger?

To determine the anger expression mode most used by 
this sample, descriptive statistics were used, Means and 
standard deviations for each type of expression were 
calculated. To provide an overall description of the sample 
scores for each mode of expression for all disease types, 
stages, and demographic variables were calculated.

Research Question 3 — What is the relationship between 
self-esteem and anger expression modes?

Research Question 4 - What is the relationship between 
self-esteem and methods of psychological adjustment?

To test the predicted theoretical relationships for the 
above research questions Pearson coefficients were 
calculated to determine correlations and significant 
relationships that may exist between self-esteem and each
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made of anger expression and each method of psychological 
adjustment. Correlations for specific demographic variables 
were also calculated.

Research Question 5 - What is the relationship between trait 
anger and anger expression modes?

Research Question 6 - What is the relationship between trait 
anger and methods of psychological adjustment?

The predicted relationships for the above research 
questions were tested by using Pearson coefficients to 
calculate correlations and significant relationships that, 
may exist between trait anger and each mode of anger 
expression and each method of psychological adjustment. 
Correlations for each disease type, disease stage, and 
selected demographic variables were computed.

Summary

A descriptive correlational design was used to 
describe the relationship of self-esteem and anger to 
psychological adjustment to cancer in women with 
gynecological malignancies. Consenting subjects were 
referred from private oncologists and a home care agency. 
Five instruments were used in data collection, based on



reported psychometric properties. Proposed data analysis 
included descriptive and correlational statistics to 
describe the relationships between variables.
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CHAPTER IV

Results of the Study

The results of data analysis are reported In this 
chapter. Demographic characteristics of the sample, 
reliablity of the instruments used for data collection, 
and analysis based on the research questions are also 
presented.

Demographic Characteristics of the Sample

A convenience sample of 30 women with gynecological 
cancer whose ages ranged from 42 to 86 years <x = 59, sd = 
10.33) participated in this study. Demographic 
characteristics are presented in Table 3. The majority of 
subjects were married (H =22, 73.3%), and had no children 
currently living at home (H = 27, 90%). The remaining 
(10%) reported having only teenage children present at 
home. The subjects' ethnic backgrounds fell into two 
categories, Caucasian <H = 23, 76.7%) and Hispanic <H = 7, 
23.3%). Host subjects had completed a high school 
education (x = 13.4 years, sd = 2.88), 26% had a college 
degree. Ten of the subjects were retired (33.3%), 9 were 
housewives (30%), while 11 were employed (36.7%). The 
median gross family income was $30,000 to $39,000.
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Table 3
Demographic Characteristics of the Sample (H = 30)

Variable Percent Humber

Marital Status
Married 73.3% 22 
Divorced 13.3% 04 
Widowed 10.0% 03 
Single 3.4% 01
Total 100% 30

Ethnic Background
Caucausian 76.7% 23
Hispanic 23.3% 07
Total 100% 30

Religious Affiliation
Catholic
Protestant
Hone

40. 0% 
46. 0% 
13.3%

12
14
04

Total 99. 9% 30

Employment Status
Retired 33.3% 10 
Housewife 30.0% 09 
Employed Full Time 36.7% 11
Total 100% 30



Religious affiliation reported by subjects were Catholic 
<11=12, 40%), Protestant GT =14, 46%), and 4 subjects 
indicated no religious affiliation. Ho subjects reported 
attending a cancer support group; one subject reported 
seeing a private therapist.

Frequencies for disease related information including 
specific gynecological cancer diagnosis, stage of disease, 
and length of time since diagnosis are presented in Table
4. A total of five gynecological malignancies was 
represented. The most common diagnosis was ovarian cancer 
<H = 20, 66.7%); Stage III disease was the most frequent 
stage reported <H = 18, 60%). The time since initial 
diagnosis ranged from 1 month to 5 years <x = 17.-5 months, 
sd = 3). For 25 subjects (83.3 %) of the sample, this was 
an initial cancer diagnosis, 5 subjects (16.7%) reported a 
recurrence of their cancer diagnosis. Multimodal therapy
was received by all subjects. All subjects had surgery

(and chemotherapy. Multimodal therapy also included 
radiation therapy, immunotherapy, or hormonal therapy.
Mine subjects received either Granulocyte-Macrophage 
Colony Stimulating Factor (GM-CSF) or Granulocyte Colony 
Stimulating Factor (G-CSF) to aid white blood cell 
recovery post chemotherapy and lessen bone marrow 
suppression effects. Tumor Hecrosis Factor was received 
by four subjects. Brachytherapy was included in the 
treatment plan of four respondents, and eight subjects had
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Frequencies for Disease Related Information <Bf = 30)
Table 4

Variable Humber Percent

Gynecological Malignancy
Ovarian 20 66. 7%
Uterine 04 13.3%
Cervical 04 13. 3%Endometrial 01 3. 3%
Vulvar 01 3.3%
Total 30 99.9%

Stage of disease
Stage I 0
Stage II 04 13.3%Stage III 18 60.0%
Stage IV 06 20. 0%
Hot Staged 02 6.7%
Total 30 99.9%

Time since diagnosis
1-6 months 09 30.0%
6-12 months 07 23.3%
12-24 months 08 26.6%
24-60 months 06 20.0%
Total 30 99.9%
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received external beam radiation therapy. Five subjects 
had received hormonal therapy.

Reliablity of the Instruments

Internal consistency reliablity of the instruments 
used to measure the four variables was set at .SO. All 
instruments obtained satisfactory coefficients with a 
range of .81 to .87 (Table 5); however the findings are 
limited by the small sample size.

Findings Related to the Research Questions

Descriptive statistics were used to answer the 
research questions that described the level of self-esteem 
and mode of anger expression in women with gynecological 
cancer. Pearson correlation coefficients were calculated 
to determine the relationship between the conceptual 
variables. Selected disease related variables were also 
correlated with the conceptual variables to determine 
relationships. The level of significance for 30 pairs of 
measures was set at the p < .05 level which indicates the 
correlation must be approximately .31 to be statistically 
significant (Kerlinger, 1986).
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Instrument Standardized Alpha
Table 5

Instrument Standardized Alpha

Coppersmith Self-Esteem 
Inventory

.83

Speilberger Trait Anger 
Scale

. 87

Framingham Anger Items .82

Moos Coping Scale . 81
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Research Question 1 - What is the level of self-esteem In 
a population of women with gynecological cancer?

The Coopersmith Self-Esteem Inventory CSEI> was used 
to measure the variable of self-esteem defined as a 
motivating force in adjusting to the experience of cancer. 
The SEI measures self-esteem with a 25 item linear 
analogue scale. The item responses are "Like Me" or 
"Unlike Me" which are anchored at each end of a 10 cm 
horizontal line. Scores are calculated by measuring the 
vertical mark placed by the subject across the line. The 
higher the summated score the greater the level of 
self-esteem. Scores may range from 0 to 10 for each item 
and total scores may range from 0 to 250. Individual 
scores by each item are presented in Table 6.

