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A B S T R A C T 

The purpose of this study was to examine how young men with testicular 

cancer process their experiences with the disease with a particular focus on 

identity development. Testicular cancer has been found to be the most common 

solid-form tumor which affects men between the ages of 15 to 34 (Kelty, 

Frazier, O'Connell , & Ghosh, 1996; Kincade, 1999). Psychological sequlae of 

having this disease diagnosed and treated at a time when most young men are in 

preliminary stages of career and personal exploration were the primary focus of 

this study. 

Eighteen men from the Southern Alberta region who had been diagnosed 

and treated for testicular cancer participated in this study. Each participant was 

interviewed by the author using a semi-structured interviewing process based on 

a constant comparison model suggested by Strauss and Corbin (1990). 

Data analysis suggested a theory entitled "Cancer and Identity Processing," 

which describes the experiences of the participants and the processes they used 

in dealing with their illness. The theory is subdivided into three axial codes -

Self Before Cancer, Identity Interruption, and Resumption of Process. In Self 

Before Cancer, the participants" descriptions of their lives before their diagnoses 

are presented. This section is followed by Identity Interruption, in which the 

effects of the diagnosis and treatment upon personal identity, the body, and 

social relationships are presented. In Resumption of Process, the effects of the 



changes in identity are examined. Practical implications of this theory 

discussed, along with ideas for further research. 
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E P I G R A P H 

Talk to me 
Is there something that I'm supposed to see? 
Speak to me 
Is there something that I 'm supposed to feel? 
I 'm with you 
And I can't help but want to know 
New languages. 
Talk to me 
Is there something that I 'm supposed to teach? 
Speak to me 
Is there something that I 'm supposed to find, 
A s I reach to the healing of each spoken word 
New languages. 

excerpt from "New Languages" 

-Yes, The Ladder. 1999 
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C H A P T E R O N E 

I N T R O D U C T I O N 

This chapter introduces the study, the background and rationale for the 

research conducted in the process of defining the theory that is described in 

detail in Chapters Four through Seven. Also included in this chapter is the 

conceptualization of the study, along with a description of subsequent chapters. 

Background of the Study 

Testicular cancer is the most common solid-form tumor found in men aged 

15-34 (Kelty, Frazier, O'Connell , & Ghosh, 1996; Kinkade, 1999). While 

testicular cancer accounts for a relatively small proportion of the number of 

individuals diagnosed with cancer (for example, the incidence rate of new 

diagnoses of testicular cancer in Alberta in 1992 was 4.5/ 100,000 [Alberta 

Cancer Board, 1995]), it is important to note the age range at which it most 

commonly effects young men. The developmental events which occur between 

the ages of 15 to 34 are crucial to many areas of psychological and social 

functioning (Marcia, 1989; Waterman, 1982) and the presence of illness can 

have a significant impact on the development of the individual (Falvo, 1991). 

Many young men in this age range are confronting issues related to education, 

career, family, and sexuality, among other concerns. The appearance of an 

unexpected illness such as testicular cancer can potentially have a profound 
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impact on how these young men approach and proceed through these 

developmental events. 

The primary purpose of this study was to obtain further information 

regarding the processes of how young men experience testicular cancer. A 

framework of understanding, built on their experiences, was developed 

following a series of interviews. The theory, described in detail in Chapter Four, 

was grounded in the data provided by the young men through semi-structured 

interviews conducted over a twelve-month period. 

Conceptualization of the Study 

This study was a logical progression from my master's thesis, in which I 

examined the developmental characteristics of young people who had a chronic 

illness. Specifically, the thesis presented a theory of development for young 

adults who had been diagnosed with Inflammatory Bowel Disease (IBD; either 

Crohn's Disease or Ulcerative Colitis). Among the results of this study was an 

interesting dichotomy between men's and women's stories of their illness 

experiences and the manner in which they dealt with medical professionals, 

family members, friends, co-workers, and indeed, with their own perceptions of 

illness and what Parsons (1972) called the "'sick-role model." Specifically, the 

male participants tended to regard the illness as something "out there"; they felt 

that the illness was not so much a part of them as it was extrinsic to them, an 

external entity that had to be dealt with as an opponent. Female participants, on 

the other hand, appeared to view IBD as being an intrinsic part of their lives, a 

chronic problem that would not necessarily go away no matter how much they 
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"fought" it. They tended to incorporate it into their daily lives on a much more 

personal level. The female participants, as opposed to the male participants, 

tended to see IBD as something that had to be incorporated into their daily lives 

rather than actively opposed. 

Based on these findings, I became interested in how men would react to an 

illness that has many similarities to IBD. but affected only men. Testicular 

cancer was a logical choice because both IBD and testicular cancer affect 

primarily a young population, have typically intensive onset, can follow an 

unpredictable course, involve invasive treatments, are associated with social 

stigma, and so on. Testicular cancer was also particularly interesting given the 

potential effects on the young man's self-concept and beliefs about family and 

sexuality. 

Rationale for the Study 

Young men with cancer have been described in the psychological literature 

as being resistant to psychological services (Liss-Levinson, 1982). Despite 

sociocultural changes through the past three decades, men still appear to believe 

that accessing services such as counselling and other forms of psychological 

therapy is a sign of inherent weakness (Charmaz. 1994). Men, according to 

popular myth, should be able to solve their own problems without help. This 

male role of the "rugged individualist" is widely and powerfully embedded in 

North American culture. Cultural images of men in sick roles tend to play on 

the theme of "deal with it" in reference to taking an instrumental approach to 

dealing with the various difficulties that are associated with being i l l . This is 
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particularly true of young men who are expected to be strong despite illness. 

The concept of "strength" is often limited to the "stiff upper l ip" and "strong, 

silent type" image that has the young man dealing with illness and pain with 

little or no discussion about how the illness has had an impact on his life. 

Psychological services, including counselling, have been found to benefit 

people with various life problems, including illnesses. Research on the efficacy 

of psychological services for people who have cancer has been, for the most part, 

encouraging. For example, in Trijsburg. Van Knippenberg. and Rijpma's (1992) 

extensive review of twenty-two controlled studies of psychological interventions 

with cancer patients, it was noted that nineteen of the twenty-two studies 

reported that patients had favorable responses to psychological treatment. 

Despite the fact that five of these studies were reported to have serious 

methodological flaws and that the types of interventions utilized throughout the 

twenty-two studies varied considerably, the main finding was that psychological 

interventions appear to improve patients self-reports of psychological 

functioning. However, Burish and Lyles (1983) have suggested that there has 

been a critical lack of well-developed theoretical bases from which interventions 

can be developed. 

Various types of psychological interventions have been suggested in the 

literature. There is a body of research that suggests that the interventions used 

by practitioners who work with people who have cancer do not have to fit within 

any specific model. Indeed, Burton, Parker, and Wollner (1991) found that even 

a simple "chat" between a patient and a health care provider can result in 
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increased self-disclosures on the part of the patient. This would seem to suggest 

that simple empathic listening to a person who has cancer can, in itself, lead to 

conditions that may be more conducive to further counselling. 

Despite the various benefits of psychological services to i l l populations, 

young men stand out as a specific group who tend not to seek out such support 

(Verbugge, 1989). This is true also of men who have cancer. The literature on 

young men with testicular cancer has tended to focus on the importance of the 

practice of performing testicular self-examinations and on knowledge levels 

related to this kind of cancer. The relative dearth of information about the 

psychosocial sequlae of testicular cancer suggests that young men who have the 

cancer should be asked what kind of assistance they would appreciate (or would 

have appreciated) in their experiences with cancer. 

Within the current study, empathic listening was the primary "tool" 

through which the experiences of the participants was investigated. It is 

expected that the theory that has been developed wi l l be a useful framework for 

other health care professionals who work with young men who have testicular 

cancer. While this theory can be useful in guiding interventions, it is not meant 

to be prescriptive. The ultimate decision about how to choose and implement 

interventions is left to the judgment of both the client and the counselling 

professional. 

Rationale for the Form of Inquiry 

The methodology utilized in this study, grounded theory, has not been 

used with men with testicular cancer, although it has been used in exploring 
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other forms of illness. Corbin and Strauss (1986) used grounded theory in 

examining the processes associated with a number of chronic illness. Kathy 

Charmaz (1990) also used grounded theory in her study of the process of 

understanding and coping with chronic illness. It was determined early in the 

research process that grounded theory would be the appropriate route of inquiry, 

in that it would allow for extensive exploration of a number of areas that may be 

of concern for young men with testicular cancer. It has the additional benefit of 

allowing for the development of a coherent theory that can optimally be used in 

guiding psychosocial interventions with these men, as well as for their families, 

friends, colleagues, and other interested parties. 

The grounded theory paradigm recommends that there be limited focus on 

previous research, beyond obtaining a basic understanding of the essential 

features of the phenomenon which is to be studied, before the interviews are 

conducted. According to Robrecht (1995), grounded theory research "...stresses 

that theory must come from data, not prior knowledge, and that the operations 

leading to theoretical conceptualizations must be revealed" (p. 171). This 

approach allows the researcher the freedom to construct a less constricted theory 

(Becker, 1993). 

The use of the grounded theory methodology assisted in the development 

of a detailed and richly descriptive understanding of the experiences of young 

men with testicular cancer. This theory wil l ideally be of practical use to a wide 

range of health care professionals and paraprofessionals, including family 

physicians, oncologists, nurses, psychiatrists, psychologists, and social workers. 
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Primary focus wil l be placed on the value such a theory holds for counselling 

psychologists who deal with men with testicular cancer. 

The Research Question 

Within the grounded theory model, the research question is guided by the 

nature of the social process of interest. For this study, the initial process of 

interest was how young men deal with testicular cancer. Additionally, the 

manner in which these experiences interacted with one another was used in 

developing an overarching theory that could be said to describe with some 

accuracy how young men deal with testicular cancer. However, following the 

initial interviews, the research question changed, as is the nature of a grounded 

theory study (Strauss & Corbin, 1990). The research question had purposely 

been left very open, as the goal of the research was to explore a wide range of 

experiences, not experiences that had previously been delineated by the research 

(although, of course, existing research did play a role in how the question was 

molded and the process of inquiry that followed). The a priori research question 

was very open-ended: "How do young men with testicular cancer process the 

experience of dealing with their illness?" 

This question became further refined and changed throughout the 

interview and analysis process as each interview raised new questions and, to 

some extent, answered the basic research question. The final theory can actually 

be seen as a response to the question "How do young men with testicular cancer 

deal with their illness and what processes are used in dealing with the illness and 

the impact of the illness on their lives, particularly in terms of identity 
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development?" This question, which is similar to the initial question, was asked 

in a variety of ways, although the root question itself remained constant 

throughout the interviews. 

Outline of the Chapters 

Chapter One of this dissertation gives a very brief description of the goals 

of the research, along with limited background information on testicular cancer 

and some of the difficulties present in providing psychological services for 

young men who have such a diagnosis. Additionally, a brief description of the 

rationale for the study and the methodology is given. 

In Chapter Two, a literature review is presented to provide background 

information regarding the etiology of testicular cancer, specifically focusing on 

the health implications for young men. While the grounded theory model does 

not support a detailed a priori review of the literature, it was determined early in 

the research process that a working knowledge of testicular cancer was necessary 

to be sufficiently informed while conducting the interviews with the participants. 

In addition to the background information on testicular cancer, research 

regarding the efficacy of psychological services with i l l populations, specifically 

with people who have cancer, is also presented. Additionally, a theoretical 

approach to understanding the experiences of young men with different kinds of 

illness, including testicular cancer, is presented. 

Chapter Three describes the research process in detail. A description of 

the philosophical underpinnings of the grounded theory model is presented to 

provide an understanding of the rationale for the grounded theory approach to 
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this phenomenon. This information is highly important to consider because of 

the nature of the relationship between the researcher, the research process, and 

the interaction between these two components and the participants in the 

construction of a final, cohesive theory. In this study, the process is intrinsically 

tied into the analysis, resulting in a richer theory that is based not only on the 

final results, but also on the changes in the research process itself. 

Chapter Four presents the overarching theory, which has been entitled 

"Cancer and Identity Processing." This chapter wi l l introduce terminology 

which wi l l be referred to in following chapters. In Chapter Five, an analytical 

description of the participants' lives before cancer w i l l be presented, focusing on 

areas the participants cited as being particularly relevant for them, including 

their sense of their own identity and their relationships with other people and 

with their own bodies. This description is frequently supplemented with quotes 

from the participants, adding their voice to the final construction of the theory. 

The diagnosis and treatment issues discussed by the participants wi l l be 

presented in Chapter Six under the title "Identity Interruption." This chapter wi l l 

make the case that the presence of testicular cancer in the participant's lives 

initiated many significant changes, not only in their heath routines, but also in 

their broader identity development. Chapter Seven follows the participants' 

stories of their lives following their treatments, in which they attempt to re

organize their lives, including their personal identity and their relationships, in 

light of their experiences with cancer. 



Chapter Eight provides a discussion of potential ramifications of this 

research. Specifically, it makes suggestions for psychological treatment 

protocols, along with recommendations for further research. Also included in 

this chapter is a discussion of some of the comments made by participants who 

were interviewed despite not fitting into the research parameters. These 

participants, who were older than the age limit of 35 years, made interesting 

comments that can be seen as having implications both for the current study and 

also for future research. Limitations of the research are also discussed in this 

final chapter. 
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C H A P T E R T W O 

R E V I E W OF T H E L I T E R A T U R E 

Testicular Cancer - Etiology and Selected Psychosocial Implications 

In the following discussion, the etiology of testicular cancer wi l l be 

discussed briefly, along with some of the risk factors associated with this 

disease. More detailed information related to the types of and treatments for 

testicular cancer are presented in Appendix A . Following the section on 

testicular cancer, a brief discussion of some of the more commonly accepted 

developmental theories pertaining to the psychosocial development of 

individuals in late adolescence and young adulthood wi l l be presented. Finally, 

an analysis of the manner in which the presence of testicular cancer may interact 

with psychosocial development in males in late adolescence and young 

adulthood wil l be addressed. 

Etiology of Testicular Cancer  

Diagnosis of Testicular Cancer 

Over the past thirty years, testicular cancer has become a prototype for the 

successful treatment of cancer, despite the fact that testicular cancer has no 

known specific etiology (Raghavan, 1990). The use of testicular cancer as a 

model of treatment can be traced to the exceptionally high success rate with 

accurate identification and treatment, which, over the past twenty years has risen 

significantly and is currently estimated to be approximately 97% (Kinkade, 

1999; Thomas, 1990). Improved diagnostic procedures, such as Magnetic 

Resonance Imaging (MRI), ultrasounds, and lymphography, the availability of 
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serum tumor markers that differentiate pure seminomas from non-seminomous 

tumors, and the advent of cistoplastin-based combination chemotherapy have all 

attributed to the improved prognosis for men with testicular cancer. Since 

testicular cancer is now so rarely fatal, it can not necessarily be seen as a 

terminal illness (Heidenreich & Hofmann. 1999). 

Risk Factors Associated with Testicular Cancer 

Epidemiological findings have indicated certain factors that could be 

described as being risk factors involved in the disease. A s noted previously, 

testicular cancer is relatively rare, although there is evidence that suggests that 

the incidence of testicular cancer has almost doubled over the past fifty years 

(Iammarino & Scardino, 1991). In the most recent survey available from the 

Alberta Cancer Board, conducted in 1992, the incidence rate of new diagnoses of 

testicular cancer was 4.5/ 100.000 (Alberta Cancer Board, 1995). Similar 

findings were reported in a Canada-wide cohort, with an incidence rate 

identified at 4.2/100,000, with a higher rate among younger men (Liu. Wen, 

Mao, Mery. & Rouleau, 1999). This is comparable to larger epidemiological 

findings from the American Cancer Society, which indicate an incidence rate of 

approximately 4/ 100,000 in the United States (cited in Hawkins & Miakowski, 

1996). McKiernan. Goluboff. Liberson. Golden, and Fisch (1999) reported on 

data from the National Cancer Institute Surveillance, Epidemiology, and End 

Results (SEER) database, which indicated that the incidence of cancer in the 

United States has increased as much as 51% between 1973 and 1995. The 

highest incidence rates have been found in Denmark, with the lowest rates in 



Africa and Japan (Newell, Mi l l s , & Johnson, 1984), although there does not 

appear to be a clear explanation for this pattern. In Alberta in 1992, there were 

61 new cases of the disease diagnosed, with almost 80% of these cases occurring 

in 20-39 age group (Alberta Cancer Board, 1995). This is also consistent with 

findings that testicular cancer is most commonly found in younger men 

(Schottenfeld et al., 1980). 

In a study of over 5,000 testicular cancer patients, Kennedy et al. (1987) 

found that only 6% of their sample were black. Other studies have found that 

white men from higher socio-economic statuses were more frequently diagnosed 

with testicular cancer than other populations (Schottenfeld et al., 1980). 

Schottenfeld et al. (1980) found no significant risk factors associated with 

marital status of patients or with the sexual activity levels of their subjects. 

Prener. Hsieh, Engholm, Trichopoulous, & Jensen (1992) report that there 

is a potential risk factor associated with birth order. They found increased 

incidence of testicular cancer in first-born children and hypothesized that this 

could be due to endocrine differences in the mothers, indicated by mothers' 

reports of nausea and vomiting during pregnancy, which in turn is indicative of 

an increase in estrogen (Forman, Gallagher, Moller, & Swerdlow, 1990). 

Rajpert-DeMeyts and Skakkeboek (1993) suggest that the link between estrogen 

and testicular cancer is based on the production of the Mullerian hormone stance 

(MIS), which is involved in the organization of the testicles, while also acting as 

a tumor suppressing agent. Prenatal estrogen production can inhibit the 

production of MIS, often resulting in cryptochidism (undescended testis). The 
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same researchers also suggest that carcinoma in situ can be dormant in the male 

until adolescence, when there is an increase in the production of certain 

hormones (human chorionic gonadotropin [HCG] and lutenizing hormone 

[LH]). The increased production of these hormones can lead to the thickening of 

the peritubular layer and the basement membrane, both of which are common 

indicators of early carcinoma in situ. 

Genetic research findings have been somewhat limited. Grigor and 

Skakkeboek (1993) have reported a possible genetic link with risk for the 

presence of testicular cancer. Their research on germ cell tumors indicated the 

presence of isochromosone of the short arm of chromosome 12 (i[12p]) in more 

than 80% of the tumors they examined. This genetic marker is apparently 

unique to testicular cancer. 

There have been numerous other reports of potential risk factors for 

testicular cancer. Loughlin, Robboy, and Morrison (1980) have noted that 

prenatal radiation exposure can result in increased prevalence of testicular 

cancer. Loughlin, Robboy, and Morrison (1980) and Newell , Mi l l s , and 

Johnson (1984) both reported that the use of tight undergarments is frequently 

associated with the presence of testicular cancer. Forman, Gallagher. Moller, 

and Swerdlow (1990) reported findings based on a large data pool that further 

delineate additional potential risk factors for testicular cancer, including those 

previously discussed (e.g. first born status, maternal nausea and vomiting during 

pregnancy, higher social class). Additionally, they reported associated risk 

factors including low birth weight, high maternal weight, high maternal age, and 
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hernia in absence of undescended testes. They also noted the frequent presence 

of cryptochidism in men with testicular cancer, a finding corroborated by other 

researchers (Kennedy et al., 1987; Loughlin, Robboy, & Morrison. 1980; and 

Roth, Nichols, & Einhorn, 1993). 

One of the most important factors that has been identified in the research 

on testicular cancer is the typical age of men who are diagnosed with this 

specific kind of cancer. A s noted earlier, approximately 80% of men diagnosed 

with testicular cancer are between the ages of 20-39. Again, there is no clear 

rationale for this phenomenon. However, it does raise the question of how these 

young men deal with this diagnosis, not only on a medical level, but also on a 

psychological and developmental level. 

Testicular Cancer and Psychological Development  

Psychological Development in Adolescence and Young Adulthood 

Various psychological theories have been proposed in an attempt to 

conceptualize the developmental patterns of adolescence and young adulthood. 

Focus in this discussion wi l l be on those theories concerned with identity 

development, as the continuing development of a sense of personal identity can 

potentially be interrupted and altered by the presence of an illness such as 

testicular cancer. 

Erik Erikson is perhaps the name most commonly associated with identity 

development in young adulthood (Santrock. 1989). Erikson's model proposes a 

stage of identity achievement versus identity diffusion, occurring during late 

adolescence and early adulthood, the ages at which testicular cancer is most 



commonly diagnosed. This stage is central to Erikson's overall theory of 

psychological development and is critical to the stages that follow it. During 

this stage, individuals face crucial decisions while engaging in a search for an 

individual identity. This sense of identity can be autonomous of the individual's 

background, while still remaining loyal to the values and beliefs that have been 

embedded in him through experiences in childhood and early adolescence. 

Thus, the stage of identity development can be seen as a bridge between 

childhood stages of development and later stages which involve more complex 

social roles (Erikson, 1959). Commitments to constructs such as family, career, 

religion, and political ideologies, along with academic concerns, friendships, and 

other '"personal characteristics" (Bosma. 1992) are all involved in the successful 

development of an individual identity. 

Waterman (1982) has suggested that there are a number of conditions that 

should be present for optimal identity functioning. These include: (a) a sense of 

well-being, (b) realization of personal goals, (c) social acceptance, and (d) the 

realization of socially important goals. Certainly, the presence of testicular 

cancer can have a significant impact on each of these factors, particularly the 

sense of well-being. However, as wi l l be discussed in later chapters, the impact 

of the illness need not be necessarily negative; indeed, many participants noted 

through the course of their interviews that their sense of well-being had, in fact, 

improved following their treatment. 

Waterman's framework implies a "'complete" personal identity. James 

Marcia, in building on the work of Erikson. argued in favor of identity 
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development through various "statuses," as opposed to Waterman's more static 

model. Marcia (1966, 1980, 1989) differentiated types of identity statuses that 

indicated varying levels of identity achievement. These identity statuses are 

based on the levels of exploration of, and commitment to, certain constructs (for 

example, the previously mentioned family, career, religion, political ideologies, 

and so on). Edwards, DiClemente. and Samuels (1985) have suggested that 

masculinity, another possible domain of identity-related exploration, may 

become a primary concern for young men with testicular cancer. Gascoigne, 

Mason, and Roberts (1999) suggested that this re-evaluation of masculinity may 

be related to the masculine identity engendered through the appearance of 

"'normal" testicles. Thus, the experience of a crisis such as an illness such as 

testicular cancer may provide an opportunity for a young man to re-examine his 

masculinity (Gordon, 1995). 