The total SEI scores in the sample ranged from a low 
of 57.8 to a high of 222.3 <x = 148.5, sd = 35.8), 
indicating a moderate level of self-esteem in this group. 
This score was less than the mean score for the SEI in a 
healthy poulation of 28 women Cx = 200.6, sd = 29), 
(Cornwell & Schmitt, 1990).

Self-esteem scores for each diagnosis of cancer and 
by stages are presented in Table 7. Women diagnosed with 
an ovarian malignancy (M = 20), and uterine cancer <M = 4) 
both had a moderate level of self-esteem (x = 142.23, sd = 
38.25) and <x = 142.00, sd = 35.55) respectively. Women
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Table 6
Self-Esteem Inventory Scores by Item

Item Mean SD

1 . Things usually don’t bother me. * 4. 03 3.27
2. I find it very hard to talk in front 

of a group. 5. 00 3.61

3. There are lots of things about myself 
I’d change if I could.

4.67 2.96

4. I can make up my mind without too 
much trouble.#

5.78 2. 84

5. I'm a lot of fun to be with. # 6.39 1.84
6. I get upset easily at home. 5.69 3. 09
7. It takes me a long tome to get used 

to anything.
6.49 2.96

8 . I’m popular with persons my own age. # 6.15 2. 73
9. My family usually considers my 

feelings. #
6.29 1.97

10. I give in very easily. 5.24 2.88
11. My family expects too much of me. 6. 38 1.97
12. It’s pretty tough to be me 5.49 2. 77
13. Things are all mixed up in my life. 6.67 3.09
14. People usually follow my ideas. # 5. 21 2.54
15. I have a low opinion of myself. 6.63 2.41
16. There are many times when I would like 

to leave home.
6.60 2.30

(table continues)
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Table 6 —  Coni inue.d

Item Mean SD

17. I often feel upset with my work. 6. 66 7.33
18. I'm not as nice looking as most people. 4. 72 2. 90
19. If I have something to say, I 

usually say it. %
6. 60 2.37

20. My family understands me. % 5. 07 3. 04
21. Most people are better liked than I am. 5.99 2.77
22. I usually feel as if my family is 

pushing me.
6.24 2.56

23. I often get discouraged with what 
I am doing.

5. 73 2.96

24. I often wish I were someone else. 6. 38 2.70
25. I can't be depended on. 8.32 1.36

# Items are reversed scored



77

Table 7
Self-esteem Inventory Scores by Diagnosis and Stage of
Disease 30)

Variable Number Mean SD

Cancer Diagnosis
Ovarian 20 143.23 38. 25
Cervical 04 160.38 34.74
Uterine 04 142.00 35.55
Vulvar 01 170. 20 -
Endometrial 01 168.70 —
Total 30

Stage of Disease
Stage II 04 173.37 5. 07
Stage III 18 138.29 37.34
Stage IV 06 151.71 37. 17
Wot Staged 02 176.60 3. 09
Total 30
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with cervical cancer <1 = 4) had a higher level of self 
esteem (x = 160.38, sd = 34.74), and women with stage III 
disease <H =18) had a lower than average level of 
self-esteem <x = 138.29, sd = 37.17). Stage IV <H = 6) 
disease subsets reported a slightly higher level of 
self-esteem <151.71, sd = 37.17) as did women with stage 
II disease<H = 4, x = 173.37, sd = 5.07). Ho significant 
differences existed in self-esteem scores and religious 
affiliation, income level, and education.

Research Question 2 - What mode of expression do women 
with gynecological cancer use to express their anger?

The outcome of the ablity to cope with anger was 
defined as anger expression. Expression of anger is 
manifested by repression, overt complaining, therapeutic 
ventilation or physical symptoms. Anger expression was 
measured using the Framingham scale anger items <F-AS).
The scale consists of a 12 item, 3 point likert type scale 
with zero indicating the respondent was "not too likely” 
to react as the statement described. A score of 2 
indicated the respondent was " very likely" to respond as 
the statement depicted. The F-AS contains four subscales 
measuring the following modes; anger-in, angei— out, anger 
discussed, and physical symptoms of anger. The scale is 
scored by summing the responses to each question and then
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dividing by the number of questions for each category, A 
score of 2 indicates frequent use of the mode, a score of 
zero indicates rare use of the mode. Subjects may use 
more than one mode. Table 8 illustrates items by subscale 
with means and standard deviations.

Subjects in this study indicated that anger-in was a 
frequent mode of expression used by women with 
gynecological cancer (x = 2.0, sd = 1.2). Discussion of 
anger was also a mode of anger expression women used (x = 
2.0, sd = 1.2). Anger-out was infrequently used by this 
sample < x = .73, sd = .86). Anger expressed as physical 
symptoms was "somewhat likely" to be used as an expression 
mode ( x = 1.02, sd = .45) but was not used frequently.

Research Question 3 - What is the relationship between 
self-esteem and anger expression modes?

Table 9 provides a correlation matrix for the 
variables self-esteem and the four modes of anger 
expression. For these subjects, self-esteem showed a 
significant relationship with anger-in and anger 
discussed. Self esteem was negatively correlated <r = 
-.36, p = .02) with anger-in, implying the greater the 
level of self-esteem the less likely angez— in was a mode 
of expression used by this sample. Self-esteem had a



Table 8
Items by Anger Expression Subscales with Means and 
Standard Deviations for Total Score <3Sf = 30)

Subscale Items Total
Mean

Score
SD

Anger-in 6, 7, 8 2.0 1.9

Anger-out 9, 10 2. 0 1.2

Anger discussed 11, 12 . 73 . 86

Anger symptoms 1, 2, 3, 4, 5 1.02 . 45
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Table 9
Correlation Matrix for Self-esteem and Anger Express-Ion 
Modes CM = 30)

SBI Anger-In Anger-out Discuss Symptom

SB I -- -.3663
p = .025* p

. 1087 
= .287 P

.5840 
= .000* P =

, 1183 
.271

Anger-in — —
P
-.0332 
= . 432 P

-.6529 
= . 000 P =

, 0023 
.495

Anger-out -- — --—
P

. 1183 
= . 271 P =

, 2285 
.103

Discuss —— —- --- ,- -
P =

, 2482 
. 113

Symptom -- — — : — --■ - —

& p < .05
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positive correlation with anger discussed <r = .58, p =
. 000 ) .

In the subpopulations determined by diagnosis and 
stage of disease, women with ovarian cancer GST = 20) also 
demonstrated a negative and significant relationship 
between self-esteem and anger held in (r = -.54, p =
.008). For this sample, self-esteem and anger discussed 
were positively correlated ( r = .70, p = .000).
Women with uterine cancer (H = 4) also showed a strong 
negative correlation for self-esteem and anger-in (r = 
-.96, p = .019) and a significant relationship between the 
total degree of self-esteem and anger discussed <r = .90, 
p = .04).

Correlations were also calculated for each stage of 
disease. Only one statistically significant relationship 
was determined. For stage IV cancer, a significant 
relationship existed between total self-esteem and anger 
discussed <r =.83, p = .019).

Research Question 4 - What is the relationship between 
self-esteem and methods of psychological adjustment?

Methods of psychological adjustment were measured by 
using the Moos Coping Scale <MCS>, a 19 item dichotomous 
scale with yes/no responses. The tool is scored by 
determining the percentage of items answered yes for each
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category of adjustment. There are two subscales that 
group items into methods of coping and focus of coping 
categories. Table 10 illustrates each subscale and method 
of coping, item numbers, and percentage of subjects who 
used that method of psychological adjustment. Subjects 
may use more than one method of adj ustment. Subscale 
total item correlations ranged from -.40 to .90.

These subjects used behavioral methods of coping the 
most <80.8%) in adjusting psychologically to the 
experience of having cancer. Of significance is item 8 of 
the MCS in which 93.3 percent of the sample reported that 
when adjusting to the experience of having cancer they 
"talked with a professional person" which included a 
physician, clergy, counselor, and/or nurse. Attempting to 
"find out more about the situation," item 7 was used by 
86.7 percent of the sample. Items 10 and 11 "discussing 
the situation" with a friend (86.7%), relative or spouse 
(83.3%) also aided adjustment to cancer. Problem-focused 
coping was the most frequent type of focus of adjustment 
used by women in this group (66.7%). The above items and 
item 9 taking things "one step at a time" (66.7%) in 
addition to item 12 "considering several alternatives” 
(63.3%) channeled psychological adjustment to cancer 
toward problem-focused adaptation.

Table 11 provides a correlation matrix for 
self-esteem and methods of psychological adjustment to
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Table 10
Subscales .for Method and Focus of Psychological Adjustment

<H = 30)

Subscale Item Humber Percentage

Method of Adjustment
Active-Cognitive 1, 2, 3, 01 4* H as

4 » 5, 6,
Active-Behavioral 7, 8, 9, 80.8%

10, 11, 12
Active-Avoidance 13, 14, 15 40.3%

16, 17
Focus of Adjustment
Problem-focused 4, 5, 6, 7, 64.7%

8, 9, 10
1, 2, 3, 12, 13, 14, 45.1%
15, 16, 17, 18, 19

Emot1on-f ocused
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Table 11
Correlational Matrix for Self-Esteem and Methods of 
Psychological Adjustment XET = 30)

SEI Cognitive Behav Avoid Problem Emotion

SEI -- .5446 . 5743 -.3436 . 5942 .3709
p=.001# p=.001# p=.034# p=.000# p=.024#

Cognl -- .6537 -.4022 . 8575 .6931
p=.000 p=.015 p=.000 p=.000

Behav --- -.1253 . 9008 .5814
p=.259 p=.000 p=.000

Avoid — — —  —  — ^ -.2224 . 1417
p=.123 p=.232

Problem -- . 6462
p=.000

Emot1on -- — — — —

# p < . 05



cancer. Significant relationships existed between 
self-esteem and the three methods of adjustment and both 
focuses of adjustment. Positive correlations existed 
between self-esteem and active-behavioral coping <r =
.5743, p = .001) in addition to problem-focused coping (r 
= .5742, p = .000). The relationship between 
self-esteem and active-cognitive based adjustment was 
statistically significant Cr = .5446, p = .001). 
Self-esteem was negatively correlated with 
active-avoidance adjustment <r = -.3436, p = .034) 
implying that the lower the level of self-esteem the 
greater the use of active-avoidance type coping in 
adjusting to cancer. Emotion-focused coping had a small 
but significant relationship to self-esteem Cr = .3709, 
p = .024).

Data were also analyzed by diagnosis and stage of 
disease (Table 12). Ovarian cancer (N = 20) closely 
mirrored the total sample with significant values in all 
categories of adjustment except emotion-focused coping. 
Stage III (H = 18) also mirrored the total sample. Of 
significance is the increase in negative correlation of 
self-esteem to active-avoidance coping Cr = -.6297, p = 
.003). All other categories for stage III disease 
presented positive correlations to self-esteem.
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Table 12
Correlations by Diagnosis and Stage of Disease for
Self-esteem and Psychological Adjustment

<Z = 30)

Cognitive Behav Avoid Problem Emotion

SEI
Ovarian 
It = 20

. 6392
p=.002#

. 5534 
p=,007#

-.5276
p=.010#

. 6132 
p=.003*

. 3010 
p=.105*

Cervical 
1= 4

. 5965
p=.202

. 6477 
p=.176

. 4879 
p=.256

. 5965
p=.202

. 7201 
p=.140

Uterine 
H = 4

-.2888 
p=.356

. 8476 
p=.076

.5305 
p=.235

.4804 
p=.258

.3016 
p=.349

Stage II 
H = 4

-.1976 
p=.401

— . 6223 
p=.189

-.1869 
p=.407

.2218 
p=.389

Stage III 
It = 18

. 6396
p—.002#

. 6479
p=.002#

-.6297 
p=.003*

. 6645
p=.001# .4767 p=.023*

Stage IV 
H = 6

. 6522
p=.080

. 5075 
p=.152

-.2213 
p=.337

. 4085
p=.211

. 4373 
p=.193

$ p< .05
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Research Question 5 - What is the relationship between 
trait anger and methods of psychological adjustment?

Trait anger, a personality characteristic that 
defines individual differences in anger provoking 
situations, was measured by the Speilberger Trait Anger 
Scale (TAS) which is a 10 item, 4 point likert scale.
Item scores range from 0 to 3, the numbers correspond to 
statements from ”almost never” to *’almost always”. The 
scale is scored by summing the responses. Total scores 
range from 0 to 30. The range of scores in this study was 
a low of 1.0 to a high of 19.0 with a mean of 6.89 <sd = 
4.16), indicating a very low level of trait anger in the 
overall sample. In the subgroups, the total TAS scores 
ranged from 5.6 to 13.5.