The concept of redefining masculinity could be likened to Marcia's 

concept of exploration. In terms of Marcia's model, an individual is said to have 

reached Identity Achievement status when a relatively strong yet flexible 

commitment is made to the domains (ideology, relationships, an so on) 

following a period of exploration. Identity Diffusion, on the other hand, occurs 

when the individual neither explores any of the options available in these areas 

nor makes any commitments to them. Individuals who are said to be Foreclosed 

tend to commit to certain ideas without first having explored the issues. For 

example, a young adult with a rigid religious ideology based primarily on 

parental influence would be said to be in the Foreclosed status. Finally, 
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individuals who are still in the process of exploration are considered to be in the 

Moratorium status. 

There have been a number of criticisms of both Erikson's and Marcia's 

work. One obvious criticism of Marcia's theory is that the study of identity 

status has typically focused on college populations and. as a result, could have 

limited generalizability. Perhaps the most notable criticism of the identity status 

framework is that of Carol Gilligan (1993), who notes that Erikson's theory, 

upon which Marcia's framework is based, is focused primarily on male 

conceptualizations of identity. Hodgson and Fischer (1979) examined the 

differences between college-aged men and women in terms of identity status and 

found that Marcia's model was insufficient in explaining women's 

conceptualizations of identity. Bilsker, Schiedel, & Marcia (1988) found a 

significant difference between the relative importance of domains of primary 

interest in men and women. Men tended to be most interested in domains 

related primarily to political and social ideologies, followed by interpersonal 

relationships, and occupation. Women's identity status was predicted more by 

values placed upon interpersonal relationships, followed by occupational choices 

and political and social ideologies. 

Gender-based arguments against the use of Marcia's statuses are not 

paramount in a discussion of an illness solely affecting men. It is important to 

note, however, that the criticisms raised by Gilligan and others do indicate that 

Marcia's model has limitations, particularly in regard to certain stereotypical 

beliefs regarding the constructs of interest to men (political ideologies, for 



example). Additionally, Marcia does not appear to acknowledge the non-

traditional roles into which men can be placed when exploring the various 

domains (for example, emotionality and communication within the context of an 

intimate relationship). Identity status is presented here in the context of the role 

of testicular cancer in the lives of young men. As wi l l be discussed in the 

following section, the presence of testicular cancer can have serious implications 

for the young man's ability to explore and commit to various domains. 

Psychosocial Issues for Young Men with Testicular Cancer 

The presence of testicular cancer in a young man's life can certainly have 

an effect on his sense of well-being (Gavaghan & Roach, 1987), and the stigma 

that is frequently associated with cancer (Ablon, 1981) is very likely to change 

how he is perceived by the society in which he lives. Thus, testicular cancer can 

be seen as playing a role in the development of the individual's sense of identity. 

In this sense, even a "curable" cancer such as testicular cancer, does not 

necessarily mean that the individual wi l l be free from psychosocial sequlae. 

Despite the effectiveness of treatment for testicular cancer, it produces a 

comparatively high level of psychological morbidity that is incongruent with an 

illness that many physicians consider to be "curable" (Moynihan, 1987). 

Gorzinski, Lebovits, Holland, & Vugrin (1981), for example, noted that only 

32% of their sample of men with testicular cancer could be described as having 

"no symptoms of mental disorder." Additionally, results of their study also 

indicated significant differences between the participants with testicular cancer 

compared to a group of similarly aged men who had acute leukemia on measures 



of somatic concerns, level of general functioning, reality testing, and 

dependency. A surprising finding of this study was that all five participants who 

reported a history of cryptochidism were described by the researchers as being 

schizophrenic. Gorzynski, Lebovits, Holland, and Vurgin concluded that the 

high incidence of mental disorders, including schizophrenia and opiate abuse, 

may in part be attributable to common genetic factors. However, there were 

only twenty-five subjects in this study, which likely limits the generalizability of 

these results. 

More recent studies have focused more on psychosocial functioning as 

opposed to psychopathological descriptions of men with testicular cancer. 

Dealing with invasive and disfiguring treatments such as orchiectomy and 

retroperitoneal lymphanendectomy can lead to psychosocial distress (Edgar, 

Rosberger, & Nowlis. 1992); thus, survival after testicular cancer implies more 

than simple removal of the tumors and irradiation of surrounding tissues. As 

Schain (1986) writes, ''cancer patients who undergo these ablative procedures 

are likely to require major shifts in attitudes and psychological reactions to 

compensate for such devastating changes in body image and/ or function" (p. 

16). 

It is important to note that these changes need not necessarily be for the 

worse. While psychosocial distress can certainly be a part of the experiences of 

men with testicular cancer, opportunities for growth and understanding can also 

occur. Brodsky (1995) conducted open-ended interviews with eleven men with 

testicular cancer. Based on this informal interviewing, Brodsky delineated four 



themes that were identified by the participants in his study as being of central 

importance in the experience of testicular cancer. Essentially, these themes ~ 

Identification Self, Interpersonal Self, Body Self, and Achieving Self — describe 

the changes in men's lives following the diagnosis and treatment of testicular 

cancer. Generally, these men experienced testicular cancer as an opportunity for 

growth, similar in may ways to the "identity crisis" described by Erikson (1959). 

Perhaps, then, it is possible to conceptualize the depression, anxiety, and anger 

frequently associated with cancer diagnosis and treatment as a function of the 

ongoing identity development of the individual. In such instances, the task for 

the individual would be one of growth and survival. 

Survival beyond cancer has been described by Mullan (1985) in terms of 

different "seasons." Mullan describes his own experiences of survival from 

cancer: 

There is no moment of cure, but rather an evolution from 

the phase of extended survival into a period when the 

activity of the disease or the likelihood of its return is 

sufficiently small that the cancer can be considered 

permanently arrested. For better and for worse, 

physically and emotionally, the experience leaves an 

impression. No matter how long we live, cancer patients 

are survivors—at once wary and relieved, bashful and 

proud (p. 272). 



The cure, then, is not the end of the experience of cancer, particularly for the 

young man who wi l l , for the rest of his days, remain a cancer survivor. 

Searching for Psychosocial Assistance. 

Given the very high survival rate following treatment, and the 

epidemiological findings that the incidence of testicular cancer has roughly 

doubled over the past fifty years in North America (Iammarino & Scardino, 

1991), there are many men who have experienced successful treatment of 

testicular cancer. These cancer survivors must now attempt to deal with the 

potential psychosocial sequlae. 

While dealing with psychological difficulties is not a situation unique to 

testicular cancer (Jevne, 1990), it can be potentially more problematic for men to 

deal with the psychological aftermath of diagnosis and treatment of cancer. 

Specifically, research indicates that men with cancer are significantly less likely 

to seek out psychological or social support than are women (Liss-Levinson, 

1982). In fact, Moynihan, Bliss, Davidson. Burchell, and Horwich (1998) 

reported that when subjects with testicular cancer were asked to participate in a 

randomized psychosocial intervention for their study, 60% refused any such 

intervention, although these authors indicated that those who did choose to 

participate showed little benefit from the psychological interventions. They go 

on to suggest that the limited efficacy of psychological interventions on these 

men was likely related to their well-established coping strategies. 

Liss-Levinson (1982) noted a number of additional potential reasons for 

the reluctance of men to seek out support following a cancer diagnosis. The 



male sex-role stereotype in North American culture is quite deeply embedded 

and consistently reinforced in our cultural iconography. Aspects of this sex role 

stereotype that could potentially limit the freedom men might feel in seeking out 

support include a reluctance to discuss emotional issues, a sense of 

invulnerability (or at least the impression thereof), the role of the male in the 

family as the "'breadwinner,'* and an emphasis on being practical, logical, and 

independent. Additionally, men are not expected to complain about their health 

and may not be as vigilant about their own health care as they could be. 

For example, a number of studies (Brubaker & Fowler, 1990; Cummings, 

Lampone, Mettlin, & Pontes, 1983; Ganong & Markovitz, 1987; Marty & 

McDermott, 1986; Neef, Scutchfield, Elder, & Bender, 1991; Vaz, Best, Davis, 

& Kaiser, 1989) have indicated that young men know very little about testicular 

cancer. In particular, they lack information about testicular self-examination, 

which can lead to early diagnosis of the cancer and therefore, to more effective 

treatment. 

These male sex-role stereotypes stand in direct contrast to the equally 

potent stereotypes of the patient, which include compliance, docile acquiescence, 

trusting oneself to the care of others, and relative powerlessness (Charmaz, 

1980). With this contrast, men with testicular cancer are caught in conflicting 

societal roles that can extend beyond the treatment phase of their cancer. These 

incompatible expectations could potentially lead to difficulties in dealing 

effectively with the dependency imposed on i l l young men by having an illness. 



Sexuality and Body Image. 

Beyond the psychological distress frequently caused by role expectation 

changes, there are basic issues surrounding the treatment of testicular cancer that 

are also associated with psychological functioning. O f particular interest in the 

case of testicular cancer is the effect of treatment on the sexual functioning of 

the patient. It has been reported that treatment for testicular cancer often results 

in negative effects on sexuality, including decreases in the frequency of sexual 

intercourse and/or masturbation, particularly during active treatment phase 

(Ozen, et al., 1998). but also extending to long-term dysfunction (Hartmann, et 

al., 1999). Difficulties with sexual functioning certainly bears consideration in 

terms of the individual's quality of life (Heidenreich & Hofmann, 1999). 

Golden & Golden (1986) presented compelling quality of life arguments 

which suggest that staying alive might not be enough for cancer patients i f there 

is an overall increase in suffering or a less meaningful existence following 

treatment for the disease. This can certainly be seen to be the case for young 

men with testicular cancer, in that while the disease itself is essentially curable, 

there are a number of sexual concerns that can arise following treatment that can 

have a significant influence of their quality of life. 

One of the most common effects of treatment for testicular cancer, 

particularly with orchiectomy, is temporary or permanent loss of erectile 

functioning (Gritz, et al., 1989). and a decrease in semen volume and viable 

sperm counts (Schover, Gonzales. & Von Eschenbach. 1986). Additionally. 

Bracken (1988) reported that up to 90% of men who have undergone 



retroperitoneal lymphanendectomy reported either decreased or complete loss of 

ejaculatory functions and erectile functioning, at least in the short term. As a 

result of these treatments and the psychological aftermath, men may experience 

increased anxiety regarding sexual functioning and fertility (Rieker, Edbril, & 

Garnick, 1985). Cantor (1986) has noted that sexual dysfunction in cancer 

patients is not always simply a matter of the physiological sequlae of treatment 

(chemotherapy, radiation therapy, and surgical interventions such as orchiectomy 

and retroperitoneal lymphanedectomy). Johnstone et al. (1991), for example, 

found that there was a significant deterioration in sexual functioning and 

response in men with testicular cancer, even before treatment had begun. 

Further deterioration was noted following treatment, which most commonly 

consisted of orchiectomy and radiation therapy. The fact that sexual functioning 

and response in men can deteriorate before treatment is initiated could indicate a 

psychological component that should be addressed. 

Perhaps one of the more important psychosexual concerns for young men 

with testicular cancer relates to the sex-role stereotype of the "macho'* male. 

Concerns about masculinity and body image can arise from the disfiguration and 

mutilation involved in the removal of the testes. Brubaker and Fowler (1988) 

found that 88% of men in their sample who had orchiectomies expressed 

concerns about their body image, a finding that has been supported by other 

researchers (Johnstone et al., 1991). In a discussion of patients with breast 

cancer and rectal cancer, Hopwood and Maguire (1988) noted that many patients 

have difficulty in discussing their body image concerns with health care 



professionals. It could be hypothesized that such discussions would be 

particularly difficult for young men with testicular cancer who would be 

breaking out of the male sex-role stereotype, not only to discuss a physical 

problem but a one that is inherently linked to their sexual self-image (Schover & 

Von Eschenbach, 1984). 

It would appear, then, that it would be very important to provide 

psychological services to young men with testicular cancer that acknowledges 

the dual stereotypes (those of the strong male and the docile patient) expected of 

young men who have an illness without succumbing to the expectations of 

either. While young men with testicular cancer are indeed a unique population 

requiring unique forms of psychological interventions, there are certain 

similarities between this population and the larger population of the chronically 

i l l . The following section describes some of the current issues in the relationship 

between chronic illness and psychological service provision. 

Counselling Psychology and Illness 

People are diagnosed with a widening variety of illnesses every year and, 

with new medical technologies and treatments, i l l people are re-entering a 

society which had previously discounted the experiences of the chronically i l l 

(Taylor, 1990). Discussions of illness in counselling psychology have 

historically been related to a few specific areas, primarily quality of life and 

compliance with treatment protocols (Falvo, 1991). However, research over the 

past decade has included a variety of models for examining the psychological 

and social impact of illness, with the research related to psychosocial aspects of 



cancer leading the way (Fawzy, Fawzy, Arndt, & Pasnau, 1995). The sheer 

number of different kinds of illness has limited the in-depth study of specific 

illness in favor of a larger perspective, looking at specific types of illnesses as 

having certain commonalties. However, different illnesses affect different 

populations and have different trajectories. Thus, there is questionable 

usefulness in comparing the elderly female with diabetes to the adolescent male 

with testicular cancer; their life circumstances and experiences have prepared 

them for illness in very different ways, both subtle and obvious and the illnesses 

themselves have had any number of different effects on their health and 

functioning. 

Definitional Issues Related to Chronic Illness 

While contention exists around the definition of chronic illness, there 

seems to be an agreement on some of the basic tenets, including that chronic 

illnesses are long-term conditions (Cassileth et al., 1983; Register, 1987) that, 

"'...have nothing but negative connotations. People are described not as 

chronically happy or healthy, but as chronically depressed or i l l " (Kerson & 

Kerson, 1985, p. 1). While it is difficult in some cases to define an individual's 

condition as a chronic illness within a research definition, the experiences of that 

person are of paramount concern in a counselling setting. A s such, for the 

purposes of this literature review, testicular cancer wi l l be referred to as a 

chronic illness, with the understanding that not all researchers would necessarily 

so identify it. 



Psychological Functioning and Chronic Illness 

As noted earlier, the bulk of psychological literature in the area of chronic 

illness has focused on quality of life and compliance issues (Falvo, 1991), along 

with additional concerns related to other life stresses and perceived impact of the 

illness on social and health functioning (Ireys, Werthamer-Larsson, Kolodner, & 

Gross, 1994). The psychological literature in chronic illness research frequently 

attempts to identify predisposing factors in relation to the individual's 

functioning prior to and during the diagnosis and daily dealing with the illness 

(Bearison & Pacifici, 1984; Lavigne & Faier-Routman. 1992). 

There seems to be a presupposition that physical illness is somehow 

intrinsically related to psychological functioning and that the individual who is 

psychologically "'high-functioning" wi l l be in a better position to deal with the 

illness than another individual with the same illness but a different psychological 

and social milieu. Therefore, the research tends to look at i l l individuals in 

terms of what sort of psychopathology may or may not contribute to their illness. 

Granted, there is a tremendous amount of information that can be gleaned from 

such research. Identification of a certain psychopathology or, indeed, with 

relatively minor psychological concerns, can lead to the use of effective 

interventions to help the i l l person better deal with the illness or with the 

complications that arise from it (Hymovich & Hagopian, 1992; Trijsburg, van 

Knippenberg, & Rijpma, 1992). However, as with most psychological research, 

interventions for particular groups depend on numerous factors, including the 



definition of the target group, the nature of the intervention, and the 

characteristics of the therapist and the individual client. 

A number of issues make for it difficult to draw generalizations about 

chronically i l l people across different types of illnesses and populations. The 

use of a variety of illness definitions, research methodologies, sampling 

procedures, definitions of subject characteristics, poor descriptions of 

interventions used, and the incompatibility of statistical techniques, make it very 

difficult to draw conclusions about chronic illnesses in general, or about the 

psychological impact of specific illnesses. As Lavigne and Faier-Routman 

(1992) write, studies of chronic illness and psychopathology "are frequently 

contradictory and confusing" (p. 134). As a result, there is a move in recent 

years toward a less empirical, more qualitative model of research in the chronic 

illness literature (Charmaz, 1990; Lincoln, 1992). 

With these caveats in mind, it is important to know what the current 

psychological literature does purport to say about individuals with chronic 

illnesses. The literature that looks at psychological functioning in chronically i l l 

populations has identified numerous factors that seem to be related in some way 

to the illness under study. Anxiety and depression are two of the most 

commonly studied psychological characteristics associated with chronically i l l 

populations, although they are by no means the only ones (Falvo, 1991). Anger, 

low self-esteem, social "malfunctioning,"' fear (of pain, of recurrence of illness, 

of financial instability, of dependence on others, of abandonment, of invasive 

treatments, and of death), and body image concerns have all been associated 



with individuals with different chronic illnesses (Fawzy et al., 1990; Fritz, 

Williams, & Amylon, 1987; Lubkin, 1986; Newacheck, McManus, & Fox, 

1991; Tavormina, Kastner, Slater, & Watt, 1976; Taylor, 1990; Wright, 1983). 

The advantage of identifying these characteristics, for the most part, rests on 

their treatment in various settings. It is important to note, however, that most of 

these studies reported recommendations with applications that would be best 

suited for health care settings. It would be important to identify practical 

implications for other settings, such as families, schools, and other community 

settings. 

Family Relationships 

Chronic illness can have an impact not only upon the i l l individual but also 

upon a larger system, including parents, children, and siblings. For example, the 

economic stress associated with illness can become a major burden for families 

who may struggle financially even without an i l l family member (Bendor, 1990; 

Johnston, Martin, Martin, & Gumaer, 1992). 

Families may also re-assess goals, with long-term goals tending to go on 

hold in favor of more easily achieved short-term goals. While this sort of 

focusing toward more specific, short-term goals can be adaptive, many families 

may become over-reliant upon short-term planning and fail to look at necessary 

long-term goals to the detriment of overall adaptation to the illness (Stapleton, 

1986). Their lives become quite focused around the illness, ultimately bringing 

more pressure on the sick individual in that the sick person becomes the 

"barometer" of family functioning. If the family is to move ahead, the onus is on 
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the sick person to somehow permit the family to do so (Johnston, Martin, 

Martin, & Gumaer, 1992). 

Friends and Social Relationships 

Chronically i l l individuals also exist within a social arena and deal with a 

number of concerns in terms of developing and maintaining relationships in the 

face of unpredictable illness, often associated with unpleasant social stigmas 

(Ablon, 1981; Charmaz, 1995; MacDonald, 1988; Scambler, 1984). Friendships 

that predate the onset of the illness can become strained by the various changes 

associated with the illness. For example, limited time for familiar socialization 

encounters can result in a sense of ostracizing and abandonment for the i l l 

person. Loss of friendship may be related to the energy drain that occurs when a 

friendship becomes one of unidirectional support. Such friendships can become 

somewhat single-sided, in that the healthy friend tends to become the support for 

the i l l friend, with the i l l friend in a poor position to reciprocate (Klienman, 

1988). 

The nature of support offered is another factor in the relationships i l l 

individuals have with their friends. Many illnesses, particularly cancer, carry a 

social stigma that might be difficult for the individual's friends to transcend. 

There is a very powerful message in popular culture that people are meant to be 

healthy, and any deviation from this healthy role is considered to be abnormal 

(Lubkin, 1986). Such a message makes it difficult to communicate with the 

affected person; the nature of the support becomes less positive in situations 

where the support giver does not know how best to communicate with the i l l 



person, resulting in well-intentioned but ultimately negative support (Daste, 

1990). This pattern can be particularly true of testicular cancer, where 

discussions of the illness may, at some point, necessitate the discussion of the 

young man's sexuality, often a taboo topic of conversation among men. 

There has also been concern with the amount of assistance chronically i l l 

people require. O f course, part of the amount of assistance is dependent upon 

the nature of the illness itself and also on other external supports, including 

family, heath care providers, and community assistance. However, for the 

friends of a chronically i l l individual, there is a balance between giving too much 

assistance and the need for the i l l person to be independent. As with family 

relationships, there must be a certain amount of freedom for the i l l person to 

effectively explore whatever options are available and to make commitments 

based on their own decisions. Within the interpersonal domain, chronically i l l 

individuals must feel free to choose the level of assistance they require rather 

than have it imposed upon them by external sources, particularly friends, who in 

many cases are external to the daily process of the illness and can therefore 

provide release from the illness identity (Daste, 1990). 

Health Care Settings 

Physical illness has long been primarily the domain of professional health 

care (Lincoln. 1992). More recently, there has been a move away from 

institutionalized health care and, as a result, hospitals now function more on an 

out-patient basis with chronically i l l people who are not in acute phases of 



illness. This pattern makes the heath care setting a very unique, yet very 

integral, part of the i l l individual's life. 

Frank (1991) has described the experiences of the chronically i l l individual 

in the hospital as de-humanizing. The very vernacular of the hospital appears in 

many ways to be designed to minimize the human aspect of health care in that 

people become defined by their roles as opposed to their unique identity. As 

Frank (1991) writes of his own experiences in the hospital setting, "...the 

hospital had created its own version of my identity. I became the disease, the 

passive object of investigation and later of treatment. Nameless, how could I be 

a person who experiences?" (p.52). This devaluing of individual identity is yet 

another area that can be addressed in the counselling relationship with i l l 

persons. 

There are any number of methods of intervening with i l l individuals. With 

the understanding that identity concerns have been identified as powerful issues 

for i l l people, it would seem that a model of treatment based on assisting i l l 

clients to gain insight into their individual identity would be beneficial. The 

following section discusses a personal approach to conceptualization and 

intervention with i l l people. 

Implications for Counselling Interventions  

Frameworks for Psychological Interventions 

As has been discussed previously, there are a number of unique factors 

involved in the diagnosis, treatment of. and survival from testicular cancer. 

With recognition that the experiences of young men with testicular cancer are 



unique in many ways, a number of suggestions for the psychosocial treatment of 

these men have been provided. Various studies have made attempts at evaluating 

the efficacy of different psychological treatment interventions that have been 

used with cancer patients in general (for a review of the various interventions 

and their efficacy, see Fawzy. Fawzy, Arndt. & Pasnau, 1995 and Trijsburg, Van 

Knippenberg, & Rijpma, 1992). However, there is a relative dearth of 

empirically validated studies that look specifically at treatments for men with 

testicular cancer. 

In general, there have been a number of suggestions for psychological 

treatment protocols for people with cancer. These tend to fall into four main 

categories: (a) educational interventions, (b) behavioral training, (c) individual 

psychotherapy, and (d) group interventions, including family therapy and social 

support groups. Educational interventions are designed primarily to give the 

cancer patient a sense of control over the illness and a sense of empowerment 

within the medical realm. Typically, educational interventions include more 

technical information about the disease process and treatment options. In the 

case of testicular cancer, disease and treatment education would seem to be 

optimal interventions, in that the sense of empowerment that would be fostered 

could effectively decrease the conflict between the man's sense of himself 

within the traditional male sex-role and the patient role. Behavioral training, 

including relaxation training, deep muscle relaxation, hypnosis, biofeedback, 

and various other treatments, have proven efficacy in work with cancer patients 



(Carey & Burish, 1987; Fawzy, Fawzy, Arndt, & Pasnau, 1995) and would also 

seem to be suitable means of therapy for men with testicular cancer. 

In the context of individual therapy, it is vital that the professional be 

aware of his or her own attitudes and beliefs before engaging in a relationship 

with a client with testicular cancer (Artinian. 1995: Stoklosa & Bullard. 1986). 

A s Mathieson (1994) has noted, the position of the professional is also 

important. Cancer patients can tend to respond differently to different types of 

health care professionals; for example, they might expect technical information 

from physicians and emotional empathy from psychologically-trained health care 

professionals. Additionally, concerns regarding body image and masculinity 

should be addressed 

While it has been found that men might not necessarily make the necessary 

commitment to a group in which they would be expected to discuss some very 

personal and potentially distressing issues (Daste, 1990), well-planned and 

delivered group work can be beneficial. Group work can essentially be divided 

into two forms. The first is the traditional social support group, which can 

implement educational interventions, along with the dissemination of 

information regarding relaxation techniques, health-related behaviors, goal 

setting and the personal impact of cancer. This form of group work, however, 

might be of limited efficacy with this population given that men tend not to 

engage in such groups as frequently as do women (Taylor. Falke, Shoptaw, & 

Lichman, 1986) and, as noted previously, men do not tend to discuss their 

emotions easily, particularly regarding sexuality. Also, given the relatively low 



incidence rate of testicular cancer, it would likely be difficult to form groups 

outside of densely populated centers. 

The second form of group work would involve family counselling and/or 

couples counselling. While some research indicates that testicular cancer can 

actually help couples build stronger relationships (Gritz, Wellisch, Siau, & 

Wang, 1990; Rieker, Edbril , & Garnick, 1985), the transitions involved with 

cancer can be initially devastating to a couple and to families (Lewis, 1986). 

Discussions of changes in sexuality which are common following treatment for 

testicular cancer, along with the changes in relationship roles, can be seen as 

being of primary importance in family and couples therapy. A more naturalistic 

modality may be favored over structured interventions, particularly given the 

value survivors of testicular cancer appear to associate with returning to 

"normal" functioning. Edbril and Rieker (1989), for example, reported that men 

with testicular cancer responded to returning to and experiencing success at 

work following their treatment as being complementary to the coping strategies 

they had developed during their experiences with the disease. 

Regardless of modality, it is important that counselors have an 

understanding of the unique issues related to the developmental concerns of 

young men who have testicular cancer. The following chapter discusses a 

method for developing a theory based on the experiences of young men with 

testicular cancer, with a focus on how this theory can be utilized by helping 

professionals who work with these young men and their families. 



C H A P T E R T H R E E 

M E T H O D O L O G Y 

Grounded Theory and Health Research 

The roots of the grounded theory approach to research are informed by 

Blumer's (1969) symbolic interaction theory. Grounded theory has become a 

widely used methodology in numerous academic fields, ranging from nursing, 

psychology, and sociology to management and English literature. Perhaps as a 

result of its widespread use, there have been a number of concerns raised 

regarding the rigor of this method. Additionally, there has been a split between 

the originators of the theory, Anselm Strauss and Barney Glaser, ultimately 

leading to confusion regarding the "true" nature of grounded theory. 

In the following discussion, the roots of grounded theory wi l l be examined 

with a particular focus on symbolic interaction. Its conception and development 

in the late 1960's and early 1970's, and ultimately to the split between Glaser 

and Strauss in the 1980's and 1990's wi l l also be described. Each of the 

founder's most recent methodological approaches wi l l then be critically 

discussed in some detail, with a focus on Strauss and Corbin's grounded theory, 

the methodology used in this study. This information is important in 

understanding the choice of methodology for the current study from both a 

philosophical and procedural perspective. Specific procedures used in this study 

wi l l be outlined in the latter part of this chapter. 
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Grounded Theory - Historical Perspectives  

Epistemological Background 

The ways in which we interact with the world depend, to a large extent, 

upon our understanding of reality, which in turn is shaped by our view of 

knowledge. Is reality something tangible and absolute, something that can be 

objectively studied? Or is reality an abstraction, a state of mind rather than a 

state of absolute matter, a state that depends on our perspective? It is crucial to 

understand our view of reality before we engage in efforts to study it, since the 

methods we use reflect our perspectives. 

The vanguard of understanding for the best part of the twentieth century 

has been positivism (Capra, 1982). The powerful quantitative study of reality, 

the objectification of nature, based upon a mechanistic view of reality, arises 

from this paradigm. Valle, King , and Hailing (1989) have noted that the three 

primary tenets of positivistic research are that any phenomenon must be (a) 

observable, (b) measurable, and (c) "such that it is possible for more than one 

observer to agree on its existence and characteristics" (p. 4). Given these 

criteria, the positivist views reality as a tangible, knowable entity. Guba and 

Lincoln (1994) go on to delineate positivism as a framework of understanding 

the world as something that can be manipulated. Therefore, what we know we 

can change by manipulating the environment. Positivism has, to some extent, 

given way to postpositivism, which adheres to the basic view of reality as an 

objective, albeit only probable, relationship between the knower (the scientist) 



and the phenomenon being studied (Guba & Lincoln, 1994). The Zeitgeist has 

made a slight shift from attempts to prove hypotheses as being true to attempts 

to disprove probable hypothesis. However, the view of reality as an objective 

entity remains. 

A number of concerns with positivist/postpositivist philosophy have been 

raised in contemporary thinking. Primary among these concerns is the 

understanding that each individual is unique and views the world in a unique 

manner (Henwood & Pidgeon, 1992). One way of looking at these concerns is 

through the lens of existential psychology. Existential psychology, with its roots 

in the philosophy of Kierkegaard, Heidegger, Sartre, and Nietzsche, among 

others, suggests that reality is not a static entity that exists "out there"; rather, 

reality is the interrelationships between people and objects in nature (Osborne, 

1990). It is these interrelationships that foster the co-construction of reality for 

each individual. We are constantly in the act of being in the world, interpreting 

reality through our interactions (Valle, King , & Hailing, 1989). Therefore, our 

understanding of reality is actually co-constructed. We construct reality and 

attempt to interpret the world, which is in a constant state of interaction with us. 

It is impossible for any one person, at any time, to comment objectively on the 

state of another. Any such comment would be simply that individual's 

interpretation of the other's reality, making such a comment subjective rather 

than objective. 

This issue raises the important question of the values and beliefs of the 

"scientist." In terms of the current study, it became apparent very early in the 
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research process that my own knowledge of testicular cancer, paired with my life 

experiences to that point, had prepared me in a unique way to conduct this 

research. Research should take into consideration the unique, subjective 

interrelationship between the researcher and the phenomenon. This interaction 

is where the paradigm shift in psychological research has been occurring. The 

"big picture'" of research has started to shift away from the absolutism of 

positivism and the structure of postpositivism to a more intuitive model of 

understanding. As Capra (1982) writes: 

We can see that our culture has consistently promoted and 

rewarded the yang, the masculine or self-assertive elements of 

human nature, and disregarded its yin, the feminine or intuitive 

aspects. Today, however, we are witnessing the beginning of a 

tremendous evolutionary movement (p. 45). 

It is important to note that Capra's conceptualization of' 'masculine" and 

"feminine" does not necessarily indicate that self-assertion is an exclusively 

"male"' construct, nor does intuition fall solely within a "female" domain. 

Rather, the distinction is made to describe traditional ways of looking at the 

world and how these views are changing. Capra's observation has been 

substantiated by the movement toward qualitative methods of research currently 

underway in academia, including in the study of psychological phenomenon. 

The new constructivist models of research permitted qualitative 

methodologies to escape from the limited role in which they had been cast since 

the dawn of positivism (Lincoln & Guba. 1985). Until recently, qualitative 



studies have been, at best, a precursor to better prepare more objective 

quantitative studies (Denzin & Lincoln, 1994). It can be argued that both forms 

of research strive to re-organize data to re-represent complex phenomenon 

(Henwood & Pidgeon, 1992). However, with a new shift in focus from the 

"yang" of quantitative methodologies to a focus on the "'yin" of more intuitive 

models of research, qualitative studies, independent of additional quantitative 

research, have become an accepted means of increasing knowledge. However, 

the scientific community remains skeptical regarding qualitative research: this 

pattern is perhaps most clearly indicated in the training programs of many 

universities, which remain focused on the education of students within the 

empirical model of research (Aitken, West. Sechrest, & Reno. 1990), and in the 

disparate funding practices of many funding bodies, most frequently favoring 

empirical research proposals (Leininger, 1992). 

Researchers who adopt a constructivist view of reality have a wealth of 

methodologies from which to choose. In the move toward qualitative 

epistemologies. there have been a number of "growing pains" that have been 

described by Denzin and Lincoln (1994) as "'movements" of qualitative research. 

The current movement, postmodernism, is focused on action-oriented models of 

research. This concept of looking at process rather than static concepts is one of 

the central tenets of grounded theory. 

Symbolic Interaction 

Grounded theory is based, to a very large extent, on symbolic interaction, a 

theory originated by Herbert Blumer in the 1960"s. In essence, symbolic 



interaction assumes that '"human beings act toward things on the basis of the 

meanings that things have for them" (Blumer, 1969, p. 2). Symbolic interaction 

can be seen as a reaction to the positivistic model that had been to that time (and, 

to a large extent, continues to be) the Zeitgeist of research. As Annells (1996) 

suggests, the research that we do depends on the world-view of the researcher. 

In terms of symbolic interaction, this world-view includes both the view of the 

researcher and the interrelationships shared by the researcher with the world. 

This "I-Thou" relationship (Buber. 1958) results in a co-construction of both the 

self in the world and the meaning of the world for the self (Heidegger, 1962). 

Based on this principle of co-construction of reality, Blumer (1969) 

outlined three basic premises through which he hypothesized we deal with 

reality. The first of these premises is that the meaning things have for people 

wi l l determine what actions wi l l occur towards those things. Blumer included in 

his definition of "things" such entities as other people, institutions, objects, 

situations, and any combination of these. Therefore, our reactions to these 

entities are based on the meanings that these things have for us. In the current 

research, this interpretive interaction can be seen as occurring between the 

participants and the various entities that surround them, including their families, 

friends, co-workers, employers, and health care professionals, among others. 

The interaction between the participants and myself is also of paramount 

concern for the process of the current research. 

Second, Blumer (1969) suggests that human beings are also social beings 

and. as such, the meaning that we take from the world is a function of social 



interactions. These social interactions are largely based on the symbolic 

meanings we ascribe to systems such as language. Without a symbolic meaning, 

language cannot exist and language is crucial to social interaction. Additionally, 

as social beings, we interact with those around us. These interrelationships are 

not unidirectional but reciprocal. Finally. Blumer suggests that since we are 

interactive beings and our interactions are reciprocal, we are constantly 

interpreting the meaning of these interactions. This ongoing interpretive 

process is used to direct and modify the meanings of the situations as we deal 

with them. As Blumer (1970) writes, *" we have to infer that any given instance 

in our natural empirical world and its content are covered by one of our 

contexts" (p. 59). Context, then, guides interaction. 

Symbolic interaction suggests that knowledge is not tangible because it is 

in a state of constant change. It is the process of a phenomenon, not necessarily 

the phenomenon itself, which should be of primary interest to the researcher. 

Additionally, the researcher should consider the research subject, or participant, 

to be an invaluable resource. Since a reciprocal relationship exists between the 

researcher and the participant, there can be no objective study of the participant; 

rather, the responsible researcher should engage in qualitative research which 

considers the participant to be a full partner in any search for knowledge 

(Tourigny, 1994). Therefore, a methodology that builds theory directly from the 

data provided through interaction between the researcher and the participant is 

the best way to understand reality. 



Other qualitative methodologies, such as Husserlian phenomenology, 

allow the researcher to engage in an interpretive relationship with the data. 

However, the Husserlian phenomenological concept of bracketing, or the putting 

aside of a priori assumptions, does not allow the researcher to engage in a true 

interaction with the data (Baker. Wuest. & Noerager-Stern. 1992). On the other 

hand, hermeneutic phenomenology falls short of responding to the philosophical 

questions raised by symbolic interaction because, while it does serve an 

interpretive function, it does not necessarily engage the social process and 

interaction that is crucial to understanding within the symbolic interaction 

framework (Wilson & Hutchison, 1991). Therefore, a new methodology was 

required to conduct research within the symbolic interaction philosophy. In an 

effort to build such a methodology, Glaser and Strauss proposed the grounded 

theory research method. 

Grounded Theory - Current Issues 

Glaser and Strauss 

In 1967. Barney Glaser and Anselm Strauss, sociologists from the 

University of California at San Francisco, developed a research methodology 

based upon the philosophy described by the constructivist Chicago school of 

symbolic interaction. They christened their methodology "'grounded theory" 

because the theories that were to be developed were to be grounded in the data, 

rather than inferred from it. Their book. The Discovery of Grounded Theory, 

was initially accepted primarily by other sociologists. However, as time went on 

and the utility of the method became clearer, other disciplines began to utilize 



grounded theory in attempts to build solid theoretical bases, frequently as a 

precursor to quantitative study. While the use of grounded theory as a form of 

preliminary research was not necessarily Glaser and Strauss's original intention, 

there is little doubt that the use of the methodology in this manner helped it gain 

acceptance and a wider audience. 

Additional forms of grounded theory have been presented, although with 

considerably less widespread academic acceptance. Robrecht (1995) described 

the contributions of Leonard Schatzman to classic grounded theory. Schatzman 

has generally not received credit for his role in the pioneering of grounded 

theory, possibly because of his criticisms of Glaser and Strauss' methodologies. 

Schatzman went on to develop a more interpretive methodology that moved 

away from the basic social processes described by Glaser and Strauss and 

focused rather on the discovery of the meanings of interactions. This method, 

known as dimensional analysis, shares with grounded theory an ongoing analysis 

of the data during data collection (Kools. McCarthy. Durham, & Robrecht. 

1996). However, there is a greater focus in dimensional analysis on the nature of 

the symbolic interaction between the researcher and the data. Dimensional 

analysis is important in this discussion of grounded theory as it provides us with 

a greater understanding both of the roots of the methodology and with a potential 

means of separating Glaser's grounded theory from Strauss' later work with 

Juliette Corbin. On the other hand. Strauss and Corbin"s grounded theory has 

little in common with dimensional analysis. If we look at these three 

methodologies in terms of epistemological underpinnings, it becomes clear that 



Glaser's more interpretive grounded theory and Schatzman's dimensional 

analysis are more proximal to the base theory of symbolic interaction than is 

Strauss and Corbin's technique-based grounded theory. 

Glaser and Strauss's original model of grounded theory methodology had 

the central intention of closing the gap between theory and empirical research by 

answering the conceptual question "what is the basic social process that 

underlies the phenomenon of interest?"' The authors suggested a route of 

discovery that lies in the comparative analysis of different sources of data, 

utilizing the constant comparison method, in which data are coded, analyzed, 

and re-analyzed on an on-going basis. Coding is an ongoing process of note-

taking, in which the researcher records hypotheses and prospective ideas about 

theory that are not purely speculative but are grounded in the data. 

As data are coded and the researcher records memos on the process of the 

analysis, the researcher develops categories into which all coded data fits. These 

categories are later integrated in an interactive framework which is then, in turn, 

delimited in an effort to make the theory more manageable, rather than 

producing a collection of interconnected but only loosely cohesive categories. In 

a sense, the categories are reduced to smaller "chunks." based on higher level 

concepts. It is crucial that these categories are parsimonious to the data, in that 

they reflect the variation within the data along with the formulation process of 

the development of categories. Additionally, the scope of the theory should be 

applicable to a wide range of situations. Granted, there seems to be a leaning 

toward positivism in that grounded theory suggests reducing data and applying 



theory across situations, (similar to the concept of generalization in positivistic 

terminology). However, the difference lies in the importance grounded theory 

ascribes to the process of the interaction between researcher and phenomenon 

and the generalization of theory to situations, not populations. 

The analysis of the data guides subsequent attempts at gathering data in a 

process known as theoretical sampling. Theoretical sampling, as described by 

Glaser and Strauss, is "the process of data collection for generating theory 

whereby the analyst jointly collects, codes, and analyzes his [sic] data and 

decides what data to collect next and where to find them, in order to develop his 

theory as it emerges" (p. 45). Theoretical sampling concludes when information 

saturates categories developed by the researcher based on the ongoing analysis 

of the data. Saturation, essentially, means that no new information beyond that 

which has already been gathered is forthcoming. As Glaser and Strauss (1967) 

write: 

After an analyst has coded incidents for the same category a 

number of times, he learns to see quickly whether or not the next 

applicable incident points to a new aspect. If yes, then the 

incident is coded and compared. If not. the incident is not coded, 

since it only adds bulk to the coded data and nothing to the 

theory, (p. I l l ) 

The theory that is ultimately generated from this process can be either 

substantive or formal. Glaser and Strauss describe substantive theory as theory 

developed for empirical purposes (e.g. organizational research), while formal 



theories focus on more conceptual areas (e.g. wellness). Substantive theory, 

according to Glaser and Strauss, should precede formal theory, as it can give an 

initial direction that can lead to the development of relevant categories and 

properties of the phenomenon. Either form of theory is acceptable and, as 

Rennie, Phillips, and Quartara (1988) write, "grounded theorists may choose to 

test a generated theory through traditional research techniques" (p. 141). Glaser 

and Strauss also suggest that while both of these theoretical forms can be 

developed through grounded theory procedures, they are only valid theories i f 

they are grounded in the data. This emphasis on grounding the theory in the data 

is, in essence, the most important factor throughout Glaser and Strauss*s original 

work. 

Glaser versus Strauss and Corbin 

While both Glaser and Strauss continued to work in grounded theory, a 

methodological rift developed between the two throughout the 1970*s and 

1980's, culminating in a very public dispute about the true nature of grounded 

theory in the early 1990*3. Glaser had remained quite true to the original 

position put forward in The Discovery of Grounded Theory and wrote little in 

terms of new methodological procedures, with the exception of his 1978 

publication. Theoretical Sensitivity. 

Strauss, on the other hand, was quite active in the development of new 

practical procedures in conducting grounded theory research. Subsequent 

writings by both grounded theory founders led to much confusion among 



grounded theorists. In an effort to clarify some of the more salient issues, a brief 

description of each author's view on grounded theory is presented below. 

Glaser's Grounded Theory 

Glaser's standpoint on the grounded theory debate rests primarily on his 

adherence to the original 1967 work. In later publications (1978, 1992), little 

new is offered in terms of methodological techniques. Glaser's focus has 

remained on the basic social processes (BSP) that underlie the research questions 

from which grounded theory research springs (1978). There is little to offer here 

beyond that originally suggested in 1967, a fact that is reflected in the dearth of 

grounded theory research that cites Glaser as a primary reference in the 

professional literature (Melia, 1996). 

However, Glaser has been more forthcoming in his criticisms of Strauss 

and Corbin's model of a technique-heavy methodology. Glaser's (1992) 

comments on Strauss and Corbin's (1990) work provides a comprehensive 

chapter-by-chapter critique of their technique-based model. Perhaps most 

cutting, Glaser accuses Strauss of never really understanding grounded theory in 

the first place. Given the epistemological roots of grounded theory, which lie in 

symbolic interaction, it is certainly possible to see how such a criticism could be 

made, in that Strauss and Corbin's framework does make a movement away 

from the basics of symbolic interaction by layering a series of methodological 

techniques that can potentially serve to remove the researcher from the data, 

rather than allowing for an immersion in the interrelationship between the 

researcher and the phenomenon. Glaser. an advocate of simplicity in research. 



states that, by incorporating these techniques into grounded theory, Strauss and 

Corbin remove the researcher from the active process of research and that, 

ultimately, theories are diluted by this distance. Additionally, Glaser suggests 

that in putting data under the heavy-handed technique-based form of grounded 

theory, the data itself becomes altered. As he writes: " . . . i f you torture the data 

long enough, it wi l l give up!" (1992, p. 123). 

Finally, Glaser decries Strauss and Corbin's techniques as leading away 

from true grounded theory and into conceptual descriptions which lack the depth 

typically produced by grounded theory. Becker (1993) has noted that there is an 

increasing problem with the quality and conceptual depth described in grounded 

theory research that has been conducted over the past twenty years. Since the 

bulk of these grounded theory studies are embedded in Strauss and Corbin's 

methodology, Glaser's criticisms of Strauss and Corbin's methods can be seen 

as being valid concerns for the current research. 

Strauss and Corbin's Grounded Theory 

Strauss and Corbin's seminal work, published in 1992, describes grounded 

theory as "one that is inductively derived from the study of the phenomenon it 

represents. That is, it is discovered, developed, and provisionally verified 

through systematic data collection and analysis of data pertaining to the 

phenomenon" (p.23). This suggests that the ensuring theory provides a means of 

understanding phenomena, based on the data, through a method that could be 

considered to be quite rigorous, particularly compared to the original 

formulation of grounded theory. Classic grounded theory did not prescribe 
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specific techniques for conducting research, leaving these decisions to the 

researchers themselves. However, Strauss and Corbin's grounded theory 

emphasizes structure in the development of a rigorous grounded theory, while 

still allowing for considerable creativity on the part of the researcher. This 

method has become the favored model of grounded theory researchers, perhaps 

due to the great confusion that surrounded the application of grounded theory 

through the 1970"s and 1980's. A structured approach to grounded theory 

allows researchers to be consistent and to have a common vernacular for 

academic debate. However, as Strauss and Corbin (1990) write, "while we set 

these procedures and techniques before you, we do not at all wish to imply rigid 

adherence to them" (p. 59). This statement indicates that, for all of Glaser's 

concerns about the loss of the sensitivity of the researcher to the data through the 

filtering effects of technique, Strauss and Corbin remain aware of the dangers of 

a rigid approach to research. They discourage researchers from becoming 

focused on technique rather than understanding. In fact, Strauss and Corbin 

(1994) write that "individual researchers [may] invent different specific 

procedures" (p. 276) beyond those prescribed in their work. 

The procedures outlined by Strauss and Corbin (1990. 1994) are quite 

straightforward and follow a linear and temporal progression, starting with the 

systematic asking of generative or concept-related questions. As with the 

original grounded theory model, these questions can be based on observations 

and should reflect the original curiosity about the basic social processes that 

underlie the phenomenon of interest. 



Once a question has been selected (with the understanding that it is 

subject to change depending upon the results of the initial data analysis), 

theoretical sampling can occur along the same lines as outlined in "classic" 

grounded theory. It is during the subsequent coding procedures that Strauss and 

Corbin's grounded theory research diverges from "classic" grounded theory. In 

Strauss and Corbin's model, coding exists on three levels. The first, open 

coding, is essentially the process of "breaking down, examining, comparing, 

conceptualizing, and categorizing data" (1990, p. 61). This leads to axial 

coding, in which the open codes are reorganized and linked to overarching 

categories. These connections should identify the basic social processes that are 

at work. Additionally, the axial coding process further immerses the researcher 

in the data, allowing for an increased understanding of the phenomenon. The 

final stage of coding is known as selective coding, which is similar to axial 

coding, but exists at a higher, more abstract level. Selective coding breaks down 

further into six sub-stages leading ultimately to a cohesive description of the 

phenomenon. These stages are described below in relation to the current study. 