Total trait anger had a significant relationship with 
active-avoidance adjustment (r = .4578, p = .006), 
implying the higher the level of trait anger the greater 
probablity that active-avoidance adjustment would be used 
by this sample. Table 13 illustrates correlations for 
trait anger and methods of psychological adjustment by 
diagnosis and disease stage. Only ovarian cancer <H = 20) 
showed a small but significant relationship between trait 
anger and active-avoidance coping (r = .4867, p = .017) In 
stage II disease <n = 4), a high correlation (r = .9484, 
p = .020) between trait anger and active-avoidance coping
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Correlations for Trait Anger and Methods of Psychological 
Adjustment by Diagnosis and Disease Stage (F = 30)

Table 13

Cognitive Behav Avoid Problem Symptom

TAS
Ovarian 
W = 20

-.0266 
p=.457

. 1972 
p=.209

. 4867 
p=.017*

. 2238 
p=,178

-.0426 
p=.431

Cervical 
H = 4

. 1406 
p=.430

. 1251 
p=.437

-.3769 
p=.312

. 1406 
p=.430

-.0179 
p=.491

Uterine 
H = 4

0486 
p=.476

. 5348 
p=.233

. 8337 
p=.083

. 4211 
p=.289

. 6856 
p=.157

StageII 
H = 4

3530 
p=.323

— .9484
p-.026*

-.2289 
p=.386

. 0000 
p=.500

StageIII 
H = 18

. 3063
p=.108

. 3589
p=.066

. 2646 
p=.144

. 4603 
p=.027*

. 1916 
p=.223

StageIV 
H = 6

—.5326 
p=.138

-.5850 
p=.Ill

. 3296
p=.262

-.7041 
p=.059

-.2396 
p=.324

* p < ,05
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occurred. Stage III disease GT = 18) indicated a 
significant but low correlation ( r = .4603, p = .027) for 
trait anger and problem-focused coping.

Research Question 6 - What is the relationship between 
trait anger and anger expression modes?

Significant relationships existed between trait anger 
and all anger expression modes (Table 14). Trait anger 
had a negative correlation to angei— in < r = -.6546, 
p = .000) indicating that the greater the degree of trait 
anger the less likely anger would be repressed. Trait 
anger and angei— out had a positive correlation (r = .4642, 
p = .006) which implies that if trait anger is present 
then anger will be overtly expressed. Trait anger and 
anger discussed also had a significant relationship <r = 
.6441, p = .000). Total trait anger and physical symptoms 
had a strong correlation of <r = .8132, p = .000) which 
indicates that if trait anger is present then physical 
symptoms of anger are likely to occur.

Disease and stage group correlations for trait anger 
and anger expression modes are presented in Table 15. The 
largest subgroups, ovarian cancer and stage III carcinoma, 
determined significant relationships with the variables. 
Strong negative correlations for ovarian carcinoma( r = 
-.7193, p = .000) and stage III disease (r = -.8676, p =
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Correlation Matrix for Trait Anger and Anger Expression
Table 14

Modes <M = 30)

TAS Anger-in Anger-out Discuss Symptom

TAS -- -.6546
p=.000#

.4642
p=.006#

. 6441
p=.000#

. 8132
p=.000#

Anger in -- --— — .0332 
p-.432

-.6524
p=.000

.3949
p=.082

Angei— out ---- — -— ' . 1183 
p=.271

-.3664 
p=.326

Discuss -- . 1282 
p=,289

* p < .05
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Table 15
Correlations for Trait Anger and Mode of Anger Expression
by Diagnosis and Disease Stage

<H = 30)

Anger-in Anger^ont Discuss Symptom

TAB
Ovarian 
E = 20

-.7193
p=.000#

. 3150 
p=.094

. 5768 
p=.005#

—.0266 
p=.457

Cervical 
N = 4

-.9271 
p=.036#

.7913 
p=.104

. 9152 
p=.042#

. 7923
p=.061

Uterine 
M= 4

-.7511 
p=.124

. 9903 
p=.005#

. 9467 
p=.027#

. 7672 
p=.042#

Stage II 
H = 4

-.8856 
p=.057

-.6888 
p=.156

. 6888 
p=.156

. 8012 
p=.049#

Stage III 
M = 18

-.8676
p=.000#

. 2332 
p=.176

. 6011 
p=.004#

. 7784 
p=.052

Stage IV 
H = 6

-.4633 
p=.177

.0674 
p=.450

.3767 
p=.231

. 5326 
p=.092

* p < .05
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.000) between trait anger and anger-in existed. Moderate 
correlations also existed between trait anger and anger 
discussed for both ovarian cancer (r - .5768, p = . 005) 
and stage III disease < r = .6011, p = .004). Of interest 
is the strong relationship between trait anger and 
anger-out that existed in women diagnosed with uterine 
cancer (r = .9903, p - .005). This finding may not be 
accurate due to the small sample size.

Summary

Subjects indicated a moderate level of self-esteem. 
Anger held in and anger discussed were frequent modes of 
expression used. Angei— in had a negative relationship to 
both self-esteem and trait anger. Discussion of anger had 
a positive relationship to self-esteem and trait anger.
The subjects most frequently used behavioral methods and 
problem-focused coping to adjust psychologically to the 
cancer experience, Significant relationships existed 
between self-esteem and all methods of psychological 
adjustment. Trait anger in this population was very low.
A low but significant relationship existed between trait 
anger and active-avoidance coping.

The results of the data analysis have been reported 
in this chapter. The demographic characteristics of the 
sample, the reliablity of the instruments used for data



collection, measurement of the variables, and statistical 
analysis of the research questions were presented.
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Discussion, Conclusions, and Recommendations

The relationship between the conceptual framework and 
the findings of the study is discussed in this chapter. 
Conclusions based on these findings are also presented. 
Implications for nursing practice, recommendations for 
further research, and limitations of the study are included.

Findings Related to the Conceptual Framework

The purpose of this study was to determine if 
self-esteem and trait anger have a relationship to the 
expression of anger and psychological adjustment in women 
with gynecological malignancies. The relationships between 
the conceptual variables in relation to the conceptual 
framework are depicted in Figure 3.

The level of self-esteem in women with gynecological 
cancer was moderate. Women with stage III disease defined 
as cancer that has metastasized within the pelvic cavity 
(Gusberg & Runowicz 1991), reported a lower than average 
level of self-esteem in this study. Cornwell and Schmitt 
(1990) found that in both rheumatoid arthritis and systemic 
lupus erythematosis, women’s levels of self-esteem varied 
considerably and was related to their functional status; as

CHAPTER V



APPRAISAL CONCEPTS ADJUSTMENT VARIABLES

ANGER EXPRESSION MODES

SELF-ESTEEM

TRAIT ANGER

Anger-in
^5
l=J® Anger-out
<^46

Anger Discussed 

Anger Symptoms
< 8 1 i

PSYCHOLOGICAL 
ADJUSTMENT MODES

'5ooi Active-Cognitive 

Active-Behavioral 

Active-Avoidance 

5ooo Problem-focused 

+ 3? Emotion-focused
p=£04

FIGURE 3. Relationship among Variables within the Conceptual Framework. p_<_.05
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health declined, self-esteem deteriorated. The physical 
status of women with stage III disease certainly could 
account for their low level of self-esteem. The extreme 
changes cancer patients’ experience from diagnosis, through 
treatment, to recovery are likely to impact self-esteem, and 
occur at different rates for each person.