The first of these six sub-stages describes causal conditions. In terms of 

the current study, the causal conditions leading to the phenomenon would be the 

diagnosis with testicular cancer. The second sub-stage, the phenomenon itself, 

would be identified as the process of dealing with the pain, the fear, and the 

uncertainty caused by the condition. The context in which the phenomenon 

occurs (the third sub-stage) varied somewhat, but all participants underwent 

treatment in the same cancer clinic. The context would also extend to their 



homes and families, along with friends, co-workers, employers, and health care 

professionals. Intervening factors, the fourth substage, include people involved 

with the participants through their experiences, along with factors that had some 

action upon the phenomenon (for example, treatment). 

The final two sub-stages of the selective coding process involve some 

form of action toward the phenomenon, along with an examination of the 

consequences of the phenomenon. The action and consequences related to 

testicular cancer in young men. based on the interview data provided by the 

participants in this study, wi l l be examined in the final chapter of this document. 

This thickly described theory is the final stage of Strauss and Corbin's grounded 

theory development. The specific methods of analysis used in the current study 

are outlined in detail in the next chapter. 

Specific Methodological Issues with Grounded Theory 

Perhaps because of the confusion created by the Glaser/Strauss split over 

grounded theory, there have been a number of issues raised in regard to the 

specifics of the methodology. These issues remain unanswered, since questions 

of methodology can generally be shunted in two directions — toward Glaser or 

toward Strauss and Corbin. For example, criticisms of Glaser*s grounded theory 

tend to relate to the lack of rigor that can occur when different researchers from 

different fields engage in such an open-ended form of research. On the other 

hand, as Glaser noted. Strauss and Corbin's grounded theory can lean too far in 

the opposite direction by replacing creativity with rigorous procedures that can 

potentially stifle the development of a strong grounded theory, ultimately 



resulting in a conceptually shallow descriptive study (Becker, 1993). This 

backlash against Strauss and Corbin's grounded theory is further explicated by 

Robrecht (1995), who suggests that Strauss and Corbin's move toward a 

methodology-based form of research drifts away from the original axioms of 

grounded theory and, more importantly, from symbolic interaction theory. 

Strauss and Corbin's grounded theory, however, should not be discarded 

as an epistemologically weak method of inquiry. The method provides the 

researcher with an excellent, rigorous structure not available in Glaser's 

grounded theory. Therefore, the argument for Strauss and Corbin's grounded 

theory in terms of research is quite clear: it is a structured method of arriving at 

interpretations that allows the researcher the flexibility to try creative techniques 

while remaining faithful to the epistemological roots of symbolic interaction. 

The basic premise of symbolic interaction, the discovery of the basic social 

process through an interaction between the researcher and the phenomenon, is 

well-served by Strauss and Corbin's grounded theory by focusing on this 

interaction, albeit in a somewhat structured manner. While the techniques 

suggested by Strauss and Corbin can tend to remove the researcher somewhat 

from the data, they also allow the researcher the ability to access the discovery 

process in a rigorous manner that can be easily traced back to the data. 

Glaserian grounded theory allows for more creativity on the part of the 

researcher, but unfortunately results in a much less rigorous process that does 

not follow an explicit path from data to theory. 



Strauss and Corbin's own work with grounded theory assisted them in 

devising the methodology itself. Their studies on chronic illness (1986) and 

health care systems (1988) both employed grounded theory methods to arrive at 

theories based on interviews they had conducted with consumers of the health 

care system. They described their theory, in part, utilizing a sailing metaphor: 

'"The unfolding of a chronic illness may be thought of as a voyage of discovery. 

Like a ship, it travels it's course" (Corbin and Strauss, 1986, p. 33). The use of 

this metaphor was based, in part, upon the themes, or codes, they had arrived at 

through their data analysis. These themes revolved around an illness trajectory, 

which had several components or phases, including acute, comeback, stable, 

unstable, deteriorating, and dying. These phases were delineated through 

constant comparison of transcripts of interviews with chronically i l l people. 

Similarly, in the current research, a unifying theory is supported by common 

issues. A l l of these issues relate to a central theory, based upon the descriptions 

provided by the participants. 

The rational for using Strauss and Corbin's model of grounded theory in 

the current research was two-fold: first, as noted, it has been used successfully 

in the past in other health-related areas, including studies of cancer. Second, 

Strauss and Corbin's model provides a structure to the research process that is 

beneficial in the investigation of a phenomenon (such as young men's 

experiences with testicular cancer) by providing a framework that prevents the 

ensuing research from becoming disorganized or incoherent. 
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Grounded Theory in the Current Research 

Brodsky (1995) has noted that one of the major failings of the traditional 

medical model has been that, in attempting to focus on the biological course of a 

disease, the stories of sick people have not been heard. In the current research, 

an attempt has been made to obtain a broader understanding of the experiences 

of individual men who have testicular cancer, not only by listening to their 

stories, but also by utilizing Strauss and Corbin's grounded theory methods to 

construct a deeper understanding of these experiences. This understanding, 

presented in the following chapters, wi l l ideally be of value not only to those 

who practice medicine, but also to anyone who works with young men with 

testicular cancer. Indeed, the research should be of considerable importance to 

these young men because it presents a framework for understanding their 

experience of the psychological processes related to the illness, based on their 

own stories of their experiences. 

Interviewing 

Interviewing and Interaction 

The nature of interviewing, particularly when utilizing a semi-structured 

framework which is subject to constant revision and change depending on the 

nature of the information presented, has been problematic in qualitative studies. 

Mishler (1986) pointed out that the interaction between the interviewer and the 

interviewee fundamentally changes the data. The manner in which the data is 

transformed is the real work of data analysis. Mishler himself studied illness 



(Mishler, 1981) and found that the interaction between various individuals, 

social constructs, and ideas (for example, the interaction between the patient and 

the illness, between the illness and the medical realm, and so on) to be central to 

the illness experience. Since illness would appear to be, at least in part, a 

socially constructed phenomenon which depends on "cultural values, social 

norms, and culturally shared rules of interpretation" (Mishler, 1981, p. 141), the 

interaction between an interviewer and an interviewee would also reflect part of 

this social construction. Therefore, the interviewer must be sensitive not only to 

the interviewee himself, but also to the social world of the interviewee. Within 

the current study, an attempt was made to enhance this sensitivity through 

developing what Strauss and Corbin (1992) refer to as "theoretical sensitivity." 

Theoretical Sensitivity 

The first procedure within Strauss and Corbin's grounded theory 

methodology concerns the necessity for the researcher to become theoretically 

sensitive to the phenomenon under study. In the case of the current research, 

theoretical sensitivity is the development of an understanding of the essential 

features involved in the medical and psychological effects of testicular cancer on 

young men. 

Theoretical sensitivity, as described by Strauss and Corbin (1990), "refers 

to a personal quality of the researcher. It indicates an awareness of the subtleties 

of the meaning of data" (p. 41). Theoretical sensitivity can be reached through 

reviewing the relevant professional literature or through professional or personal 

experience. Essentially, the process of becoming theoretically sensitive 



indicates that the researcher does not enter the research field bereft of 

information that could be instrumental in guiding the collection of data. Quite 

the opposite of Husserlian "bracketing," theoretical sensitivity permits the 

researcher to know and accept valuable information about the phenomenon prior 

to entering the field. However, it is of equal importance that the researcher is 

explicitly aware of the potential biases that arise from this knowledge. Thus, 

information can become a valuable addition to the research without having a 

negative effect on the interaction between the researcher and the participants. 

In terms of the current study, development of theoretical sensitivity 

involved reviewing the literature relevant to the etiology of testicular cancer, 

along with the psychosocial implications of the illness. Particular attention was 

paid to the effects testicular cancer can have on young men, who are 

qualitatively different from men in other groups because of the unique life 

decisions that are typically made in this age range. Therefore, additional 

literature regarding identity development was reviewed, as many of the 

participants in this study were young men who, in dealing with the illness, were 

engaged also in the ongoing process of identity development. 

Theoretical Sampling 

The next step in the grounded theory research project is theoretical 

sampling (Strauss & Corbin, 1990). Theoretical sampling, as described by 

Glaser and Strauss (1967), is "the process of data collection for generating 

theory whereby the analyst jointly collects, codes, and analyzes his data and 

decides what data to collect next and where to find them, in order to develop his 



theory as it emerges" (p. 45). Theoretical sampling concludes when information 

saturates categories developed by the researcher based on the ongoing analysis 

of the data. Saturation essentially means that no new information beyond that 

which has already been gathered is forthcoming. 

Since data can include any number of sources, including videotaped 

interviews, audio-taped interviews, or even historical documents, the first 

consideration was about the means by which data would be collected. For the 

purposes of this study, audio recordings of interviews were considered to be 

acceptable. Initial interviews can "depend upon access, available resources, 

research goals, plus your time and energy" (Strauss & Corbin, 1990, p. 179). 

Strauss and Corbin's grounded theory suggests that initial data collection should 

focus on "uncovering as many potentially relevant categories as possible, along 

with their properties and dimensions" (Strauss & Corbin, 1990, p. 180). 

Therefore, initial interviews were with young men within the selected age range 

(18-35) who were at various stages in their experiences with testicular cancer, 

ranging from recent diagnosis to many years post-treatment. Later theoretical 

sampling reflected the conceptualization of the categories. The questions in 

each interview changed as new issues were elicited and other information 

reached saturation. Through this stage of sampling, the focus was on uncovering 

and validating the relationships among the categories identified in the initial 

coding process. 

The interviews themselves were initially designed to center around the 

basic questions that arose from the research question. Simply asking questions 



based on the "5-W" approach (who, what, when, where, why, and how) is a 

basic yet effective method of accessing the basic social processes that underlie 

the phenomenon (Fontana & Frey, 1994), given that the researcher is well-versed 

in the research area (Kvale, 1996; Rubin & Rubin, 1995). The interviews, in 

keeping with the constant comparison model, changed as the ongoing analysis 

indicated shifts in categories. Interviewing stopped when theoretical saturation 

occurred. Theoretical saturation is said to have occurred when interviews 

contribute no new information to the theory under construction and new data 

overlaps with previously collected data. It has been suggested that this can occur 

after 5-10 interviews (Rennie, Phillips. & Quartara, 1988). although other 

researchers have recommended up to 20-30 interviews to ensure that the greatest 

possible variation of a phenomenon has been obtained (Wilson & Hutchison, 

1991). In the current study, 18 interviews were conducted before the core 

categories had been saturated. The resultant theory was encompassing enough to 

describe the experiences of the participants after 13 interviews. Two of the 

eighteen interviews were with participants who did not fit within the research 

protocol parameters (they were older than 35). Their interviews were not 

included in the final data analysis. These men, who were in their late thirties and 

forties, participated out of their own desire to share their stories. While their 

stories have not been included in the analysis, they are briefly discussed in 

Chapter Eight, both as stories to be used in comparison to those told by the 

participants whose stories comprise the theory, and also as potential areas for 

further research. 



Basic demographic information regarding the participants is presented in 

Appendix B . unfortunately, most of the men interviewed could not recall 

specifics about either the form (i.e. seminoma or non-seminoma) or the stage of 

testicular cancer, nor could most of them recall the exact nature of treatment 

protocol used (i.e. specific type of chemotherapy used). Certain of this 

information was available through a review of each participant's chart. It is 

worthwhile noting that the participants could not recall such seemingly 

important information. This phenomenon is discussed further in the following 

chapters. 

Participant Selection 

Participants in this study all had some form of testicular cancer. Staging 

of the disease and current health were discussed with the individual participants, 

although as noted earlier, most were unable to provide detailed medical 

information regarding their diagnosis and treatment. Staging and type of 

testicular cancer has generally been found to be unrelated to psychological 

functioning in general (Gritz, Wellisch, & Landsverk, 1988), so acquiring 

participants with different types and stages of testicular cancer was seen, at best, 

a secondary concern to acquiring an age- and developmentally-appropriate 

sample. 

The Director of the Testicular Cancer Clinic at a local cancer center 

assisted in identifying potential participants for this study. During the early 

stages of the research, a cooperating oncologist described the study to potential 

participants, who were then given a letter form myself, outlining the purpose of 



the study (Appendix C), along with my telephone number and a request for them 

to contact me if they chose to participate. Unfortunately, very few participants 

were obtained in this manner. Subsequently, rather than have them call me, the 

oncologist gave them a copy of the information letter. If they indicated interest 

in participating, they left their telephone number with the oncologist, who then 

forwarded it to me. At this point, I contacted the participants to ensure that any 

questions they might have regarding the research were answered and to set 

interview times and locations. The interviewing process was conducted over a 

twelve-month period, from August, 1998 to August, 1999. Specific information 

regarding the participants is located in Appendix B . 

Interview Format 

A process-oriented model of exploration was utilized rather than a 

structured interview that limits intervention between the participant and the 

researcher. In addition to the "5-W's" approach mentioned earlier, the 

interviews tended to follow from discussion of the specifics of the illness to the 

nature of the psychological process right these young men experienced following 

their diagnoses. Theoretical sensitivity, particularly to issues related to the 

diagnosis and treatment of the disease, aided in developing a sense of trust and 

mutuality between the participants and myself. 

Interview questions in later interviews evolved out of the initial 

interviews, although many of the questions asked in earlier interviews were 

utilized throughout all interviews. The first few interviews (approximately three 

for most content areas) were centered around gaining the widest variety of 



information possible related to the important experiences of young men with 

testicular cancer. This information was obtained through open-ended prompts 

such as ' T e l l me about your experiences with testicular cancer.*' A general 

framework of interview topics and questions is located in Appendix D. 

However, i f information elicited through these prompts was vague or unclear, 

then more direct prompts were used, based on a general framework of various 

domains that appeared to be of importance to the participants. 

At the end of each interview after # 8, the participants were asked i f they 

had anything else to add to their interview. After they responded to this 

question, I discussed my perception of how the previous participants had been 

presenting their impressions of the process of dealing with cancer. Essentially, 

they were told that the basic structure of what was emerging from the previous 

interviews suggested that the process of dealing with testicular cancer had a 

significant impact upon how individuals perceived themselves in various roles, 

such as workers, family members, and as patients. As the interviews progressed 

and the theory became more clearly defined, the feedback participants were 

given became more detailed. Participants were quite interested in how other 

participants had dealt with their illness and indicated that they felt that, in 

retrospect, their manner of processing the illness and its concomitant effects on 

their social, family, and working lives was a significant factor in changing their 

sense of who they had been, who they were, and who they wanted to become. 

Empathic listening was used as a model of inquiry for all interviews, in 

order to attend to each individual participant as fully as possible. This approach 



allowed for increased interaction both between the researcher and the 

participants and also between the researcher and the data (Fontana & Frey, 

1994). 

Interview Procedures 

Interviews were held at mutually convenient locations and times. In some 

cases, participants were interviewed in their homes, while others were 

interviewed at my office, in coffee shops, or at the cancer centre. Prior to the 

interviews, participants were informed of the purpose of the research and their 

right to refuse to participate, or to withdraw their participation at any time 

without penalty. To facilitate the explanation of their rights as participants, an 

informed consent form was presented to each participant and was discussed in 

some detail (Appendix E). Since the interviews were recorded on audio tape, 

specific mention was made on the limits of the use of these tapes and the 

provisions for their use after the conclusion of the research. Participants were 

offered copies of their recorded interviews. These tapes wi l l be retained by the 

researcher for a period of no more than two years after the conclusion of the 

research, at which time the tapes wi l l be erased and written transcripts wi l l be 

shredded (by August, 2001). 

The interviews were recorded to allow the voices of the participants to be 

heard, and to facilitate the transcription of the interviews into text. This 

transcription permits a more detailed analysis of the interviews. Tapes and 

transcripts were identified only by an interview number, sequential from "# 1," 

later recast as pseudonyms. Any other identifying information, such as the 



participant's name, address, or phone number, was not located on the tapes or 

transcripts. Participants who made reference to any identifying information 

during the course of the interviews (for example, i f they said their own name) 

were informed again that the information would be held confidential and in any 

presentation, a pseudonym would be used in place of their name. Tapes and 

transcripts were maintained by the researcher in a locked filing cabinet for the 

duration of the research. 

At the conclusion of each interview, the grounded theory core categories 

were further developed and clarified. Probing questions asked at the end of each 

interview after the core issues had been identified (i.e., following interview # 8) 

acted as part of a trustworthiness check of the theory grounded in the data 

provided by the participants (Altheide & Johnston, 1994). 

Coding Processes 

Each initial interview was analyzed according to Strauss and Corbin's 

(1990, 1994) conceptualization of the constant comparison technique. The 

process of analysis consists of reviewing the data and determining the various 

relationships that can exist among the categories derived from the data. It is a 

process of constant comparison in that the second set of data (e.g. interview #2) 

are compared to the first (e.g. interview #1) and these two sets (e.g. interviews 

#1 and #2) are compared to the third, and so on. 

The first step in the formal data analysis was open coding. Through this 

process, the interviews were examined and compared to one another. At the end 

of each interview, the open codes were reorganized in a manner which appeared 



to be reflective of the stories that were being told. This coding process led to the 

identification of different concepts in the data that were then categorized. These 

categories were then related to one another through the process of axial coding, 

in which the data was rearranged into a new structure that focused on 

interconnections between categories. Following axial coding, core categories 

were established in the process of selective coding. Essentially, selective coding 

is the same as axial coding, but occurs at a more abstract level involving the 

categories rather than the raw data. The story-line of the interviews is explicated 

and is then conceptualized as the central theory. A n example of this process is 

given in Appendix F. Hypotheses were then generated to explain the 

relationships between the core categories and the central theory. Finally, any 

gaps in the categories were filled in with remaining data from the interviews. 

The final theory was generated by the participants and clarified by myself 

in a process of axial coding. It might be argued, then, that the theory does not 

belong to the participants, nor does it not speak to their experiences. However, 

in conducting this kind of research, there must be room for what Strauss and 

Corbin referred to as creativity and what Mishler described as interpretation: 

Answers can be understood, or at least interpreted, by the 

investigator, only by reintroducing the contexts through a variety 

of presuppositions and assumptions, and this is usually done 

implicitly and in an ad hoc fashion (1986. pp. 23-24). 

The reintroduction of concepts appears to mirror, in many ways, the constant 

comparison method suggested by Strauss and Corbin (1992, 1994). The data 



were evaluated constantly during the analysis process, during which provisional 

themes were arrived at, evaluated, retained, or rejected. The final theory, then, 

can be seen as being based on the data, which in turn was co-constructed through 

the interaction of interviewer and interviewee. The following discussion wi l l 

outline in detail the processes involved in open and axial coding, leading to a 

full description of the theory in the following chapter. 

Open Coding 

In open coding, the raw data is broken down into smaller components and 

then analyzed in a broad manner, allowing for maximum flexibility in devising 

axial codes (described later). In this study, open codes were devised by 

reviewing the audio cassettes, the transcripts, and the field notes taken following 

each interview. While reviewing the cassette recordings, notes were made on 

the transcripts themselves about general issues and ideas which seemed to be 

emerging, both from the responses of the participants and from my own 

questions and responses to participant verbalizations. This process was 

enhanced by the use of the field notes taken at the end of each interview which 

described my general thoughts and impressions and potential connections I made 

during and immediately following each interview. Each interview was coded in 

this manner, with potential themes being identified for each interview. Selected 

themes are presented in Appendix G, which also reflects the development of 

saturation of the data, which had occurred by the last three interviews (Interview 

#'sl4-16). 



Certain issues identified at the end of one interview might have been 

revised following interpretation of the next interview (or following a succession 

of interviews). This revised interpretation does not mean that aspects of the 

participant's stories were overlooked or disregarded; rather, the expression of the 

theme itself changed, not the underlying information. The general motive in this 

kind of coding is to find the best fit between the data and the themes being 

arrived at in an inductive manner. In vivo codes, or phrases used by the 

participants themselves which appeared to be particularly apt or descriptive of 

their stories, were used in illustrating the underlying themes of the interviews. 

The in vivo codes were central to open coding, which continued 

throughout the interviewing process. As each interview was completed, field 

notes were recorded, identifying alternative themes and possibilities, and 

eventually, the open codes were linked together in a meaningful manner. This 

process was carried out through axial coding. 

Ax ia l Coding 

In axial coding, the open codes are connected at a more abstract, 

conceptual level. The interrelationships between the open codes and in vivo 

codes are clarified and the presence of an overarching theory starts to become 

apparent. In the current study, the in vivo codes discovered through the process 

of open coding were linked together in a rudimentary form of the final 

overarching theory, which was eventually described as "Cancer and Identity 

Processing." 



While description of experience is important, it is also vital that the final 

theory wi l l not only be descriptive but also "fit" into the participant's 

conceptualizations of their experiences. Mishler (1986) writes that "researchers, 

on their part, have to be attentive to the fit between their interpretations and their 

subject's understanding, which serves as a validity check on their findings" (p. 

125). Mishler's use of the quantitative term "validity" here refers to the 

relationship between the interpretations made by the researcher and the 

perceptions of the participants. 

Selective Coding 

The theory must remain grounded in the initial stories, or data, provided 

by the participants. Misinterpretations of stories occur when the interpreter 

takes liberties with the story. "Fix ing" a story to make it more interesting or 

appealing to a certain demographic suggests writing for an audience, as opposed 

to writing about a story. A s the interpreter of the stories told to me, I have 

endeavored to remain as faithful as possible to the stories to ensure that in any 

interpretation, there is a relationship directly back to the data provided to me by 

the participants. The path from raw data to open code, axial code, and selective 

code, can ultimately traced back to the raw data (an example of this process can 

be found in Appendix F). 

The function of the researcher in this kind of research is, to some extent, to 

make the connections acceptable to an intended audience. For this dissertation, 

the obvious audience would be academics. However, I would propose that 

ultimately, there should (indeed, must) be a larger audience which would include 



health care professionals, psychologists, social workers, paraprofessionals who 

work in oncology, family members, and particularly, young men who have 

testicular cancer. The Identity Processing theory, then, is used not only as a 

device to frame the stories told by the participants, but also as a communication 

device, a vehicle of delivery that is understandable to a larger population. 

Establishing Trustworthiness 

The issue of trustworthiness of the data was addressed at various points 

throughout the study. Trustworthiness can be seen as an qualitative equivalent 

to the quantitative concept of validity — essentially, is the theory true to the data 

from which it was derived? Altheide and Johnston (1994) noted that interpretive 

validity depends on " . . .interpretive communities or the audience — who may be 

other than the researchers and academics - and the goals of the research." (p. 

488). While the primary audience for this research may be academics and 

practitioners of psychological and medical services, the issue of the 

trustworthiness of the stories lies primarily in the domain of the participants 

themselves, whose stories have been analyzed by someone other than 

themselves. Therefore, establishing trustworthiness starts with verifying the 

theory with the interviews themselves. As the theory was developed, new ideas 

were constantly checked against information from the interviews to ensure that 

the theory would remain grounded in the data. Additionally, the participant's 

oncologist viewed the analysis as "...applicable..." for the young men he treated 

in his practice (personal communication, January, 2000). 



At the end of the semi-structured interview, the participants (from # 8 

onward) were asked to make comment on the emerging theory as it related to 

their experiences and the process through which they went with testicular cancer. 

Additionally, they were asked to comment on any aspect of the emerging theory 

that did not appear to hold true for their experiences. Any discrepancies between 

their experiences and the theory were then discussed with each participant. 

Finally, their comments were integrated into the theory, resulting in a final, 

cohesive theory that appeared to hold true for all of the participants in the study. 

They were not, however, presented with the emerging data analysis until after 

their interview to prevent any possible contamination of their stories. 



C H A P T E R F O U R 

T H E O R Y : C A N C E R A N D I D E N T I T Y P R O C E S S I N G 

This chapter wi l l describe the theory, grounded in the stories the men 

shared throughout their interviews. The main category for the overarching 

theory has been identified as "Cancer and Identity Processing," referring to the 

impact that cancer has upon the ongoing process of identity development of 

young men. This theory is a process-oriented analysis of the experiences 

described by the participants, framed using concepts rooted in existential 

psychology. It describes the specific meaning of the word "identity" for the 

purposes of this analysis, along with an overall description of the theory itself. 

The chapters that follow wi l l provide a more detailed analysis of each axial code 

(entitled Self Before Cancer, Identity Interruption, and Resumption of Process). 

Description of Identity 

In describing any grounded theory study, a clear statement regarding the 

specific nature of the theory must be provided to ensure a clear understanding, 

not only of the overall theory, but also of the specific terminology used 

throughout. In the following description of the theory, terms such as "identity" 

wi l l be used frequently. I wi l l attempt to define such terms in reference to the 

current study as clearly as possible. 

For the purpose of this analysis, the theory of identity development 

proposed by James Marcia wi l l be used to describe the term "identity." Marcia's 

theory has been selected primarily because of its "fit" with the experiences of the 

participants and also because previous research, including Edwards, 



DiClemente, and Samuels (1985), has found that the experience of cancer, 

specifically testicular cancer, can result in what Erickson and Marcia described 

as an identity crisis. Marcia (1980) defined identity as an internal set of drives, 

abilities, beliefs, and organization of individual history that are constructed by 

the individual through his experience in the social world. In other words, 

individuals construct their identity from what they have experienced thus far in 

their lives, along with their perceptions of their physical and mental abilities, and 

their desires and motivations to develop further. Marcia devised his theory of 

identity around Eric Erickson's (1959) fifth developmental stage, that of Identity 

Achievement vs. Identity Confusion, which generally is considered to occur 

through adolescence and young adulthood. Erikson considered the process of 

identity development at this stage to be the bridge between childhood stages of 

parental control and the later stages, in which people tend to identify themselves 

as independent entities within certain social roles. During this stage, young 

adults examine their simultaneous roles both as independent individuals and as 

interdependent members of society. The roles of their parents and of society are 

also critically examined, ultimately resulting in conflicts surrounding the 

individual's role within numerous systems, including family and society, that the 

youth must resolve. 

While identity development is often considered the primary focus of 

adolescence (Adams, Ryan, Hoffman, Dobson, & Nielson, 1985), it does not 

have a distinct starting point or point of resolution. Rather, it is generally 

considered that individuals continue to develop their identity throughout their 



life span (Marcia, 1988). Consistent with Erikson's theory that psychosocial 

developmental stages build on one another, it has also been noted that the more 

successful individuals are in resolving their identity issues, the more flexible 

they wi l l be when they are faced with new crises in the future (Marcia, 1980). 

Marcia proposed that, unlike Erikson's dichotomous classification of either 

identity achievement or identity confusion, there are a number of styles, or 

"statuses," that individuals use within this stage (these statuses are discussed in 

the Literature Review chapter of this document). Individuals rarely resolve their 

identity issues and move on without having additional questions about their 

identity arise because of some crisis. For example, a person might, to use 

Marcia's terminology, have "achieved" his/her identity, only to have it altered by 

illness or other personal crises. Thus, individuals can face an identity crisis at 

any stage of life, regardless of whether they have successfully moved beyond the 

Ericson's stage of Identity Achievement. 

Marcia's theory makes two basic suppositions in classifying people into 

the various identity statuses, both of which are derived from Erikson's original 

theory. The first is that individuals must undergo some sort of conflict in order 

for a clear status to emerge. This crisis need not be catastrophic, but it must 

involve a central decision that wi l l have implications for them in the future. The 

second criterion for defining identity status is commitment to the decision made 

during the crisis. How the crisis and commitment are met decides an 

individual's identity status. 



These crisis and commitment characteristics are based on a number of 

social and personal variables. Among these are interpersonal and personal 

beliefs, such as political ideology, religious convictions, sex role issues, 

vocational aspirations and the like. The broader conceptualization of identity 

depends upon the extent to which the individual examines these beliefs and the 

level of commitment they make to each. Exploration and commitment, then, are 

the central tenets of Marcia's theory. 

Marcia's theory has particular relevance for young men who have 

testicular cancer in its approach to conflict and crisis. Testicular cancer was 

viewed by the participants as a crisis event which significantly altered their 

expectations both of who they had been and who they would become. However, 

Marcia's conceptualization of specific "Identity Statuses" does not appear to be 

flexible enough to encapsulate the experiences of the participants. They moved 

between statuses with such fluidity that they could not, in general, be classified 

as being in one status or another. Marcia (1989) proposed that while individuals 

could be at different levels of different statuses, they could ultimately be defined 

by one status. For example, a person who might have made a commitment to a 

religious belief based on parental expectations, yet at the same time explores and 

commits to a career very much removed from parental and societal expectations, 

is at the same time both Foreclosed and Achieved. However, this reduction of 

the individual into easily compartmentalized identity statuses does not appear to 

address the complexity of the individual. Thus, Marcia's definition of identity. 
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which borrows from Erickson, wi l l be used as the definition of identity for this 

analysis, but his theory of identity statuses wi l l not be used. 

Existential Psychology and Testicular Cancer 

In developing the theory proposed in this and following chapters, various 

concepts from existential psychology wi l l be employed as a means of 

conceptualizing how and why identity changes occur in young men with 

testicular cancer. Revenson, Wollman, and Felton (1983) have suggested that 

cancer is frequently approached as an "existential plight'" which necessitates 

significant alterations in how individuals approach their lives. The theory 

proposed here suggests that while testicular cancer acts as an agent that causes 

disruption in identity development, it does so because of the existential crisis 

that is experienced by the individual. The participants related their stories of 

illness, and in these stories it became clear that they tended to view the disease 

as a threat to their concept of self. The threat presented by the cancer diagnosis 

led them to attempt to make meaning of their experiences in terms of who they 

were and of their functions in relation to family members, friends, employers, 

and health care professionals. This search for self-definition and, more 

generally, for meaning, is central to existential psychology. 

Victor Frankl's (1992) writings on the psychological search for meaning 

suggest that the ideal state of being exists more in time than it does in space. 

There is really no final ideal state; rather, there is a search for meaning which 

can be an ideal state in and of itself. The sense of meaning derived from the 

search is itself inherently rewarding to the individual. However, there is a 



difficulty here in that a search for meaning that is unsuccessful or frustrating to 

the individual can lead to psychological distress. Frankl (1992) suggests that the 

search for meaning is made more worthwhile i f the individual creates a 

meaningful work, or encounters someone or something to which they can attach 

a certain significance. More directly relevant to the work with young men with 

testicular cancer is the attitude taken toward unavoidable suffering. There is an 

increase in the potential for developing existential anxiety should the individual 

experience difficulties in making meaning of the suffering associated with 

cancer. 

May and Yalom (1989) note that many personal problems arise from 

experiences with boundary situations, such as testicular cancer and the ensuing 

experiences, in which the individual encounters a situation that threatens his 

current sense of identity. These boundary situations include significant life 

changes, such as the death of a significant person in the individual's life, a move 

to a new location, a new job, or, of particular interest to this discussion, the 

diagnosis, treatment, and aftermath of cancer. The diagnosis of testicular cancer 

can threaten the young man's identity to different degrees, partially depending 

on how he perceives the diagnosis. He is forced to re-examine his existence in 

terms of the new information and emotions being experienced. His previous 

experience has prepared him to some extent for these situations, but, since he is 

a temporal being, past experience must necessarily be limited in dealing with the 

expectations of the future. The experience upon which he draws to deal with the 



illness is a construct of the present and, as such, is restructured to meet the 

demands of the situation. 

Process of the Theory 

The participants in this study described their experiences with cancer in a 

temporal-linear manner. Overall, the structure of their interviews started with a 

brief introduction of themselves, primarily in relation to their jobs, followed by a 

event-by-event "listing"" of their experiences with cancer, which were essentially 

descriptions of medical procedures and treatments. Interspersed through their 

stories were descriptions of their emotional reactions to their illness, along with 

the reactions of those around them. Central to all of their stories was a sense of 

interruption of identity. Prior to their illness, they felt that they were developing 

a strong sense of who they were as individuals, and where they were going in 

terms of family, career, education, and so on. The presence of cancer interrupted 

this developmental process and, with it, their sense of a stable identity. 

Following treatment, the participants went about restoring their identity in 

much the same way an individual may attempt to pick up a conversation after 

being interrupted. The conversants may continue to talk about the same content, 

but their pattern of conversation may be qualitatively altered in a continuing way 

and it may take some time before it is restored to what it had been before the 

interruption. Following their experiences with illness, the participants continued 

in their jobs and with their relationships with their families, but the manner in 

which they processed their experiences had changed considerably. 



The theory identifies how the identity process was altered by examining 

the way the participants saw themselves before their illness and comparing their 

sense of pre-illness identity to their sense of who they were after their diagnosis 

and after their treatments, and to their expectations for the future. The theory 

proposes that the experiences the participants had with cancer essentially 

"interrupted" their identity development process. To a lesser extent, their 

experiences also transformed their identity development process, although the 

participants generally resumed their pre-illness processes in defining themselves, 

reflecting a process of interruption more than transformation. 

In the following discussion, the theory is presented in a temporal-linear 

fashion, paralleling the descriptions of their experiences given by the 

participants. The various components of the theory interact in such a way that 

what at first may appear to be a sequential framework becomes a complex and 

comprehensive theory describing how young men with testicular cancer process 

their experiences with their illness. The first part of the discussion, Self Before 

Cancer, focuses on the participant's descriptions of their lives before cancer. 

This is followed by a discussion of the process of Identity Interruption, which 

extends through the period in which the cancer is identified and treated. Finally, 

the return to wellness and engaging in a new exploration of identity following 

the Interruption is discussed as a Resumption of Process. 



C A N C E R A N D I D E N T I T Y P R O C E S S I N G 

let •<!? *m <a 

I S E L F B E F O R E C A N C E R 

•Personal Identity 
|« Functional sell- I 

description 

The Body 

[• Health 

behaviors 
Ignoring 
symptoms 

• Communicating 
physical 
dysfunction 

JThe Social Role 
• Alteration of 

roles 

1 

I -4 

I 

I * 

i 

I 

i 

l 

I 

£ 

I 

S3 

I 

1 

I 

I 

1 

' IDENTITY I N T E R R U P T I O N 

Personal Identity 

• Uncertainty 
• Anger 
• Fear 
• Knowledge 

I d e n t i f i c a t i o n and 

D i a g n o s i s 

The Body 
• Surgery 
• Chemotherapy 
• Death Anxiety 

The Social Role 
• Family 

Relationships 
• Relationships with 

Intimate Partners 
• Relationships with 

Employers/Co-
Workers/Educators 

• Relationships with 
Friends 

• Relationships in 
the Medical Setting 

l 

I 

S 

I 

l 

i 

8 

R E S U M P T I O N 

Personal Identity 
• Resuming 

Identity at Work 
• Resuming 

Identity at Home 
• Prevention and 

Education 

The Body 
• Sexuality and 

Body Image 

The Future 

• Hope 
• Marital Issues/ 

Family Planning 



81 

For each axial category (Self Before Cancer, Identity Interruption, and 

Resumption of Process), open codes are identified and discussed. Two of these, 

Personal Identity and The Body, are discussed within each axial category, with 

additional open codes identified for the latter two categories (see figure 1). Core 

issues are identified for many of the open codes. These core issues are described 

as the most salient concerns within the various open codes. 

Description of the Participants 

It is important to the understanding of the chapters which follow that the 

reader be familiar with the individuals who shared their stories. While some 

were more forthcoming with personal information than others, it is necessary to 

identify these young men first and foremost as individuals. I therefore present 

each participant on an individual basis, referring to each by a pseudonym. The 

participants were selected on the basis of their age and diagnosis (between the 

ages of 18 and 35, diagnosed with testicular cancer) and for their willingness to 

be interviewed. 

The information regarding each participant described below was selected 

based on the information they shared during the interview. For each participant, 

where possible, age, time since diagnosis, marital status, and career are noted. 

Where possible, the description may include a brief summary of some of the 

memo notes taken regarding each interview. 

Al lan 

Al lan , a thirty-four year old plumber who lived in a small town in 

Southern Alberta, was diagnosed with testicular cancer at the age of thirty-two. 



He was married and had one child, a daughter, who was seven months old when 

he was diagnosed. The interview with Al lan was conducted in the cafeteria at 

the Tom Baker Cancer Centre following his tri-monthly check-up. Al lan 

stopped the interview at one point to chat with a nurse who had worked with him 

while he was undergoing chemotherapy. He noted that nurses were " . . .a 

godsend...'' because of their caring nature and the frequent contact he had with 

them, much more so than with doctors. 

Brad 

Brad, a single thirty-four year old auto parts salesman and classic car 

aficionado from Calgary, was diagnosed with testicular cancer approximately 

eighteen months prior to the interview. Brad lived on his own and noted that the 

experience he had with cancer was " . . .no big deal.. ." due to the swiftness of the 

treatment and the few limitations the illness had imposed on his daily 

functioning. This interview was conducted at Brad's house. 

Chuck 

Chuck was diagnosed with testicular cancer when he was in grade twelve. 

At the time of the interview, he was nineteen and entering his second year at 

university, where this interview took place. Chuck was living at home with his 

parents and found their support throughout his diagnosis and treatment to be 

invaluable. Chuck used a considerable number of sport metaphors in describing 

his experiences, particularly when describing relationships with his supporters. 

Dave 

Dave, a thirty-five year old construction worker, was interviewed at his 



home with his wife and two children present. Some of Dave's interview was 

unintelligible on the audio recording, although detailed field notes were taken 

and most of the interview was accessible on the cassette. Dave also mentioned 

the important role of family in his successful treatment, suggesting that his 

illness would have been "'brutal" without the support of his wife. He also noted 

that his children were very young when he was diagnosed, and keeping them 

informed without frightening them was somewhat problematic. 

Ed 

A thirty-three year old electrician, Ed was experiencing a marital crisis at 

the time of the interview. While he chose to continue with the interview, it soon 

became apparent that he was becoming quite emotionally distraught and the 

interview was discontinued as it was deemed inappropriate to continue. He was 

asked i f he would like any assistance for dealing with his difficulties, he 

indicated that he was okay and had someone with whom he could talk. Ed's 

interview, however, was included in the final data analysis despite the fact that it 

was incomplete. Only those areas addressed in the interview, specifically the 

diagnostic and treatment history of his cancer, were included in the open and 

axial coding procedures. 

Fred 

Fred was a thirty-two year old systems analyst working with a large firm in 

Calgary. At the time of the interview, Fred had been married for ten years and 

had a two-year old daughter. He and his wife were expecting a second child in 

four months. Fred's interview was unique in that he was the only participant 



who had another major health concern apart from the cancer. He had been living 

with Crohn's Disease for approximately twenty years and as a result, was the 

only participant to be quite familiar with the health care system prior to the 

diagnosis with testicular cancer. As indicated in his interview, this familiarity 

with hospitals and health care providers was useful, although the cancer itself 

was still a very unique health-care experience. 

Gerry 

Gerry was diagnosed with testicular cancer only eight months prior to his 

interview. Prior to his diagnosis, he operated his own company in rural Alberta. 

At the age of twenty-six, he was forced to the sidelines of his own business, 

which he contracted out while he was being treated. Perhaps the most poignant 

disclosure made during this interview was Gerry's comments regarding his 

friends' reactions to his illness. He found that many of his friends stopped 

visiting him and, in some cases, even ridiculed his condition. 

Hal 

Hal was diagnosed when he was in grade eleven, at the age of sixteen. At 

the time of the interview, Hal, now twenty-one years old, was working as a test 

engineer for a large communications firm in Calgary. He lived by himself at the 

time of the interview, and recalled the value of support he received from his 

school, both teachers and students, and from his family when he was going 

through his treatment. 

Irwin 

Irwin was twenty-eight years old and studying at the graduate level at the 



time of his interview. He had a wide variety of previous jobs and educational 

paths before settling on graduate training. Irwin was diagnosed and treated for 

testicular cancer approximately four years before his interview. Irwin's 

interview, which occurred following a bi-yearly check-up at the cancer centre, 

focused primarily on a very linear description of his illness trajectory, with his 

attitude appearing quite positive and hopeful for a healthy future. 

John 

John, a thirty-one year old sales manager from Calgary diagnosed with 

testicular cancer, was seven years post-diagnosis at the time of his interview, 

which occurred following his bi-annual check-up at the cancer centre. John 

lived with his wife and their daughter, who was conceived through in vitro 

fertilization. John had banked some sperm immediately following his initial 

diagnosis and was the only participant to have a child using in vitro technology. 

John's interview revolved around the value of the support of others and the 

discovery of personal strength through the negative experiences he had during 

the diagnosis and treatment of his illness. 

Kevin 

Kevin, a twenty-six year old information technologies worker, was also 

interviewed following a check-up at the cancer centre. He was diagnosed with 

testicular cancer approximately two years prior to his interview and had 

completed his treatments, including two surgeries, approximately ten months 

before the interview took place. Kevin lived by himself, although he had lived 

with his parents throughout his treatments. Kevin noted some difficulties 



associated with his initial diagnoses, along with the speed of events related to 

treatment which followed. He also spent some time discussing the nature of 

being a single, dating, heterosexual male with one testicle. 

Larry 

Larry had completed his final round of chemotherapy approximately 

eleven months prior to the interview. He was thirty-three at the time of the 

interview and worked as a systems analyst for a medium-sized firm in Calgary. 

Larry lived by himself, although he too noted the importance of receiving 

assistance from others, in his case, from his parents and his friends. Larry made 

an interesting comment toward the end of his interview when he stated that he 

would be interested in seeing more public education related to information about 

testicular cancer, along the lines of what has occurred over the past decade in 

relation to breast cancer in women. While other participants noted that they 

would like to have had more information prior to being diagnosed, Larry was 

one of the few to note that he would still be interested in seeing more public 

awareness of this type of cancer. 

M e l 

Thirty-four year old Me l was interviewed at the cancer centre while 

awaiting C A T scan results. Mel ' s wife also sat in during the interview and 

supplemented his story with comments related to her experiences as a partner of a 

young man with cancer. Mel and his wife had moved to Canada from Bosnia 

following the uprising in the former Yugoslavia. A year after they moved to 

Calgary, Mel was diagnosed with testicular cancer. Me l and his wife were still in 



the early stages of developing a social network and ultimately depended upon 

each other a great deal during Mel 's treatment. Mel frequently commented on the 

necessity of being persistent in seeking out information related to testicular cancer 

and was one of the most proactive participants in terms of his medical care. 

Norm 

Norm, a twenty-six year old painter from Calgary, was diagnosed just eight 

months prior to his interview. Norm was very succinct in his interview, which 

was one of the shortest interviews conducted. He responded minimally to 

prompts, although his responses did indicate that he was generally "not that upset 

about it [the cancer]." 

Owen 

Owen, a single, thirty-one year old accountant, was diagnosed with 

testicular cancer in 1995. At the time of his initial diagnosis and chemotherapy, 

Owen found that access to information was most important. However, his 

perception at the time of the interview was that testicular cancer was "'...the 'small 

c"" and had minimal impact on his current functioning. 

Pete 

Twenty-eight year old Pete was one of the more verbal of the participants. 

He was a software tester and had been diagnosed with testicular cancer shortly 

after he finished his training, which included an Arts degree along with 

completion of certificate programs at local vocational colleges. Generally, Pete's 

interview focused on his reassessment of his priorities following his diagnosis. 

He was of the opinion that the high value he had previously placed on success at 



work had been replaced by a higher priority on spending time with family and 

friends. 

Additional Participants 

Two additional interviews with men who were older than the age limit the 

research proposal required were conducted early in the research process. These 

participants were interviewed despite their age, to obtain their perspectives on the 

processes involved with testicular cancer survival and identity. Their comments 

were valuable in framing certain ideas for future research, which are described 

later. It is important to note that since these interviews were not included in the 

formal data analysis, as they did not fall within the research protocols. 

Albert 

Albert was one of the first participants interviewed. His interview was, to 

some extent, accidental in that I was unaware of his age until I actually arrived at 

his house to conduct the interview. We had arranged the interview by trading 

voice-mails. Albert was forty-five years old, married, with three children, aged 

twenty-one, thirteen, and eight. He worked as a supervisor for a major 

transportation company in Calgary, although he and his family had moved around 

the country considerably over the past fifteen years. Albert was diagnosed with 

testicular cancer at the age of forty and had experienced no relapses in the 

following five years. This interview centered primarily on Albert's reassessment 

of his personal life following his treatment, especially in reference to his family, 

and in particular his two younger children. 



Barn. 

Barry, a forty-eight year old electrician, was diagnosed with testicular 

cancer approximately five years prior to his interview. Barry was also married 

and had four children (a teenage son and daughter, and a pair of pre-teen twins). 

Barry's interview was conducted at his residence and his general theme 

throughout the interview was the importance of support from his physician and 

his personal effort to refocus his energy on his family following his treatment. 

Presentation of Chapters 

In the following chapters, each of the three axial categories (Self Before 

Cancer, Identity Interruption, and Resumption of Process) wi l l be presented 

individually. In Chapter Five, Self Before Cancer wi l l be examined, with a 

focus on the participant's Personal Identity and on The Body, in which health 

behaviors prior to diagnosis wi l l be explored. The Social Roles in which the 

participants were engaged wi l l also be discussed. Chapter Six presents the axial 

code described as Identity Interruption, in which concepts of Personal Identity 

and The Body wi l l again be examined, along with additional focus on the Social 

Role of the participants. In Chapter Seven, the processes related to the post-

illness experiences of the participants wi l l be examined, again focusing on 

Personal Identity and The Body. Additional focus in this chapter wi l l be on the 

processes through which the participants looked to the Future. 