In this sample, none of the subjects attended a support 
group. Curbow, Somerfield, Legro, and Sonneca <1990) note 
that subjects in a support group have a higher level of 
self-esteem than nonparticipants. Reasons for not attending 
a support group were not determined in this study, but could 
be for any of the following reasons; subjects currently 
receive adequate social support, lack of knowledge of 
availablity of support groups, lack of transportation to the 
groups, fear and avoidance used as coping mechanisms.
Several subjects asked for information regarding location 
and meeting times of support groups within the community.
Ho relationships were determined between self-esteem and the 
demographic variables, Findings in the current study, though 
descriptive, imply that women with gynecological 
malignancies maintain a moderate level of self-esteem 
despite the vast changes they experience.

Anger expression is the result of the ablity to cope 
with anger. Anger expression modes most used by women with 
gynecological cancer were anger that vfas repressed and 
discussion of anger. The findings differ from those
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reported in the literature for healthy populations of women; 
as expression is in the form of physical symptoms (Thomas 
1989). However, a theoretical view of the concept that links 
emotional factors and cancer proposed by Temshok (1983) 
described cancer patients as internalizers of emotion.
Jensen (1987) reported that repression of anger leads women 
with breast cancer to become inattentive to disease distress 
symptoms. Repression of anger was used as a coping 
mechanism by 42.2 percent of this population. This finding 
is supported by a study conducted with patients diagnosed 
with malignant melanoma who used repression to express anger 
(Kneir & Temoshok, 1984).

Most certainly rational discussion of anger used by 
40.6 percent of this population is therapeutic and cannot be 
dismissed as nonsignificant. The positive effects are 
supported in a study of breast cancer patients that 
determined the verbal expression of anger was related to 
longer survival ( Friedman, Baer, Levy, Lane, & Smith,
1988). These findings are congruent with the literature 
that indicates that women are articulate in discussing 
emotions in particular, the socially appropriate 
verbalization of anger to friends and relatives (Thomas,
1989, Thomas & Williams, 1990). The differences in the two 
anger expression modes used by this sample are vast. The 
demographic characteristics do not lend rationale, as no 
correlations existed between demographic variables and modes
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for expression of anger.
The variable self-esteem was significantly related to 

both anger-in and anger discussed. This finding agreed with 
the proposed conceptual framework. The negative 
relationship determined between self-esteem and anger-in 
implies that the higher the level of self-esteem the less 
likely that anger would be repressed by women with 
gynecological cancer. This finding lacks empirical support 
in the literature, but may find support in the anger 
depression linkage frequently described in the psychiatric 
mental health literature; as women who are depressed have 
low levels of self-esteem and due to the depression often 
silence their anger (Bernardez, 1992). This may also be 
supported by societal expectations that men are dominant and 
women are subordinate. Miller<1983 p.2> stated that 
”subordinates suppress anger due to the expectations of 
society and tend to adopt beliefs that are consistent with 
cultural rules such as, I am weak, I am unworthy, and I have 
no cause or right to be angry." Self-esteem had a 
significant relationship with anger discussed. This 
positive correlation implies that for this sample, the 
greater the level of self-esteem the more likely anger would 
be therapeutically ventilated. There is no empirical 
evidence in the cancer literature related to women with 
gynecological cancer to support this finding. The 
significant correlations between self-esteem and the two
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anger expression modes support Thomas’ <1991) proposed
theory on women's anger in general. Thomas (1991) proposes 
that a woman's pre-existing level of self esteem is critical 
to the choice of anger expression modes, and if self-esteem 
levels are low less healthy expression modes such as somatic 
symptoms and repression will be used. Conversely, if women 
have a healthy amount of self-esteem they will feel 
confident in assertive discussion of anger provoking 
incidents.

Psychological adjustment is defined as the way in which 
persons handle or cope with stressful life experiences and 
adapt their behavior to achieve emotional equilibrium 
(Billings & Hoos, 1981). This type of adjustment includes a 
specific method of coping and a focus of coping, which are 
active attempts aimed at resolving the stress. The 
active-behavioral method of coping was chosen as the most 
frquently used kind of psychological adjustment by this 
group. Active-behavioral adjustment refers to overt 
behavioral attempts that deal directly with the problem or 
its ramifications. The focus of adjustment chosen the most 
by this sample was problem-focused in origin. This type of 
adjustment attempts to eliminate the sources of stress as 
much as possible. Of importance is that subjects use of the 
above categories is not exclusive. The majority of the 
subjects agreed (54.1%) that they also used active-cognitive 
methods of coping, which is defined as attempting to manage
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an appraisal of the event and make it meaningful. The 
sample also used emotion-focused adjustment 57.7% of the 
time to manage the consequences of the stress. 
Active-avoidance coping was not used by this sample the 
majority of the time.

Significant relationships were determined between 
self-esteem and all categories of psychological adjustment, 
and were in agreement with proposed relationships of the 
variables. Positive relationships were found between the 
level of self-esteem and active-cognitive, 
active-behavioral, problem-focused, and emotion-focused 
methods of adjustment. This implies that if self-esteem is 
high then those categories are likely to be used. 
Self-esteem had a negative relationship with 
active—avoidance adjustment. This implies that the lower 
the level of self-esteem the greater the use of 
active-avoidance adjustment.

The subjects’ use of active-behavioral and 
active-cognitive coping is supported by research in a group 
of 49 women with breast cancer who on the average used 
active-behavioral and active-cognitive coping more than 
active-avoidance (Friedman, Baer, Levyi Lane, & Smith,
1990). The relationship of self-esteem and psychological 
adjustment variables has no direct support in the 
literature. The link is suggested by few studies but no 
formal study has explored their relationship.
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Trait anger, which is a personality characteristic of 
anger proneness, was very low in this sample. 
Characteristically, trait anger levels in women have been 
controversial due to societal views of the image of the 
angry woman (Thomas, 1990). High trait anger levels have 
been found in women with rheumatoid arthritis (Gardiner, 
1981). A study of 133 women with breast cancer determined 
low levels of trait anger (Hislop, Waxier, Goldman, Elwood & 
Kan, 1987) which supports the results of this study.

The only relationship found between trait anger and 
psychological adjustment was with active-avoidance type 
coping. This finding was congruent with the predicted 
relationship. This implies that the higher the level of 
trait anger the greater probablity that subjects would avoid 
actively confronting the problems related to their cancer 
diagnosis. This finding has no empirical basis in the 
literature.