C H A P T E R FIVE 

S E L F B E F O R E C A N C E R 

Before their experiences with cancer, the lives of the participants were a 

time of building — becoming educated, learning a trade or vocation, and building 

interpersonal relationships. It was also a time, for most, of health. In general, 

the participants described themselves and their lives before they were diagnosed 

as healthy and productive. With the exception of one participant, who had 

Crohn's Disease, the participants stated that they were very healthy and had 

spent little or no time in hospitals for illnesses. Additionally, most of them 

indicated that they had been quite active, both in personal and professional 

pursuits. In the following discussion, the pre-cancer experiences of the 

participant's lives wi l l be described in reference to their personal identity and 

their reflections on their bodies. 

Self Before Cancer - Personal Identity. 

When they were asked the very first question in the semi-structured 

interview ("Tell me a bit about yourself and your experiences with testicular 

cancer"), all of the participants stated their career or vocational status. Some 

also included their age in their introductory statements. In terms of identity, 

their thoughts about who they were, the participants appeared to consider 

themselves to be primarily functional, particularly at work (as Norm put it, "I 'm 

a painter. I have a girlfriend and that's about it"). In this statement. Norm 

places himself in functional roles (the working "painter" and the heterosexual 



"boyfriend"). This role places the young man essentially as an instrument of 

action. He is, in basic terms, an entity that "does" something. 

The role of functionality was important for all of the participants. 

Given social and cultural expectations of young men, this is not surprising. 

The identity of young men has traditionally been viewed as incorporating 

physical health, strength, and functionality. As Radley (1991) writes: 

The acceptable image of the male body is one in which it 

is either gearing into a tool for the cause of work, sleeves 

rolled up or shirt taken off, or else standing its ground in 

the face of attack (p. 173). 

This statement is consistent with literature which suggests that men tend to 

identify themselves primarily in a functional role (Doyle, 1989). Messner (1989) 

describes this phenomenon as follows: "Men, especially in young adulthood, 

usually define themselves primarily in terms of their position in the public world 

of work" (p. 372). For the participants, the functionality of the body and 

therefore of their principal self-definition, was endangered while they were i l l . 

The issue of functional identity, then, becomes critical. How can they identify 

themselves i f not as being functional? How can they express their emotions 

under these circumstances? 

Certainly, none of the participants described themselves as being cancer 

survivors, possibly indicating that their experiences with cancer had not become 

part of their self-definition. Statements such as "I work as a partsman," "I 'm a 

second year Master's student," "I go to U of C [and am in my] second year 
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majoring in [name of major]," "I work in the information systems industry as 

support and development...," and so on are indicative of how these young men 

primarily saw themselves. Cancer, i f it was mentioned at all in response to the 

broad opening question, was talked about as being much less important than 

what they did in their jobs. 

The fact that they did not self-identify as cancer survivors may have been 

related to the interview situation, as they all knew that I was speaking to them as 

an individual exploring the experiences of young men with testicular cancer. 

Perhaps they thought it was redundant to state their health status. However, by 

identifying themselves through work before anything else, they exemplified the 

traditional view of the male as being functional first. Testicular cancer, and 

illness in general, is a challenge to functionality and, thus, to manhood. The 

participants, by identifying themselves through work, were also implicitly stating 

that they continued to be functional in society. 

Work was also identified as being related to the presence of cancer. Pete, 

for example, when asked about factors he thought may have been related to the 

development of his cancer, replied: 

It was kind of funny because you know, it [work] was all 

stressful and so I started thinking 'I've got to start 

thinking of a way to get out of this job" because it was 

just, y'know, too much. And that was the time I found 

out that I had the cancer. 



Interestingly, Pete's description of the negative effects of his work contains a 

paradox, as, earlier in his interview, he describes his work as being "rewarding" 

and very important to him. Yet, after his diagnosis, he became much more 

aware of the negative effects the stress of his job had been having upon his body. 

The potential conflict between these two powerful components of his identity -

work and health - did not become clear to Pete until after the crisis of cancer 

occurred. 

Pete's awareness of his health and of the effects that stress can have on the 

body were crystallized in his cancer experience. He saw a direct relationship 

between stress and cancer. Many other participants also noted this relationship, 

although they tended not to think of it in terms of cause and effect. Rather, they 

identified stress as a possible contributing factor in their illness. 

Self Before Cancer - The Body 

Most of the participants described their pre-diagnosis bodies, along with 

their diets and activities, as being quite healthy. Only two indicated that they 

had lived a rather sedentary lifestyle. In their inventory of their lives before the 

cancer, the participants saw themselves as doing all the right things. Their pre-

diagnosis assessment of their bodies indicated a sense of health and physical 

well-being. 

Prior to the diagnosis, the participants viewed their bodies as bastions of 

health which had always fended off illness in a most effective manner. It was 

taken for granted that the body would continue to function as it always had, with 

perhaps minor disruptions such as headaches, strained muscles, or fatigue. A n 



unfortunate consequence of their feelings of invulnerability was a delay in initial 

diagnosis, which, in the case of testicular cancer, can be a crucial factor in 

effective treatment. Schover and von Eschenbach (1984) found that the men in 

their sample of 121 couples also delayed getting medical assistance, possibly 

because of the "'macho" male image that focuses on strength and individuality, 

which stands in contrast to asking others for help. Liss-Levinson (1982) 

explains this contrast in terms of stereotypes. The sex-role stereotype of the 

male focuses on practical decision making, with emotionality and vulnerability 

being essentially the antithesis of the masculine stereotype. 

For the participants, seeking medical assistance may have implied that 

something was wrong with their bodies and, by extension, suggested that they 

were vulnerable. These conflicting messages, consisting of the male sex-role 

stereotype on one hand and the presence of vulnerability on the other, had to be 

weighed by the participants as they made decisions about seeking medical 

assistance. 

The amount of attention the participants paid to their bodies was reflected 

in their general lack of knowledge about testicular cancer. None of the 

participants were aware of the practice of testicular self-examination, which is 

not surprising since a number of studies have indicated that young men typically 

do not know that the procedure even exists (Brubaker & Fowler, 1990; 

Cummings. Lampone, Mettlin, & Pontes, 1983; Ganong & Markovitz, 1987; 

Marty & McDermott, 1986; Neef. Scutchfield, Elder, & Bender, 1991; Vaz, 



Best, Davis, & Kaiser, 1989). Only one participant, Owen, recalled hearing 

about the disease before the diagnosis was made: 

I had a feeling that it was cancer because I had read a lot 

that testicular cancer is common around that age and that 

the rates have been increasing, and I don't know, I just 

had a feeling it was. So I was almost prepared. 

I asked Owen where he had done this reading: 

Wel l , maybe it wasn't reading, it was just exposure by the 

media or watching...ahh, I remember. One time on "St. 

Elsewhere," I used to watch "St. Elsewhere," they had a 

case on there and the guy had testicular cancer and they 

were saying that it was fairly common. It's the most 

common cancer. So I had a feeling it might be something 

like that. M y fears were confirmed. 

The knowledge that Owen had about testicular cancer prior to his own diagnosis, 

however, did not prompt him to have the lump on his testicle examined as soon 

as he had noticed its presence. 

The premorbid health of the participants served as a double-edged sword 

in terms of their diagnosis and treatment. They were quite healthy and had no 

reason to concern themselves with visits to physicians or to attend to their 

bodies, beyond various levels of exercise and healthy diet. A s a result, they had 

no experience in the health care domain. Brad's description of his pre-cancer 

experiences with physicians was quite typical of the participants: 



I think my only previous times I'd been in to see a doctor 

before then was, I have a class 4 license because for a 

while I actually drove cab, drove cab in the evenings kind 

of thing so, the only time I would go to see a doctor was 

to renew my driver's license. That's a quick, shoot 

through kind of physical, you know, do the eye chart 

thing and say "Okay you can see" and "See ya." Yeah, 

aside from that I hadn't been in for anything to even see a 

doctor oh in, it's probably been about fifteen years. 

M e l , a new Canadian from Eastern Europe, echoed Brad's description of 

experiences with medical professionals before being diagnosed: "I don't visit 

them. For thirty-four years, I never be sick to see doctors. Some, maybe for 

something like when I get the flu or something like that, but that's it." 

Only two of the participants sought out medical assistance as soon as they 

realized that there was something wrong with their bodies. This pattern is 

consistent with the expectations in Western culture that men, particularly young 

men, should deal with problems on their own. The individualist expectations of 

young men are perhaps most clearly expressed in how men can exhibit 

emotionality. For instance, male identity has been described as being governed 

by a complex but implicit set of "rules" (Pasick, Gordon, & Meth, 1990). These 

rules suggest that men in contemporary Western society have limited avenues 

for expressing emotion in a manner which would be considered to be 

appropriate. For instance, it may be acceptable for a man to express certain 



emotions to a woman, but it is considerably less acceptable to express emotions 

to fellow male co-workers. How, then, do young men communicate to others 

that they may be ill? 

Illness implies weakness and is certainly a threat to the integrity of the 

young man's body. For instance, Larry chose not to visit a doctor because he 

was hopeful that the problem would not have to be dealt with: 

It's difficult because I didn't really tell them [family, 

physicians] that I was in pain or anything like that. I was 

hoping it would go away and it didn't. So it was more or 

less just "Everything's fine." 

Many participants stated that they thought that the lump, swelling, or pain in 

their testicles, would "just go away." Their response, or lack thereof, to the pain 

and physical abnormality is reflected in Al lan Radley's (1991) statement that 

"One response to illness, whether chronic or acute, is to attempt to minimize it 

as far as possible by maximizing normal life" (p. 150). Even i f they experienced 

pain, they minimized the experience by saying, as Larry said, that "everything's 

fine." 

Even i f the swelling or pain concerned them, they did not seek out 

assistance immediately. Brad explained by saying "It's kind of like, 'Jeez,' 

y'know, 'What the hell's going on here?' I really should get to see a doctor. 

Well , later, later." The one exception to this was Fred, who had a co-

worker/friend who had been diagnosed with testicular cancer approximately a 

year-and-a-half prior to the onset of Fred's symptoms: 
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A friend of mine that I work with is the same age and he 

had testicular cancer and he had it approximately a year-

and-a-half prior to when mine was first diagnosed. Being 

a friend, of course, and all the guys at work were pretty 

aware after that. It was a bit of a shock to everyone and 

so everyone was watching themselves pretty closely. So 

soon as something came up, I was bang on, right into the 

doctor right away. 

Fred was one of only two participants to seek medical assistance as soon 

as he noticed symptoms. However, the remaining participants' perceptions were 

that health was generally forgotten until something goes wrong. Even when 

their bodies did start to present health-related problems, they waited until a crisis 

developed to investigate their health concerns. The move from a comfortable 

world in which they felt some sense of control to an unfamiliar venue (the health 

care environment) may also have been a factor in their decisions to wait for 

health problems to '"blow over." 

The only occasional exception to this decision was when participants felt 

pain associated with the swelling. The participants were more likely to associate 

pain with illness than they were swelling or a lump. This is not surprising, as the 

urgency of finding out what is wrong would increase as the problem became 

more limiting in terms of daily functioning. As Telles and Pollack (1981) noted, 

people wi l l not report illness unless they actually "feel" i l l . Again, the role of 

emotion in the illness experience becomes paramount, in that the young man 



must go against much of what he is told in society - to not complain, to be 

"strong and independent." Illness, then, is not only a physical experience of 

pain. It is also an emotional and cognitive process, as Radley (1991) has 

suggested, in which the response to illness is an interpretation of symptoms, not 

simply a response to symptoms. The participants believed that they might 

actually be i l l and responded to illness once they experienced pain. 

For the participants who experienced pain, the level of pain had an impact 

on their level of functionality. As they experienced more pain, it became more 

difficult to engage in certain activities. However, even those who experienced 

intermittent moderate pain did not promptly go to a physician. Irwin, for 

example, explained: 

Irwin: I think I got it cut out in Apr i l of 1994,1 can't 

remember exactly but the August before actually, I kind 

of noticed something wasn't right down there. Like it 

didn't hurt all the time but sometimes it did, a little 

discomfort like, you know when you're a kid, you know 

you kind of get kicked maybe down there, there's that 

initial pain and then there's that kind of not feeling right, 

kind of... 

Brent: Kind of a, almost a dull ache, almost. Not really 

pain but... 

Irwin: Yea, that kind of a flat stomach kind of feeling 

and I thought, "Oh no." Then most often, I brushed it off 
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and brushed it off and brushed it off and finally in March 

I just couldn't ignore it any more and I went to the doctor 

and then I went in for surgery the next week or 

something. 

The fact that his pain was not specific made Irwin less certain of his condition. 

Was he really sick, or was this just a minor annoyance? His uncertainty 

regarding his symptoms was an important factor in his living with the discomfort 

for almost nine months before he went to a physician. 

Self Before Cancer - The Social Role 

The participants were certainly involved in a wide range of interpersonal 

relationships before their diagnosis, yet these relationships were typically not 

discussed except in relation to their illness and the aftermath of their experiences 

with cancer. For instance, John stated that following his diagnosis, his 

relationship with his wife "'changed quite a bit," and then went on to detail how 

his wife had provided support while he was i l l . 

She was really great after I got sick, y'know. Like she was 

always there and she got time off work and everything. It was 

hard on her because I was always kinda the one who took care 

of things, so things changed a bit, but she was really good for 

me. 

He did not clarify, however, the nature of the "change" that he had indicated. 

Rather, he focused on how his wife was supportive after the diagnosis — no 

specific mention was made of the nature of support she had provided before he 



became i l l . Things "changed a bit," but no clarification is made as to the roles in 

which John and his wife had been engaged before the illness, outside of his 

comment that he was the one who "took care of things." 

While John and other participants no doubt received support from family 

and friends, support was not an issue they discussed in the interviews except in 

relation to the cancer experience. Thus, while they identified in functional roles, 

both in terms of work and social relationships, they limited their comments to 

how these roles changed following the diagnosis rather than on what the nature 

of these roles was before the diagnosis. 

The fact that participants were somewhat limited in their comments about 

their social lives before cancer reflects, in part, the structure of the interview 

process. When I would ask them to compare their lives following their 

diagnosis to their pre-cancer lives, the participants described specific changes, 

focusing on their lives after the diagnosis as opposed to what their lives had been 

like before. Therefore, comments on their ideas about self before cancer were 

made in reference to their lives following diagnosis. To a large extent, the 

concept of a pre-cancer self was described only as a counterpoint to life after the 

diagnosis. 

Summary 

In their lives before cancer, the participants generally saw themselves as 

healthy and functional. They contributed to society through their work. They 

perceived their bodies in much the same way they perceived their social role — 

functional first. The onset of symptoms were frequently ignored, typically being 



perceived as "no big deal." However, two significant factors were involved in 

the participants seeking medical assistance for their symptoms. The first of 

these was previous knowledge of testicular cancer, the second was the presence 

of pain. Each of these factors, once present, were involved in the participant's 

decisions to seek medical assistance. Upon seeking such assistance, they would 

begin what was described as the most challenging phase of their experiences 

with cancer - receiving the news and initiating treatment. 
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C H A P T E R SIX 

I D E N T I T Y I N T E R R U P T I O N 

Upon discovering the cancer diagnosis, the participant's •'normal" lives 

were essentially interrupted. They became more aware of their bodies and 

focused on consolidating their social environment as opposed to building on 

their career and social goals. They also had to re-conceptualize their sense of 

identity. Who they had been was not who they had become, and dealing with 

this change in perception of self was a central issue identified by the participants. 

Upon diagnosis, the participants, excluding one who had considerable 

experience with the medical realm prior to his testicular cancer diagnosis, found 

themselves in an unfamiliar venue (the health care system and, more specifically, 

the hospital), surrounded by unfamiliar people (medical professionals, other 

patients) engaged in unfamiliar behaviors (diagnostic tests, surgery, 

chemotherapy), all organized by unfamiliar rules (the organizational structures 

and protocols of treatment, the removal from familiar routine). Participants in 

Krause's (1991) study of new cancer patient's experiences with cancer described 

their immersion into these unfamiliar roles and situations as a "terrible shock." 

Certainly, the participants in this study were also faced with a shocking change 

in their roles and expectations. In situations such as these, people use both past 

experiences and future expectancies to inform their current experiences. The 

participants had not been prepared to deal with the health care system and their 

past experiences left them unprepared to deal with these new situations. Their 



sense of who they had been was being directly challenged as a result of their 

diagnosis. 

Identity Interruption - Personal Identity 

The cancer diagnosis presented the participants with a significant 

challenge to their concept of self. They had previously identified themselves 

principally through work, although they also identified themselves through their 

relationships with family and friends. Now, they would have to re-evaluate their 

sense of who they were. For many, the presence of cancer seriously interrupted 

their ability to work. In this vacuum, how would they identify themselves? A 

sense of isolation, in which they felt a sense of "disconnection" from their 

previous identity, often appeared following the initial diagnosis. This sense of 

isolation initially presented as a sense of anxiety and uncertainty about their 

roles at work and in relationships with others. In existential psychology, the 

anxiety related to feelings of isolation is endemic to everyone in that we are al l . 

to at least some extent, isolated from others by our own unique experiences 

(May & Yalom, 1989). For the participants, this sense of isolation was 

heightened through their removal from their daily routine and the alterations they 

experienced in their work and in their relationships with others. 

It was often through work that the first real impact of the illness was felt, a 

finding consistent with Maurer and Stasberg's (1990) suggestion that "the first 

time the emotional impact really hits home may be when it becomes necessary to 

really make the changes in all aspects of one's life, including one's work, which 

a serious, life-threatening illness requires." (p. 209). In work, they had found a 



sense of purpose and connection — they felt that they were a meaningful part of 

something. With the diagnosis of cancer, they would, at least temporarily, lose 

these connections, leaving them with a sense of isolation. 

The participant's bodies, which had previously worked so well, would also 

have to be re-assessed. Additionally, they would have to re-negotiate their 

relationships with their families, friends, employers, while at the same time 

negotiating new relationships with heretofore unfamiliar medical professionals. 

A s twenty-eight year-old Pete described his reaction to his diagnosis, it was "a 

clear indication in my life that it was time to change." 

The interruption in personal identity, in body, and in social relationships, 

would begin as soon as the participants discovered they had cancer. A s 

previously noted, most of the participants had no idea about what testicular 

cancer was, nor did they know what it would mean for them over the next few 

months. The core issue identified by all of the participants at the point of initial 

diagnosis was a sense of uncertainty. Core issues, again, are significant ideas 

and situations which are subsumed under the open codes (in this instance, 

"Personal Identity"). 

Core Issue - Uncertainty 

In describing their reactions to their initial diagnosis, the participants 

expressed feelings of fear, anger, anxiety, and uncertainty regarding their 

diagnosis. O f these emotions, the one which was universal to all participants 

was uncertainty. Uncertainty was expressed through their lack of knowledge 

about the disease itself, about treatment, and about their future. While 



uncertainty is a natural condition of existence (Cohen. 1993). it is not necessarily 

a comfortable condition. The anxiety related to uncertainty was expressed early 

in the participant's descriptions of their cancer experiences. 

When the participants were finally diagnosed with testicular cancer, they 

became identified, even subtly, as being " i l l " and, by extension, they no longer 

fit into the '"normal" role for healthy young men. They were placed in a position 

in which they had to re-evaluate their sense of who they were. If they were not 

healthy, working men, who were they? How would this news change their 

personal identity? In an existential sense, they were encountering a boundary 

situation, a experience of existential crisis in which certain aspects of personal 

integration are brought into awareness. The boundary situation related to 

diagnosis with cancer would necessitate an exploration of the participants beliefs 

about who they were and who they would become. 

Their reactions to being diagnosed reflected uncertainty not only about the 

actual diagnosis, but also with the altered pathway they would now be expected 

to follow. Much of their uncertainty was related to practical questions. Brad, 

for instance, said in reference to his ability to perform sexually " M y big question 

was "Is everything still going to work? '" This is a question one would expect 

from someone who is about to lose a part of his sexual organs, and most 

participants expressed such concerns. 

Issues related to masculinity and sexuality were generally secondary, 

however, to the uncertainty experienced by the participants upon receiving the 

news that they had cancer. Most had a very limited understanding of testicular 



cancer and, while they recalled that their physician had explained testicular 

cancer and its relatively high rate of successful treatment, the word "cancer" 

carried significant weight. Their over-riding concern was not fear of cancer, 

however. When they were told that something was wrong with their bodies, 

they reacted first with concern about the functionality of the body. Would they 

still be able to function as they had previously? This reaction mirrors in many 

respects the issue of self-identification noted earlier. These men were quite 

practical and utilitarian in their views about themselves and their situations. 

Uncertainty related to practical considerations was immediate, while the 

greater existential issues, such as the reconsideration of their masculinity, would 

typically come later. Practical concerns regarding the initial diagnosis are 

summarized in part by Owen's statement regarding his unwilling but 

unavoidable lifestyle change: "I'm looking at the hospital thinking, this is going 

to be my life for the next little while." 

Core Issue - Anger 

Delays in receiving a diagnosis resulted in a considerable amount of anger 

among the participants, while fear also played a role in how they perceived their 

initial diagnosis. The anger experienced by the participants was multi-faceted 

and focused in numerous directions. They were angry with themselves for 

"allowing" the cancer to happen to them, they were angry with the order of a 

world which would let such a thing happen in the first place. Anger itself 

became a functional emotion for the participants by providing an affective 

framework in which they could organize their emotional reaction to the 
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diagnosis in what they perceived as being an acceptable, masculine manner. 

Anger was a socially acceptable way to express emotion. Societal constraints 

may have limited their ability to express, but not necessarily experience, 

emotions such as fear and sadness. Anger, on the other hand, is an emotion 

which young men are free to express ~ within limits — without negative 

appraisals by society. It is, essentially, a "masculine" emotion. The experience 

of anger for these young men is perhaps exemplified in their reactions to the 

health care professionals who were responsible for making the initial diagnosis 

or, more specifically, those who had missed the diagnosis. 

Unfortunately, once the participants finally made it into the physician's 

office, a diagnosis was not always immediately forthcoming. The diagnosis of 

testicular cancer can be quite problematic for physicians and, given the 

invasiveness of the procedures often used to diagnose testicular cancer, it is not 

surprising that some physicians chose to take a less invasive course before 

looking at the possibility of cancer. Many participants had been diagnosed with 

hernias or infections and treated accordingly before a diagnosis of testicular 

cancer was considered. The participants who were diagnosed in this manner 

experienced a considerable amount of anger about it, feeling that the time they 

had spent taking antibiotics would have been better spent treating the cancer 

before it became a much larger problem. Kevin, for example, recalled his first 

attempts to have his concerns regarding the swelling of his testicle dealt with by 

his physician: 



I don't know i f the condition wasn't widely known or not, 

but I was complaining about it before, probably about a 

year and a half, about pain and that sort of thing before 

ever getting to see a Urologist. I don't know i f that's, are 

the Urologists hard to see or what the perception was, but 

it was diagnosed as a hernia for quite some time. 

Kevin's concern was that his condition had been overlooked. Eventually, when 

the diagnosis was finally made and his treatment options were discussed with 

him, he felt that his options had been limited and that his outlook was somewhat 

grim: 

The first Urologist that saw me was very, very clinical 

and you know, was not so much open to questioning, you 

know; what, why, options, that sort of thing and was 

pretty... I mean my impression was pretty, kind of 

negative about it you know, everything's too late, you 

know, don't do this, don't do that. What I ultimately did 

was I backed off the surgery. I went to the fertility clinic 

to put some boys on ice, i f you wi l l , you know. Y o u 

know there was a low count and all that kind of stuff...I 

didn't know enough to go get a second opinion or 

anything like that. I wasn't sure, y'know. I just didn't 

know any better. 
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Ultimately, Kevin took responsibility for finding a new urologist with whom to 

work. His youth, his previous health, and his general lack of awareness about 

the medical world made his entry into the health care system an uneasy one. 

While uncertainty about how to proceed was an issue in Kevin 's situation, his 

recollection of his experience during the initial diagnosis of the cancer was as 

related to anger as it was to uncertainty. 

Core Issue - Fear 

Among the emotions expressed by the participants upon hearing that they 

had cancer, fear was identified as generally having a lesser impact than 

uncertainty. It was also an emotion the participants did not express as openly as 

they did anger. The fear they experienced was typically centered around the 

treatments for the cancer during the early stages of their treatment, but extended 

into broader aspects of their identity. They indicated fear about the future, about 

loss of income, loss of sexual functioning, loss of social roles, and even loss of 

their lives. Fear, along with the other core issues identified here, served to 

interrupt the sense of identity the participants had prior to their diagnoses. They 

were essentially not familiar with fear as being such an all-encompassing 

experience. 

Fear related more to what their impressions of cancer were, rather than the 

medical reality of their situation. For instance, Ed's reaction upon his diagnosis 

was one of fear: " Y o u hear cancer, you think the worst." This echoes the 

statements from Krause's (1991) participants, who experienced their initial 
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diagnosis as being fdled with horror, terror, shock, surprise, and uncertainty. 

Kevin described his initial reaction to his diagnosis as follows: 

It was like getting kicked right in the gut...Like physically 

and I was trying to at least get focused so I could ask 

appropriate questions, you know like what happens next, 

obviously...Well of course then, you hear the word 

cancer, right? That's it. I guess it depends on what 

you're paying attention to and what kind of experience 

you've had with that but all the experiences that I've had 

as far as seeing someone with cancer or knowing 

someone with cancer is -- that was it [snaps fingers]. 

Initial reactions of fear were relatively common in the interviews, although 

the participants would later describe the experience as "no big deal" after they 

had been treated. Once they had been informed about the nature of testicular 

cancer, they would become much less fearful, possibly because of the high 

success rate for treatment, possibly because they now knew what exactly it was 

they were dealing with. In any event, fear dissipated as the participants moved 

further from their treatments. Essentially, as the crisis passed, so did the fear. 

This transition from a period of high anxiety to a period of less anxiety would 

correspond with the concept of boundary situations in that as we move away 

from periods of existential crisis, our sense of anxiety passes or is altered into a 

different form. 



However, the experience of such powerful emotions had forced the 

participants to reshape their sense of personal identity. Fear resulted in a desire 

to avoid similar situations and emotions in the future. As wi l l be seen later, the 

participants became much more vigilant in terms of their own health care as a 

result of the fear experienced following their diagnosis and treatment. One 

behavior in which many participants engaged as a reaction to their fear was the 

search for information. This search was another core issue identified under the 

open code of "Personal Identity." 

Core Issue - Knowledge 

In the period between diagnosis and the initiation of treatment, participants 

noted extreme variation in the opportunity for preparation. In some cases, they 

had weeks to prepare for the initiation of treatment (usually orchiectomy) while, 

in other cases, they were treated within hours of the initial diagnosis. 

Regardless, participants sought knowledge about their disease in an attempt to 

gain some sense of control over the situation and also to try to make meaning not 

only of the disease, but also of the treatments. Knowledge was a way of dealing 

with the uncertainty and fear surrounding the illness. It was, as Cohen (1993) 

would suggest, a way to make an uncertain situation "predictable." Participants 

wanted to have information regarding their condition so they knew what was 

going to happen to them and also for their own reassurance. Knowledge, then, 

served many functions. Perhaps most importantly, it allowed them to regain a 

sense of control over their identity, which had been interrupted by the initial 

diagnosis. The diagnosis had altered their sense of who they were. Obtaining 



knowledge would allow them to better understand this new aspect of themselves. 

On the other hand, those who did not seek out information could avoid the 

existential anxiety and identity issues being raised by the presence of cancer. It 

was as i f they wanted to encapsulate the cancer as being quite separate from 

themselves and as such, it would not be such a powerful threat to their identity. 

Generally, those who did seek out information found that information 

assisted them in feeling secure about their treatment. Kevin suggested that his 

own level of knowledge was directly related to his illness" trajectory: 

When I wake up, you know, what am I to expect, you 

know. Tell me best case. Tell me worst case and then at 

least I ' l l have an idea, you know. Because what I found 

through the whole thing was that through the whole 

experience, my expectations, a lot of times, dictated what 

the experience would be like. If I could understand what 

was happening, I could adjust or I could make 

adjustments, be prepared; that sort of thing. I think it's 

the things where you get, to me it's the things where you 

get caught. Something catches you unaware - surprise, 

those are the most difficult things to deal with. 

Kevin 's statement succinctly summarized the view held by those who wanted to 

know as much as possible about the illness and treatment as they progressed 

through the illness. It provided them with a means of dealing with both the 

uncertainty and fear which had been present since the diagnosis. To deal with 
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his uncertainty and fear, one participant, M e l , even went so far at to call the 

surgeon who worked with American Tour de France cyclist Lance Armstrong. 

Armstrong was frequently in the news at the time of the later interviews after he 

won Tour de France and disclosed his background with testicular cancer (and 

indeed, Me l apparently received a return call from the surgeon). 

This desire for knowledge was, for those who sought out such information, 

a means of gaining some control over their illness. Newman (1984) indicated 

that information about the specifics of an illness can lead to less anxiety and a 

faster recovery from treatment. Information, then, served the function of 

decreasing anxiety and fear by making the entire process of treatment less 

mysterious. 

However, not all men indicated that they attempted to access such 

information. These men simply listened to what their oncologist told them about 

the illness and treatment effects and were content with that. John noted: 

I wasn't really prepared to read a lot of books and 

everything on chemo, or get lots of information and so 

forth, because I didn't want to get any sort of, I wanted to 

sort of take every day as it comes. 

The fact that he did not seek out information regarding his condition should not 

be taken as a lack of interest in what was going to happen to him. Rather, John 

appeared to be suggesting that he wanted just enough information to get by on a 

day-to-day basis. He was, essentially, placing his trust in the hands of medical 
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professionals while at the same time avoiding the fear and anxiety that the 

information may have brought into his conscious awareness. 

Some participants left the task of information-gathering to family members 

or others who may have been concerned for them. Generally, these participants 

viewed such "third-party*' research as more comforting for those who were doing 

the research than for themselves. Pete, for example, chose to do very little 

research related to testicular cancer, preferring to go through the experience "on 

a day-to-day basis": 

Yeah, I did a little bit of that [research] but my M o m did 

it more than I did. I think she was looking for more ways 

to cope. Where I was almost looking for ways to avoid it, 

not have to have it in my face constantly. 

Pete's decision not "to have it in my face constantly" was a theme echoed 

by other participants, who suggested that their manner of dealing with the 

diagnosis and treatment was to simply go on living as normally as possible, not 

giving the cancer an opportunity to take any further control of their lives. While 

not necessarily in a state of denial, they were reluctant to engage in a search for 

information about their illness. They were aware that they had a significant 

illness, but to protect their concept of self, they attempted to normalize their 

experience by avoiding information that would bring the boundary situation of 

illness and possible death into their current awareness. 

Knowledge about cancer and treatments was an extremely powerful issue 

for these participants. It was one of the few areas in which there was a 
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noticeable dichotomy of responses, with comments polarizing to either wanting 

to know everything possible about the illness or to choosing to take in 

information only as necessary. Interestingly, even those who wanted to know 

everything possible about their illness and treatment could not generally recall 

either the stage or type of testicular cancer they had. Larry, who had very little 

time to prepare himself to become a cancer patient, recalls the role knowledge 

played in the early stages of his experience with the disease: 

Wel l , Tom Baker had a session for us before I started it 

[chemotherapy]. It was pretty good. It was saying like, 

this is going to happen to you, saying you're going to get 

sick and you' l l feel like crap for a long time. It 'll be a 

year before you even get normal. And it was pretty good. 

I found it very helpful and it was good too that my parents 

came along and assured me, you know. So you were 

aware of what was going to happen. 

Accurate and honest information, provided by health care professionals, was 

invaluable to many of the participants in developing strategies to deal with the 

upcoming months of treatments. However, other participants also noted that 

they did not want to access any information beyond that which would be 

necessary for daily functioning. These participants avoided fear not by knowing 

everything they could about cancer, but by trusting health care professionals to 

deal with the cancer. It should be noted, however, that neither pole of 

knowledge-seeking (information-seeking and information-avoiding) has been 



associated with a "better" method of dealing with identity issues arising form the 

presence of cancer. Rather, both appear to serve very valuable, but very 

different, functions in terms of identity development for the participants. 

Identity Interruption - The Body 

Participants had a variety of experiences during their treatments and had 

various means of reacting to the procedures their bodies underwent, both 

psychologically and physically. Treatment for cancer can be extremely invasive. 

The body is treated with toxic chemicals which affect both cancerous and non

cancerous cells. The physical effects of the treatments were described by the 

participants as extreme. While not necessarily painful, the general discomfort 

they experienced brought them into an awareness of the fragility of their bodies 

that they had not previously experienced. The participants became focused on 

one task - becoming physically healthy again. This task was organized by the 

form of treatments the men experienced. The core issues associated with the 

open code "The Body" are therefore structured according to type and sequence 

of treatment, as each form of treatment has associated features which are unique 

to it. 

Not all participants seem to have followed the same course of treatment, 

although information about specifics was limited by the recollections of the 

participants. In terms of surgical interventions, all of them had at least an 

orchiectomy, while some had a retroperitoneal lymphanendectomy. Chemically, 

they experienced various types of chemotherapy, ranging from a few isolated 

sessions to multiple sessions over long periods of time. Since each form of 
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treatment had a different effect on how the men dealt with their experience in 

terms of identity development, the following discussion wi l l be organized by 

treatment type. 

Core Issue - Surgery 

Orchiectomy was typically the first intervention and was done very quickly 

following the initial diagnosis. The participants suggested that while they 

understood the necessity for a certain urgency in conducting the surgery, they 

found themselves i l l prepared to deal with some of the immediate repercussions 

of the surgery. Pete, for example, described his experiences prior to surgery as 

follows: 

When I was waiting for my surgery, there was a guy next 

door who passed away in the middle of the night from 

something. It was pretty scary. I sort of saw him. they 

were wheeling his body out. I was like, "Whoa..." It was 

a pretty fresh experience. 

Pete's description of his pre-operative experience reflected the experiences of 

many of the participants, who reported a considerable amount of fear and 

uncertainty related not only to their condition, but also to the procedures to which 

they would be exposed. While their surgeons explained the procedures, there 

tended to be an uncertainty related to the specifics of the procedures. The 

participants were not sure i f they were going in for a relatively minor procedure 

or a significantly more involved surgery. 



The participants understood the process in a broad sense, although it did 

appear to make them nervous. Kevin, for instance, stated: 

One of the biggest things that I discovered was. when 

they talk about the practice of medicine, they're not lying. 

That's what it is. The whole perception of getting things 

done or how to approach situations, you know, problems, 

that sort of thing. 

In citing the "practice of medicine," Kevin indicates his trepidation about the 

medical profession, particularly the fact that they would be using "problem-

solving" techniques on his body. In a sense, he felt that his body had become a 

training ground for health care professionals. Regardless of success rates with 

treatment, he still felt uncertainty in regard to his treatment. 

The loss of a testicle and the presence of a scar seemed to be justifiable 

for the participants in that the remaining testicle was functional and they had 

taken the first step in ridding themselves of the cancer. Even with the loss of 

one testicle, their self-image could remain intact and "masculine" in that the 

body remained, above all, functional. The "work" of both testicles could now be 

continued, even with only one remaining. Regardless, the shock of losing a 

testicle was still quite powerful for many participants: 

I woke up that night and looked down and there was the 

scar and the thing was gone. It was very shocking. You 

get a lot of sympathy you know, like the nurses were 

pretty sympathetic. But yea, it was a weird feeling 
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because you know, your mobility is decreased. They 

actually go through the lower abdomen. So, it's hard to 

move around at first. Weird feeling struggling to go to 

the washroom and you realize you're not the same person. 

And it happened so fast. 

Essentially, Kevin 's sense of identity, including his sense of body integrity, had 

been altered within minutes. Not only did he have to deal with the pain and 

discomfort of post-surgical effects, but he now and for the rest of his life would 

have one testicle. He indicates that the process of removing the cancerous 

testicle happened very quickly. His adaptation to his new identity — and the fact 

that he was no longer "the same person" he had been — would involve a much 

longer process than the actual treatment. Surgery itself, though, was only the 

starting point of treatment for most of the participants. 

Core Issue - Chemotherapy 

Chemotherapy was, without question, the most commented-upon aspect of 

treatment. Participants described the chemotherapy process as "brutal," 

"terrible," horrible," unbelievable." and "awful," among other words and 

phrases. There were, however, a wide range of physical reactions to the 

chemotherapeutic agents among the participants, with some experiencing nausea 

and other having no nausea but extreme fatigue. These side effects of 

chemotherapy are quite common (Fredrikson, et al., 1993) and the participants in 

this study were certainly not exempt from them. However, the unpleasant nature 

of chemotherapy treatments were not as extreme as many participants had 



feared. Gerry suggested that it was indeed unpleasant, but not as bad as he had 

anticipated: 

He [the oncologist] tells you you're going to be sick and 

you're going to want to be dead. So that's what I was 

expecting but it wasn't what he said really. I mean 

everybody's views are different about it too but I was sick 

but not overly. You're bad for so long and then you start 

getting better. 

The immediate impact of the chemotherapeutic process was described as a 

combination of many factors - the chemicals themselves, the unfamiliarity with 

the process, fear, and fatigue. Essentially, they felt i l l . Owen summarized the 

experiences associated with the first few chemotherapy sessions: 

I found that being in the hospital and having the chemo 

run through is actually bad. By the third night, I was 

going out of my head, just laying there and there was one 

of the three types of chemo I found bad when it went in, 

hits the vein, you can feel it get in your head, you know, I 

was just flattened. Y o u kind of feel it going in your head 

and taste it and you know, didn't enjoy that those bags 

just flatten every time they went up. But I was rarely 

sick. I threw up a few times but I didn't do too bad. The 

anti-sickness drugs are pretty comforting. 
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The administration of anti-nausea medications allowed most of the participants 

to experience very little nausea associated with the chemotherapy. However, in 

some cases, the participants became very i l l while on the chemotherapy. Al lan , 

for example, described his nausea: 

They ask me what it's like. I tell them, i f you can 

remember your eighteenth birthday and how intoxicated 

you got, well it's ten times worse. It is. Hangovers are a 

day long. Nausea from chemo is a week long. 

Another major side effect of chemotherapy described by the participants 

was fatigue. Chuck, who prior to his treatment had been a very active young 

man, found that despite his mental willingness to be active, his body, weakened 

by the chemotherapy, was not able to act in its typical manner: 

I tried playing basketball again but I just didn't have the 

energy. I was motivated and I wanted to but my body was 

just saying, "No, leave me alone. Go back to the couch 

and watch Jerry Springer.'" 

Irwin described his experiences while undergoing chemotherapy as a "weekly 

struggle": 

Wel l , you're out for the first week, Monday to Friday you 

get time to recuperate. It takes you a good week laying at 

home to kind of get through that. Then there's two weeks 

until the next one. I actually got out, got around and did 

stuff so I don't know i f you'd consider that out of 



commission or not. It was out of commission for 

working for sure. 

For Irwin, as it was for many participants, the experience of being "out of 

commission for working" was common. One of the most important aspects of 

their lives before cancer had become an activity in which they could no longer 

engage, at least temporarily. Their sense of identity as a working person had 

been interrupted by the treatment. In the absence of this definitional role, they 

would have to revise their sense not only of their identity, but also of body. If 

their body was no longer functional at work, what role could it now serve? 

During their treatments, the participants made various attempts to retain 

some sense of "normal" existence. They attempted to continue working and to 

maintain their recreational activities. Maurer and Stasberg (1989) stated that the 

desire to return to a "normal" routine, particularly work, is a way of dealing with 

fear of "financial losses, loss of respect, and loss of self-worth" (p. 209). 

However, the treatment regimens typically prevented the participants from 

engaging in a return to their pre-diagnosis activities, including work. Again, the 

men were forced to re-evaluate their roles. They now had to revise not only their 

identity, but also their basic activities, to fit the capacities of their bodies. 

The activities of the participants during treatment were considerably 

different from those they had previously taken part in. John for example, 

described his attempts at staying active while on chemotherapy: 

It's hard to do push-up with needles in the top of your 

hands so I cut that out. But I found that the more of that 
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that I did, the less brutal the treatment was. I think the 

hardest part of the treatment was the boredom factor; just 

sitting and reading. 

The "mental game" of avoiding boredom as participants were removed from 

recreational activities became, for many young men, one of the most important 

aspects of their dealing with their treatment. In the absence of recreational 

activities and work, the men had to reorganize their time in a ways they had 

never experienced before. Prior to their illness, they were very physical beings, 

as noted earlier in the discussion of the functionality of their roles as workers 

and their perceptions of their bodies. Now, as a result of treatment, they had to 

reconsider what they could do, which, as a result of treatment, was considerably 

less than and different from what they had done before. Kevin summarized the 

difficulties associated with focusing more on an internal world of thought and 

emotion as opposed to a more external world of behaviors and action in his 

statement, "You're really just trying to cope with a lot of the mental stress, that's 

really the hardest part." 

Part of the "mental stress" included the more immediately visible side-

effect of chemotherapy — hair loss. A l l of the participants experienced hair loss, 

which for some, was a very powerful issue. A missing testicle is generally a 

physically invisible condition, except under certain circumstances. A s such, the 

participants were not concerned about the cosmetic effects of the orchiectomy, 

with the exception of those participants who were single. Hair loss, however, is 

highly visible and potentially, the only sign to a casual observer that the 
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participants had an illness. Thorne (1993) states that illness elicits responses 

from others in the social world. The participants found that there were some 

instances of alterations in how others viewed them. Few, however, experienced 

any sense of stigma as a result of their hair loss. 

The lack of stigma experienced by the participants stands in contrast to 

Macdonald's (1988) study, which suggested that young men may be very 

susceptible to stigma. However, it should be noted that Macdonald's 

participants were rectal cancer patients who had colostomies, which are more 

readily apparent and are not a change in body image from which the individual 

can recover. 

Despite the highly visible nature of hair loss, approximately half of the 

participants indicated that hair loss was "no big thing." The perception of the 

effects of the hair loss on the participant's self-image was closely tied to their 

self-image before chemotherapy. Losing their hair was not described as being 

particularly traumatic, although Pete and other participants did suggest that: 

...losing your eyebrows and your eyelashes, it actually 

makes a real severe difference in the way you look, like 

when you're looking in the mirror. I found it more of an 

impact than just losing the hair on your head. With losing 

my eyebrows, I felt like an Albino or something. 

Hair loss was not simply a physical experience. Pete suggests that it changed his 

sense of who he was. In saying that he "felt like an Albino or something," he is 

essentially saying that he did not feel like himself. The appearance of his body 



had been altered, resulting in a different perception of his identity. His statement 

is reflective of the powerful effect personal appearance can have on identity. 

The general perception on hair loss was perhaps best summarized by John, who 

said: 

I was really afraid to lose my hair; really afraid. And I 

was the guy that always, you know, had perfect hair...and 

so, there was that, but I think that that was, there was a 

bigger issue. It was the whole sort of coming to the fact 

that you know, I had cancer...and my hair didn't go 

quickly, so I felt, I kept thinking maybe I'm not going to 

lose it and [his oncologist] kept saying, "Oh no, you're 

going to lose it." So I did and after that it was just a 

matter of, "Okay, you know what, I'm going to, as much 

as, whatever hell I'm going to go through, I'm going to 

live, right? So, just deal with what I have to deal with 

and carry on." 

John cites hair loss as the beginning of "the coming to the fact that you know, I 

had cancer." A s they lost their hair, participants encountered indisputable 

physical proof that they had cancer. The hair loss brought the boundary situation 

of illness, which could possibly be have been heretofore denied since there had 

been no readily apparent physical changes, into irrefutable visual presence. The 

illness was brought into unavoidable reality. It also brought into their conscious 

awareness the possibility of death. John's comment, suggesting that hair loss 



was considerably preferable to death, was indicative of the general attitude of the 

young men in this study. They saw hair loss as a small price to play for a 

restoration to health, but at the same time, it was a physical reminder of their 

illness and of the possibility of death. Thoughts of death became more evident 

as the participants went through their treatments. 

Core Issue - Death Anxiety 

Anxiety related to the cessation of existence, of death, has been described 

as one of the most basic yet most powerful forms of existential anxiety (May & 

Yalom, 1989). Certainly, the participants cited thoughts about death throughout 

their interviews. Once their bodies had undergone treatment, they were left with 

physically weak bodies and a lot of time for thought. One thought they often 

had was of death. Despite the statistics which indicated a high survival rate 

from testicular cancer, many young men made comments related to a change in 

their attitude toward their mortality. Irwin stated that: 

I never ever entertained the idea that, well I can't say that 

either now, because you have cancer you know but for the 

most part, I didn't think I was going to die and I didn't 

think I was going to whatever. But it does cross your 

mind once in a while but I think that whenever you hear 

someone or something like that you just kind of "Oh, well 

that's them and this is me." But after that [starting 

chemotherapy], I think I really, I think about it and 

"Okay, what if..." 1 almost wouldn't let myself think that 
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at a certain stage...and I think it also came up because you 

know, I was a pretty active person. A l l my hobbies at that 

time were sports related so I kind of can't really walk all 

that well, you get tired, i f you use muscles you get tired, 

you're sleepy all the time. That was probably one of the 

factors. 