Trait anger showed significant relationships with all 
anger expression modes as was predicted by the conceptual 
framework. A strong negative relationship was determined to 
exist between trait anger and angei— in indicating that the 
greater the degree of trait anger the less likely anger 
would be repressed. It is logical that trait anger and 
anger-out would have a positive relationship which was 
determined in this sample. Trait anger and the discussion 
of anger also showed a positive relationship. A very strong
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correlation between trait anger and the expression of anger 
as physical symptoms was present. The association of trait 
anger and anger expression in health related literature is 
related to hypertension. Negative correlations between 
trait anger and repressed anger were determined in a study 
of 125 males with coronary atherosclerosis (HacDougall, 
Dembroski, Dinsdal, & Hockett, 1985). Thomas (1991) 
proposes that trait anger is an intervening variable between 
the perception and outcome of anger overall.

Implications for Nursing Practice

The occurrence of a gynecological malignancy impacts 
all areas of a woman's life. The stress imposed is ongoing 
and variable, it imposes considerable physical and emotional 
demands. Self-esteem, anger expression, and psychological 
adjustment are affected by the diagnosis, treatment, and 
ongoing recovery from cancer. Findings in this study 
support in general the dimensions of women’s anger proposed 
by Thomas (1991); namely that relationships exist between 
appraisal concepts and adjustment variables.

Nursing interventions should be focused at changing 
insensible appraisals and in facilitating adjustment. The 
level of self-esteem is crucial in coping with obstacles 
that life puts in the way (Walsh & Walsh, 1989). Nurses 
should be aware of the importance of promoting a positive
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sense of well-being and self-esteem. Interventions that aid 
in boosting self-esteem are essential and may easily be 
added to comprehensive plans of care in all treatment 
phases.

Recognition of trait anger or an individual's general 
propensity to be provoked deserves recognition. Anger is 
nothing to fear. Pushing the behavior away only forces an 
individual with high trait anger to become increasingly 
distrustful and frustrated, further impacting and 
reinforcing negative behavior outcomes. Through recognition 
of a person’s right to be angry, the anger can be easily 
diffused and expressed in a manner that is not offensive to 
either the patient or health care professional.

The expression of anger is often an area that is 
avoided because of societal influences. The expression of 
anger does not have to be aggressive. Nonaggressive 
expression includes rational discussion, relaxation, and 
therapeutic physical expression. These methods are learned 
expressions. Angry outbursts, repression of anger, and 
somatic expression can be reduced through Gestalt techniques 
(Da1drup, Beutler, Engle, & Greenberg, 1988) and through 
various other avenues of therapy. Exposure to support 
groups may also provide an effective means of dissipating 
extreme anger related to experiencing cancer.

The psychological adjustment to cancer is paramount as 
it may determine the disease outcome (Goodkin, Antoni, &
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Blaney, 1986). Expression of fears, concerns, and aiding 
those who appear to be adjusting negatively to their 
diagnosis are priorities. This can be accomplished through 
providing patients with support services and/or resources 
outside the family/frlend circle. These subjects did not 
attend a support group. Determining the reason why this 
occurred is important. An assessment of the patient's 
individual social support network may aid in determining the 
ability to cope. Facilitating emotions as they are 
expressed in the interaction between nurse and patient is a 
need that deserves to be met. By providing education on 
what disease symptoms and treatment side effects that are 
controllable, adjustment in general may improve.

Limitations of the Study

The major limitation of this study was the small sample 
size CE = 30) which limits the generalizablity of the 
findings. Although all subjects were diagnosed with a 
gynecological malignancy the sample was dissimilar in 
specific diagnosis and disease stage. This may limit the 
findings related to the conceptual variables as well as 
their relationships. The referral process may have imposed 
selection bias in the sample, as lists of potential subjects 
were compiled by the physicians' offices. Subjects were 
initially screened prior to being referred, thus,
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explanations of the study purpose and requirements may have 
varied and affected the decisions of the subjects. In 
addition, the majority of subjects who participated were 
contacted at clinic appointments thus representation of the 
sample may have been altered. Bias may have occurred during 
data collection, as the investigator was present when 
subjects completed the questionnaires. Finally, the 
cross-sectional design of this study was a limitation in 
studying the adjustment process, as the course of 
gynecological cancer produces uncertain variation in 
physical and emotional status. A longitudinal study design 
in which the effects of cancer might be assessed over time 
would be optimal.

Recommendations for Further Research

1. Replication of the study with a larger sample of women 
all of whom have one cancer diagnosis and/or of similar 
length of time since diagnosis..

2. Conduct a study that adds the variable of social 
support to the conceptual framework.

3. Assessment of nursing interventions which promote 
self-esteem and psychological adjustment.
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4. Conduct a study that measures the variables prior to 
subject participation in a support group and post 
participation to assess changes in variable 
relationships.

5. Conduct a longitudinal study that measures the 
variables at various intervals along the disease 
trajectory to assess changes.

6. Replication of the study with a healthy sample of women 
to establish normative data.

Summary

The purpose of this study was to determine the 
relationship between self-esteem and trait anger to anger 
expression and psychological adjustment in women with 
gynecological cancer. The variables in the conceptual 
framework were described both individually and as they 
related to each other. Women with gynecological cancer had 
a moderate level of self-esteem and a low level of trait 
anger. The modes of anger expression used the most were 
angei— in and anger discussed. Behavioral and
problem-focused adjustment modes were the most frequent ways 
women with gynecological cancer adjusted to their diagnosis.
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Anger-in had a negative relationship to both self-esteem and 
trait anger. Discussion of anger had a positive 
relationship to self-esteem and trait anger. Significant 
relationships existed between self-esteem and all methods of 
psychological adjustment. A low but significant 
relationship was found between trait anger and 
active-avoidance adjustment. Findings in this study support 
the Thomas (1991) empirical model on women* s anger. Burses 
are in a unique position to assist women with gynecological 
cancer improve their self-esteem, express their anger 
therapeutically, and to support their methods of 
psychological adjustment.
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APPENDIX A

Human Subjects Approval



1 1 0

College of Nursing

Thl U niversity o r

Arizona
H ealth S ciences C enter Tucson. Arizona 85721

__ '_____________ (602) 626-6154

M EM O R A N D U M

TO: Patricia Falcon, BSN

FROM : Leanna Crosby, D .N .Sc., R .N .

D ATE: June 25, 1992

SUBJECT: Human Subjects R ev iew  "Relationship o f  Self-Esteem  and Anger to Psychological
Adjustment in Women with Gynecological Cancer"

Y our research project has been reviewed and approved by W illiam Denny, M D „  Chairman o f  the University 
o f  Arizona Human Subjects Com m ittee, and deem ed to  be exem pt from review by their full com m ittee. 
Y ou  will be receiving a confirmation letter from Dr. Denny. In addition, your project has been reviewed 
and approved by the College o f  Nursing Human Subjects Review Com m ittee..

W e wish you a valuable and stimulating experience with your research.

LC/ga

Director o f Intramural Research
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Human Subject Committee

The U niversity o f

Arizona
H ealth S ciences C enter

1690 N. Warren (Bldg. 526B) 
Tucson, Arizona 85724 
(602) 626-6721 or 626-7575

June 23, 1992

Patricia. A. Falcon, B.S.N. "College of NursingArizona Health Sciences Center
$,g§ OF SBLF-gS'SEEH AS® AHGSR' SO '' PSYCHOXiOGltSaLABjraraEM m  women wiTE gymecolooicm, c&mcm
Dear Ms. Falcons
Me received documents concerning your above cited project. Regulations published by the U.S. Department of Health and Human Services [45 CFR Part 46.101(b)(2)] exempt this type of research from review by our Committee.
Please be advised that approval for this project and the requirement of a subject's consent form is to be determined by your department.
Thank you for informing us of your work. If you have any questions concerning the above, please contact this office.
Sincerely yours,

William F. Denny, M.D. Chairman,Human Subjects Committee
WFDssj
ccs Departmental/College Review Committee
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SBSBJEETS0 m n S E O T  T O R N
RELATIONSHIP OF SELF-ESTEEM AND ANGER TO MENTAL ADJUSTMENT TO GYNECOLOGICAL CANCER.
I AM BEING ASKED TO READ THE FOLLOWING MATERIAL TO ENSURE THAT I AM INFORMED OF THE NATURE OF THIS RESEARCH STUDY AND OF HOW I WILL PARTICIPATE IN IT, IF I CHOOSE TO DO SO. SIGNING THIS FORM WILL INDICATE THAT I HAVE BEEN INFORMED AND THAT I GIVE MY CONSENT. FEDERAL REGULATIONS REQUIRE WRITTEN INFORMED CONSENT PRIOR TO PARTICIPATION IN THIS RESEARCH STUDY IN ORDER TO ENSURE KNOWLEDGE OF THE NATURE AND RISKS OF PARTICIPATION, AND TO ENSURE THAT THE DECISION TO PARTICIPATE IS MADE IN A FREE AND INFORMED MANNER.
PTOPOSE
I am being Invited to participate in the above titled research project. The purpose of this study Is to determine if self-esteem and trait anger have a relationship to the expression of anger and psychological adjustment in women with gynecological cancer. I am being invited to participate because I have a cancer diagnosis. Approximately 25 participants will be enrolled in this study.
PROCEDURES
If I agree to participate I will be asked to complete 5 questionnaires. Completion of the questionnaires will take about 1 ho ur. All of the questionnaires will be explained and administered in an interview format.The interview will take place in a location that ensures maximum privacy and is mutually agreed u p o n . I may choose not to answer some or all of the items on the questionnaires.
R ISK S/B E N E FIT S

I understand that there may be some discussion of topics which are sensitive in nature and I may choose to withdraw at any time. Every effort will be made to minimize any potential risk. I may be referred to supportive services if potential risks are experienced. I may also benefit from the discussion of these topics. There are no monetary rewards or costs.
C0C3F1 DENT l & O T Y
I understand that by consenting to participate, selected information will be taken from my medical r e co rds, and that the information collected will be explained to me. I understand that my identity and any information I provide will remain confidential. I will be assigned a number and my name will not be identified. Patricia Falcon, R.N., the principal investigator for this study
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will collect the information. The information will be shared in coded format with the Department Review Committee. Mo other persons will have access to this information. Upon completion of this study the information I have provided may be used in group form for publication.
QUESTIONS

If at any time I have questions concerning this study I may contact Patricia Falcon, R.W., at 529-0419, If I have questions concerning my rights as aparticipant, I may call the Human Subjects Committee Office at 626-6721.
COC3SEP3T

Before giving my consent by signing this form, the methods, inconveniences, risks, and benefits have been explained to me and my questions have been answered. I understand that I may ask questions at any time and that I am free to withdraw at any time without causing bad feelings or affecting my medical care. I understand that this consent form will be filed in an area designated by the Human Subjects Committee with access restricted to the principal investigator, Patricia Falcon, or authorized representative of the Department Review Committee.I understand that I do not give up any of my legal rights by signing this form.A copy of this form will be given to me.

Participants Signature Date

Witness Date

IOTESTSG&T©R0S AFFEMVEY

I have carefully explained to the subject the nature of the above project. I certify that to the best of my knowledge the person who is signing this consent form understands clearly the n a tu re, d e m a n d s , benefits, and risks involved in his/her participation, and that the signature is valid. A medical problem or language barrier has not precluded this understanding.

Signature Date
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AGE IN YEARS:
MARITAL STATUS: 1. Single 2. Married 3. Divorced 4. Widowed
CHILDREN AT HOME: Number AGES ________ _
ETHNIC BACKGROUND: 1. Caucasian 2. Hisoanic 3. African-American

4. Native-American 5. O t h e r _ _ _ _ _

D E M O G R A P H I C  D A T A  Q U E S T I O N N A I R E  C O D E  NO.

RELIGIOUS AFFILIATION: 
YEARS OF EDUCATION: 
OCCUPATION: __ _

GROSS FAMILY INCOME: 1- below 10 ,000 5. 40,000 - 49,000
2. 10,000 - 19,999 6 e 50,000 - 59,999
3. 20,000 - 29,999 * 7. 60,000 - 69,999
4. 30,000 - 39,999 8 e above 70,000

CANCER DIAGNOSIS: Ovarian Cervical
Endometrial Other

NUMBER OF MONTHS SINCE DIAGNOSIS:
METASTATIC DISEASE: 1. yes 2o no

CURRENT TREATMENT: 1. Surgery 2 o Chemotherapy
3. Radiation 4, Other



C O O P E R S M I T H  I N V E N T O R Y C O D E  NO.

Direct 1onss The purpose of this questionnaire Is to measure your attributes about yourself. You are asked 
to Indicate If a statement describes you by placing a vertical mark across the line between 
"LIKE ME" and "UNLIKE ME",

Examples My friends expect too much of me. LIKE ME _______________ ____ ;____ ;_ _ _ _ _ _ _ _ _ _ UNLIKE ME
The above mark Indicates that you feel the statement describes you somewhat, if you had 
found the statement to describe you very well, you would have placed the mark at the far
left of the line for "LIKE 
you would have placed the

ME", 
mark at

If you had found the 
the far right of the

statement 
line for

not to describe you at all, 
"UNLIKE ME".

Please rate each life event listed below -
LIFE EVENT *

1 , Things usually don't bother me. LIKE ME UNLIKE ME
2 . I find It very hard to talk In 

front of a group. LIKE ME UNLIKE ME
3. There are lots of things about 

myself I'd change If I could. LIKE ME UNLIKE ME
4 . ! can make up my mind without too 

much trouble. LIKE ME UNLIKE ME
5 . I'm a lot of fun to be with. LIKE ME . UNLIKE ME
6, 1 get upset easily at home. LIKE ME UNLIKE ME
7. It takes me a long time to get 

used to anything. LIKE ME UNLIKE ME
. 8. I'm popular with persons my 

own age. LIKE ME UNLIKE ME
9. My family usually considers 

my feel 1ngs . LIKE ME UNLIKE ME
1 0. 1 give in very easily. LIKE ME UNLIKE ME
1 1. My family expects too much of me. LIKE ME UNLIKE ME
1 2. It's pretty tough to be me. LIKE ME UNLIKE ME
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L I F E  E V E N T

13. Things are all mixed up in my life LIKE ME UNLIKE ME
14. People usually follow my ideas. LIKE ME UNLIKE ME
15. 1 have a low opinion of my self. LIKE ME UNLIKE ME
2 6. There are many times wjien I would 

to leave home.
like

LIKE ME UNLIKE ME
17. 1 often feel upset with my work. LIKE ME UNLIKE ME
18. I'm not as nice looking as most 

people. LIKE ME UNLIKE ME
19. If I have something to say, I 

usually say it. LIKE ME UNLIKE ME
20. My family understands me. LIKE ME UNLIKE ME
21. Most people are better liked than 

1 am. LIKE ME UNLIKE ME
22. I usually feel as if my family is 

pushing me. LIKE ME • • UNLIKE ME
23. I often get discouraged with what 

I am doing. LIKE ME UNLIKE ME
24. 1 often wish I were someone else. LIKE ME UNLIKE ME
25. I can11 be depended on. LIKE ME UNLIKE ME

THANK YOU FOR YOUR ASSISTANCE

Reproduced by special permission of the publisher. Consulting Psychologists Press, Inc. Palo Alto, Ca 
Coopersmlth Self-Esteem Inventory ©  1967 , 1975
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T R A I T  A N G E R  S C A L E

Examples It makes my blood boil when I am pressured.
Almost never Sometimes Often Almost always
The above circled response Indicates that being pressured occasionally makes you angry. 
If you had circled "Almost always„" you would have found the statement to describe you 
very well. If you had found the statement not to describe you at all you would have 
circled "Almost never."

STATEMENTS RESPONSES

C O D E  NO.

P I r e c t i o n s s  T h i s  q u e s t i o n n a i r e  m e a s u r e s  a t t r i b u t e s  a b o u t  y o u r s e l f .  Y o u  a r e  a s k e d  to I n d i c a t e  If a
s t a t e m e n t  d e s c r i b e s  y o u  by c i r c l i n g  a r e s p o n s e  t o  t h e  r i g h t  o f  t h e  s t a t e m e n t .

1. I have a fiery temper. Almost never Sometimes Often Almost always
2. 1 am quick tempered. Almost never Sometimes Often Almost always
3. 1 am a hotheaded person. Almost never Sometimes Often Almost always
4. It makes me furious when i am 

criticized in front of others. Almost never Sometimes Often Almost always
5. I get angry when 11 m slowed down 

by others mistakes. Almost never Sometimes Often Almost always
6. 1 feel infuriated when I do a 

good job and get a poor evaluation. Almost never Sometimes Often Almost always
7. 1 fly off the handle. Almost never Sometimes Often Almost always
8. I feel annoyed when I am not given 

recognition for doing good work. Almost never Sometimes Often Almost always
9. When I am mad, I say nasty things. Almost never Somet1mes Often Almost always

10. When 1 get frustrated, I feel like 
hitting someone. Almost never Sometimes Often Almost a 1 ways



FRAHIHGH-AH SCALE -  AMGER ETERIS

Examp 1e i When i am really angry or annoyed0 t tend to overeat.
very likely somewhat likely not too likely
The above circled response Indicates that occasionally you may react by overeating 
when angry or annoyed. If you had found the statement to describe you very well, 
you would have circled "very likely.” If you had found the statement not to describe 
you at all you would have circled ”not too like!#.”

C O D E  MO o _____

0 1 r e c t 1 o n s  $ T h i s  q u e s t i o n n a i r e  m e a s u r e s  a t t r i b u t e s  a b o u t  y o u r s e l f .  Y o u  a r e  a s k e d  to I n d i c a t e
If a s t a t e m e n t  d e s c r i b e s  y o u  by  c i r c l i n g  a r e s p o n s e  to t h e  r i g h t  o f  t h e  s t a t e m e n t .

STATEMENT RESPONSE

When I am really angry or annoyed I ...
1. get tense or worried. very likely somewhat likely not too likely
2. get a headache. very likely somewhat likely not too likely
3. feel weak. very likely somewhat likely not too likely
4 o feel depressed. very likely somewhat likely not too likely
5. get nervous or shaky. ve>y likely somewhat likely not too likely
6. try to act as though nothing happened. very likely somewhat likely hot too likely
7. keep It to myself. .very 1ikely somewhat likely not too 11kely
8. apologize even though I am right. very likely somewhat likely not too likely
9. take It out on others. very likely somewhat likely not too likely
10. blame someone else. very likely somewhat likely not too likely
11. get it off my chest. very likely somewhat likely hot too likely
12. talk to a friend or relative. very likely somewhat likely not too 11kely 120



moos eoipewb seaie C O D E  N O

STATEMENTS RESPONSES

01 r e c t i o n s i T h i s  q u e s t i o n n a i r e  m e a s u r e s  a t t r i b u t e s  a b o u t  y o u r s e l f .  Y o u  a r e  a s k e d  to I n d i c a t e
If a s t a t e m e n t  d e s c r i b e s  y o u  by c i r c l i n g  e i t h e r  " Y E S "  o r  " N O "  In t h e  r e s p o n s e
c o l u m n  to t h e  r i g h t  o f  t h e  s t a t e m e n t .

When adjusting to the experience to having cancer I
1o Tried to see a positive side.
2. Tried to step back from the situation 

and be more objective.
3. Prayed for guidance or strength.
4. Took things one step at a time.
5. Considered several alternatives for 

handling the problem.
6. Drew on my past experiences; 1 was in a 

similar situation before.
7 . Tried to find out more about the situation.
8. Talked with a professional person.

(e.q. doctor, counselor, nurse, clergy)
9. Took some positive action .

10. Talked with a spouse or other relative 
about the problem.

11. Talked with a friend about the situation.
12. Exercised more.
13. Prepared for the worse.
14. Sometimes took it out on other people 

when i felt angry or depressed.

YES NO

YES NO
YES NO
YES NO

YES NO

YES NO
YES NO

YES NO
YES. NO

YES NO
YES NO
YES NO
YES NO

YES NO



M O O S  C O P I N G  S C A L E

STATEMENTS
When adjusting to the experience of having cancer 8

8So Tried to reduce the tension by eating more»
ISo Tried to reduce the tension by smoking more•
87o Kept my feelings to myself*
88- Got busy with other things in order to keep 

my mind off the problem,
19, Didn't worry about its figured everything 

would probably work out fine.

RESPONSES

YES NO
YES NO
YES- NO

YES NO

YES NO
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