The death anxiety experienced by Irwin and others was, for most, a new 

experience. Most had never really considered their mortality before. Sterling 

and Van Horn (1989) point out that any number of factors may be involved in 

young adult's experiences of death anxiety. Young adulthood is a time of 

exploration and, in many cases, exploration leads to uncertainty. Uncertainty 

related to career, to family, and to health, could lead an individual to consider 

existential questions of death which he may never have considered before. 

However, most of the participants in this study reframed the issue of mortality in 

terms of "How am I going to live?" rather than " A m I going to die?" While the 

participants did not specifically say that they reframed their death anxiety as a 

means of decreasing their existential anxiety, the alteration in approaching 

questions of death implied an attempt to decrease the anxiety associated with the 

possibility of death. 

Identity Interruption - The Social Role 

Early in the analysis process, it was noted that while the participant's 

stories included references to their own strategies for dealing with the diagnosis, 

treatment, and aftermath of testicular cancer, they also had much to say about 



those people who surrounded them throughout the entire process. The other 

individuals involved in their illness experience included medical professionals, 

parents, siblings, children, wives, fiancees, co-workers, employers, teachers, and 

even myself. 

The nature of relationships with each of these individuals varied among 

participants, which is consistent with Falvo's (1991) suggestion that changes in 

interaction necessitated by illness coincide with changes in the nature of 

relationships. Specifically for the participants in this study, the changes in 

relationships were focused on a continuum of "connectedness." The participants 

sense of support was expressed in their connections with those in their social 

world and depended upon on the quality of those connections. At the same time, 

they were establishing new connections with people whom they would likely not 

have met, had they not been diagnosed with cancer,. 

Some participants emphasized the value of family while others stated that 

medical professionals were the most important individuals in the process of 

dealing with their illness. The experience of being diagnosed with cancer was so 

foreign to the participants that they did not quite feel like their "old selves." 

They now had to place themselves in relation to those with whom they had 

relationships, including family, employers, and friends, while developing new 

relationships with other cancer patients and health care professionals. In the 

following sections, the nature of relationships with others wi l l be discussed, both 

in terms of what was offered and what was seen by the participants as being 

valuable. 
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Core Issue - Family Relationships 

Most participants identified their family, primarily parents and siblings, 

but also including grandparents and other members of their extended families, as 

being their primary social support. The notable exceptions to this were the 

participants who were married or engaged at the time they were diagnosed and 

relied primarily upon their partners for support. Regardless of who the 

participants felt comprised their families, the impact of the cancer went well 

beyond the individual participant. As Kerson and Kerson (1985) write, "the 

diagnosis of cancer can be as devastating to family members as it is to the i l l 

person" (p. 62). However, it is also possible, and even likely, that the diagnosis 

of cancer could provide positive changes as much as it could be "devastating." 

The cancer diagnosis often opened new lines of discourse for the 

participants and their families. For example, upon his diagnosis, Fred 

discovered that he was not alone in his experiences with cancer in his family: 

...surprisingly, actually, cancer is a lot more prevalent in 

my family in my aunts and uncles and cousins and second 

cousins, than I realized. But before, you don't want to 

kind of talk about it. as I was saying before, and it turns 

out it's very common. 

Fred's discovery that other members of his family had cancer was only one of 

various discoveries participant's made about their families following their 

diagnosis. His statement indicates that, following his diagnosis, he and his 

family opened a new line of communication which had heretofore been closed -



they could now discuss cancer openly. Fred's experiences with cancer provided 

him and his family with a common vernacular, a new language they could use to 

communicate experiences related to cancer. He did not feel isolated in his 

experience since he now knew of others who were close to him who had 

experienced similar situations. As he moved through the experience of illness 

and, particularly, the process of developing an altered sense of identity, he could 

feel some security in knowing that he was connected with others in ways he had 

not considered before. 

Chuck offered one of the most powerful examples of how the cancer 

transformed familial communications and relationships. Chuck was diagnosed 

when he was still in high school and found himself drifting from his family, 

particularly his father, to whom he had previously been very close. From a 

developmental perspective, the move away from family could be understood as a 

developmentally-appropriate action toward independence. Chuck was 

transforming in a manner commensurate with his family's expectations and also, 

to some extent, by societal values. This transformation was significantly 

disrupted by the diagnosis and treatment of testicular cancer. Chuck's 

relationship with his father was perhaps the one most influenced by his illness. 

When Chuck was asked about how his experiences with cancer had had an 

impact upon his family relationships, he replied: 

In the case of my Dad and I, we had kind of been drifting. 

Like I said, we are a very, very close family. We always 

have been, like really, really strong. Like with my 



grandparents as well. But I had started drifting from my 

Dad especially, not my M o m because she just kind of was 

always there you know what I mean...So it just kind of 

made me sit back and evaluate what was important to me 

in my life and that sort of thing. M y family was the most 

important thing. So my Dad and I became really, really 

close. Also because, like he stayed over with the surgery 

and he, y 'know what I mean, he really wanted to be a part 

of it and he really wanted to be there for me. So we 

became very, very close, like we ended up that summer 

taking that trip up to the Yukon to go fishing. So like 

yeah, we're really, really tight now. 

The change in his relationship with his father was not limited to the time of 

illness. Chuck's re-evaluation of his relationships with his family, initiated by 

his illness, continued to guide his relationships over time: 

Yeah, so me and my Dad got really close. And we still, 

now to this day afterwards, are still really close. M y 

M o m and I were always close but we got closer. With my 

grandparents, I became really close just sort of thing. 

Like they're getting old to begin with so, and I had kind 

of, what i f I was, you know what I mean, what i f this was 

it, you know what I mean...I have much stronger ties with 

my family now. 



133 

Chuck's question, "what i f this was it?" referred to his thoughts about 

possibly dying of cancer. His concerns were reiterated by other participants, 

although some participants had a much more difficult time navigating the 

concerns of others as opposed to their own feelings of anxiety. Norm, for 

instance, recalled his mother's reaction to his diagnosis: 

Well she just, you know, I mean it's her son, you know! 

Finds out he has cancer, you know and the hospital bit 

and the whole thing, eh. Y o u know, she was crying, you 

know. It didn't really bother me. 

His last statement in this quote ("It didn't really bother me") referred to his 

feelings about the cancer, not his mother's emotional distress. Norm found that 

dealing with her fears was much more difficult than dealing with his own, since 

he was of the opinion that his illness was simply a problem to be solved, 

requiring a sort of detached focus and attention. He did not want to be hindered 

by the emotional ramifications which are typically associated with such an 

illness. 

It is important to consider not only the amount, but also the nature of 

support offered by family members as perceived by the participants. In 

reviewing the literature on social support provided for cancer patients, Lewis 

(1986) identified a number of "main issues" related to the nature of support. 

Generally, these issues relate to the changes in relationships (for instance, the 

change from a young man providing income to the young man being a strain on 

financial resources). Dealing with these changes, for the participants in this 
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study, was primarily a matter of maintaining as much functionality as possible. 

They wanted to contribute as much as possible to their family relationships. 

Functionality, not only in terms of work and physical activity, but also in 

reference to relationships, again appears as an important consideration for these 

young men. They wanted to remain connected to those around them, partly as a 

means of retaining a sense of who they had been before their diagnosis, and also 

as a means of making sense of their experiences with the illness and treatments. 

Remaining connected to others also served the function of avoiding the 

existential issue of isolation and the associated anxiety that accompanies feelings 

and thoughts of being alone in the world. 

The support that many of the participants found helpful was related to the 

ability to continue to function as "normally" as possible. Often, functioning 

"normally" involved keeping the illness a private family matter. Hal , for 

example, stated that his family was very supportive in specific actions related to 

helping him maintain his privacy and in assisting him with his work load. He 

made a decision early in his cancer experience to keep his illness a private 

matter, at least in terms of the specific nature of the cancer: 

Nobody knew until I had the chemo, like my pastor from 

my church didn't even know. Then when that happened, 

everyone knew and I think there was only probably, other 

than the people in [town] and friends and stuff like that, 

there's probably, only my family knows I had testicle 

cancer. Everyone knows I had cancer, but not it's testicle 
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cancer. It's something I'm not going to tell them. It's 

none of their business...if I had bowel cancer, it would be 

like, "I have bowel cancer'" but I don't know, testicle 

cancer is a little different, it's a little touchy subject. I 

mean, I don't know I was always, I guess was scared of 

people bugging me. Mind you that would never happen 

because I'd snap them in half or something. But like 

people might call and they'd call you names, "Aha, you 

only have one nut or something like that." I don't know, I 

didn't want to put up with it so I never... I never even 

wanted to try or whatever...it was more of a family 

decision I think. It was nobody's, like it wasn't a big deal 

at the time, it was "Okay, it's cancer, let's get it over 

with. Get it behind us." M y M o m and Dad I think 

decided, and we all just pretty much decided, to just keep 

it amongst ourselves, don't say anything. 

Scambler (1984) would likely find Hal 's decision to keep his illness a private 

matter a means of preventing those outside of his family from treating him 

differently, perhaps negatively. Again, the role of stigma associated with 

testicular cancer becomes apparent. Hal indicates that testicular cancer is a 

"touchy subject" and goes on to describe his feelings of anger and fear of the 

possible exchanges that could occur as a result of disclosing the type of cancer 

he had. 
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Part of the anxiety related to disclosure, particularly to friends, is 

undoubtedly related to jocular communication between young men in which 

anxiety about talking about illness and. perhaps more importantly, sexuality, is 

expressed though attempts at humor. Hal suggests that such attempts would not 

be welcome, which would necessitate an alteration in communication among 

young men. The content of Hal 's quote is loaded with emotion — feeling of 

shame, fear, embarrassment, anger — which was generally reflective of the 

interviews. These emotions were moderated by supportive family members, 

who acted as allies and advocates for the participants. 

Core Issue - Relationships with Intimate Partners 

For participants who were married or engaged at the time of the diagnosis 

and treatment, the nature of support offered by their partners was similar to that 

offered to other participants by their families, but at the same time was 

somewhat different. Register (1987) found that the presence of illness can have 

a significant impact upon intimate relationships, although the nature of such 

impact could vary considerably. In some couples, for instance, the demands of 

illness could cause tension between couples. On the other hand, the illness 

could possibly act to draw a couple together in a very positive manner. 

Regardless, the effects of illness would certainly result in changes to the 

dynamics of the couple. Such changes would have a considerable effect upon 

the young man's sense of identity within the relationship. 

Those participants with partners found that their partners provided 

exceptional support by simply listening and assisting with decision making. In 



fact, the participants stated that the amount of stress encountered by their 

spouses was more extreme than their own stress. As Fred commented, "She [his 

partner] had definitely gone through a lot more stress and emotional side of 

things with this than me." His wife had become somewhat practiced at dealing 

with his illness through his experiences with Crohn's Disease, and the testicular 

cancer was thus viewed as yet another challenge. 

It has been suggested that the presence of illness can lead to resentment on 

the part of both the i l l person and his partner. Rolland (1994) writes: 

Patients resent their illness and their partner's ableness. 

At the same time, they feel guilty for being a burden and 

inhibiting their partner from living a normal life. To 

alleviate feelings of being burdensome, the patient wi l l 

sometimes behave in provocative ways to drive the well 

partner away. Especially in young couples, the well 

partner often feels both resentful about constricted life 

cycle options and shame about such feelings (p. 335). 

Rolland's statement stands in sharp contrast to the descriptions of the 

relationships of the coupled participants in this study. O f course, this raises an 

interesting question - did the participants have experiences similar to those 

described by Rolland? If so, they were certainly not raised during the 

interviews. Invariably, the participants described their relationships with their 

partners as becoming stronger and much more positive. 
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Perhaps the single most important issue in relation to the participant's 

partners was the matter of procreation. After all , these were young men and 

women who were making future plans about career, lifestyle, and children. 

Given the nature of the cancer, many participants and their partners had 

significant concerns about sexual dysfunction and family planning. John 

mentioned that his illness had a considerable impact on his relationship with his 

wife, particularly early in the process: 

John: ...I think that both of us are really still a little bit 

walking on egg shells at times. 

Brent: Around the cancer? 

John: Yeah, just the whole mortality issue, you know. I 

mean first of all , I think that when you love somebody 

and they die, or they get very i l l , that is, people are more, 

I think they're selfish, you know, and it's more they're 

questioning their mortality. So I'm sure she went through 

all of that. But I mean outwardly, she was fantastic. I 

mean it was, you know, I mean even down to going to the 

sperm clinic, she said, "Well , you know. I'll go with you. 

If we're going to make a baby, we're going to do it 

together. It's a little unorthodox but what the heck," sort 

of thing so she was wonderful. And I really couldn't have 

made it without her, for sure. 
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John's quote comments upon his impressions of his partner's internal condition -

- her thoughts of her own mortality which had been brought into consciousness 

by John's condition — as well as upon her external behaviors. While he felt that 

she was experiencing her own crisis, she was very much involved in dealing 

with his illness. His final statement in the above quote — "I really couldn't have 

made it without her" — indicates the power their relationship held for John. It 

also emphasizes the interdependency that was occurring in the relationship. By 

saying that he "couldn't have made it without her." he indicates that despite all 

the treatment that he was accessing through his physician, at least equally 

important was his relationship with his wife. In a sense, it assisted him in 

dealing with the existential issue of isolation in that while his illness had 

resulted in him becoming disconnected from many of his familiar routines and 

activities, his wife remained a constant source of support. He could feel that he 

was not suffering alone. 

The interdependent relationship between John and his partner was, in 

many ways, prototypical of the relationships held among partnered participants. 

The young men generally processed the experiences of diagnosis and choices 

regarding treatment in a very practical manner. In this early stage immediately 

following their diagnosis, they would have to make decisions with their partners 

about the cyropreservation of sperm in case the men experienced a decrease in 

their viable sperm count. Participants who had female partners at the time of the 

diagnosis recalled being very concerned about their ability to have children. 

Fred, who was married and planning a second child with his wife, stated that his 
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concerns about fathering children came simultaneously with his questions about 

his treatment when he was first diagnosed: 

We wanted to have another child and it was kind of 

getting the right time and we planned three years in 

between the kids and about that, whatever. So that was 

one of the first questions, "Wel l , what does this mean to 

me?" The other thing was, "Okay, well what function 

does the testicle perform and how wi l l my life or my body 

physically change based on that?" And they basically 

provided all the answers you needed and it was more like, 

"You're not really going to notice a difference", which I 

don't think I have. 

The nature of the treatment for the cancer raised many questions for Fred and his 

partner. Their plans had been interrupted by the diagnosis, but they were intent 

upon building their family. Ultimately, Fred noted that his immediate concerns 

about continuing to build a family with his partner became secondary to his 

sexual functioning after in vitro fertilization had been raised by his oncologist as 

an option. 

Beyond procreation, partner's provided significant day-to-day support to 

the participants, particularly while they were undergoing chemotherapy. When 

asked i f he found anything about his cancer experience to be positive, Mel 

recalled the support her received from his wife during his treatments: 



141 

M e l : We moved to Canada alone. I don't know, maybe 

without Lisa, y'know, or I think it's one of my 

nightmares, y'know what I mean. Without Lisa. Because 

you know, okay I have a friend, but you know... 

Brent: But this is different. 

M e l : Yeah. But she is non-stop. She made special 

schedule, she got a special schedule at work... She made 

homemade lunch and something and everyday she 

brought it . . . And everyday I was waiting, you know, like 

a puppy, looking at the door, y'know, where is she, where 

is she? 

For Me l , the simple comfort of a home-made meal, brought to him by his wife, 

became the highlight of his day. Fortunately, Mel ' s wife had an employer 

wil l ing to adapt her schedule to meet her husband in the hospital at various 

times. The flexibility of the partners' employers was generally exceptional, 

making it possible for the couples to spend more time with each other. Al lan 

stated that: 

.. .my wife works as a school teacher, so they were very 

understanding too. where you know she got a three month 

leave of absence and still, y 'know, got her wages, so it 

worked out good. 
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The willingness of the participant's partners to take time from work to spend 

time with their i l l partners reflects sacrifices made by many people who were 

involved with the participants. 

Core Issue - Relationships with Employers/ Co-Workers/ Educators 

The participant's employers were, for the most part, described in a 

favorable manner. Long-term disability plans, flexible schedules, and the option 

to work from home were all accommodations offered by employers to the 

participants during their chemotherapy. Similar accommodations were made by 

school staff for participants who were secondary or post-secondary students 

during their treatments. The value of long-term disability plans went 

considerably beyond the basic financial security offered. Many participants felt 

that such a financial plan offered them more independence than would have 

otherwise been available. Kevin said: 

The nice thing about it was, because I'd been working for 

a little bit, I had all my coverage in place. I went to a 

70% pay cheque, that sort of thing. So I consider myself 

lucky from that perspective that I had all that financial 

deal. I mean family wise, it would have been there 

anyway but. being I guess, liking to be independent, you 

know, you want to be able to take care of yourself no 

matter what. 

Kevin 's emphasis on the importance of "taking care of yourself, no matter what" 

was a theme universally echoed by the participants. Their sense of social 
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identity, as noted earlier, lay extensively in their work. While work represented 

an end in and of itself, it also meant that the participants could be self-sufficient, 

an exceptionally important consideration for these young men. However, 

collecting long-term disability left many of the participants feeling a need to 

somehow feel like they were "earning'' the money. 

In order to feel like they were earning the money they were collecting from 

long-term disability, many of the participants found ways to continue to work. 

Kevin, along with the other participants who worked in the computer industry, 

was offered the option of working from home. Working at home offered Kevin 

the best possible scenario as far as he was concerned: 

Even when I was home between my treatments, because 

of the nature of my work, I work with computers. What's 

going on on the system at work? What's changing? 

What are the projects? Y o u know, dial the computer in, 

talk to the guys on-line and find out what's going 

on...they're like. "Oh. we've got a problem with this 

today." Hey, you know, I ' l l pick that up and run with it. 

Cal l a couple of people, pick some stuff up. So, what that 

was good for was that I wasn't isolated either. I actually 

still felt like I was part of things. 

Kevin indicated a desire to remain connected to his work, suggesting a deeper 

need for independence and continuity of identity as a productive member of 

society. Working on the computer from home, continuing with school-based 
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research projects, staying in touch with customers, and other work-related 

behaviors were reported by all of the participants to varying degrees. The desire 

to remain active, even tangently, with the work identity allowed the participants 

to remain connected to their lives before illness. 

Unfortunately, not all employers were immediately understanding of the 

nature of the illness. Kerson and Kerson (1985) indicated that illness, 

particularly illnesses of a long-term nature, can have a significant negative 

impact on the individual's relationships at the workplace, primarily because of 

the inconvenience of making accommodations for the i l l person. Pete, for 

instance, initially had difficulties with his employer, who appeared to believe 

that Pete was malingering: 

When I was first missing time from work to go visit these 

doctors and urologists and stuff. I didn't give any reason. 

I just said, "I have a doctor's appointment" and then, even 

to the point where I had to go in for surgery. I didn't tell 

them specifically what it was I just said. "I have to go in 

for some surgery". I didn't say it was cancer or anything. 

Then when I got back people were telling me that, you 

know, he [Pete's employer] was saying. "Wel l , what the 

hell is his problem?" Like, "How can he be gone for 

surgery for this long?" because I took like, I don't know, 

two weeks recovery time or something. But I was, more 

than anything. I was really perturbed, like I couldn't 



believe it. It was really, I mean, i f you're sick, you're 

sick, that's it...so anyway, when I got back I went and had 

a long discussion with him in his office and told him what 

had happened, then I told him what I had heard about 

what he had said, and well, like basically, "Welcome 

back." He was really apologetic and he said he was just 

concerned because they needed me for work and stuff. 

But you know, I got the impression from the people, 

except for a few people at that job, that they were mildly 

concerned for me but they were more concerned about 

watching their butts because i f they did anything wrong, 

they could turn around and sue them. 

Pete was unwilling to share his diagnosis with people at his workplace, a 

reluctance shared by many of the participants. Unfortunately, his employer's 

reaction made his decision to withhold personal and private information seem 

justified. Only after the crisis was over and Pete had returned to work did he 

feel compelled to discuss the situation with his employer. Again, the potential 

value of bringing testicular cancer out from the shadows of stigma and shame 

become clear — had Pete felt comfortable in discussing his condition, it is 

possible that his situation may have been significantly improved. 

A t the other end of the continuum of support were the employers, co

workers, and teachers who were seen as being "too supportive." This issue 

became one of quality of support for many participants, who would often feel 
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recalled that his teachers: 

...were more or less kind of, I don't know, too supportive. 

"Oh Hal , you've missed this, you don't have to do this 

assignment." It's like "Yes!" But I only missed one day 

of a five-day assignment, so it's like I probably should do 

it anyway. 

Hal went on to suggest that he wanted to be treated no differently than any other 

student. He already felt different because he was a young man with cancer and 

the reaction of his teachers and other school staff made him feel even more 

isolated and separate from his peers. Not surprisingly, the participants typically 

went to great lengths to ensure that they were not viewed as being different or 

separate from those around them. However, their identification as being cancer 

patients inevitably altered the perceptions of others, a change in perspective 

perhaps most clearly identified in their relationships with their friends. 

Core Issue - Relationships with Friends 

Remaining connected to the "outside world" was a priority for many of the 

participants. By remaining connected, the participants could avoid the 

existential anxiety associated with isolation. However, illness can make efforts 

to remain connected difficult due to the energy required to maintain social 

relationships (Strauss, et al., 1984). The need for connection was perhaps most 

apparent in their relationships with their friends, who, unlike their family or 

employers, had a somewhat less urgent impetus to be supportive. Unfortunately, 
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participants frequently found that their friendships, like their sense of personal 

identity and the integrity of their body, would be interrupted while they were 

being treated. They essentially found that their "social usefulness," as Register 

(1987) has described it, was limited by their illness. In some cases, it was as one 

participant put it, a "slow fade" in that their friends would eventually stop 

calling or visiting. 

Kevin attributed this fading of friends from his social world as a result of 

feelings of discomfort on his friends" part. He eventually took on the 

responsibility of managing their feelings in addition to his own by attempting to 

make them as comfortable as possible when he was undergoing treatment: 

I felt like I was managing other people's expectations. 

Because the first group of people that I had come and see 

me - of course no one knows what to say and everyone's 

really nervous and they're all , y 'know, trying to not say 

anything that wi l l make you uncomfortable. The whole 

situation was so uncomfortable that after that I didn't 

want that. Like I couldn't deal with that. It was too 

much. So, what I'd do is; people would come in and I'd 

start joking around right away, which is kind of what I'm 

like anyway. So, I'd make jokes about the situation and i f 

something really nasty had happened that day eh, I'd try 

to find a funny way of telling the story, right. And it 

made it easier for them to deal with it but it also made it 
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easier for me to deal with it because I could just try to 

look at it from that perspective instead. 

Kevin 's reframing of his illness and the negative aspects of his treatment into a 

source of humor was a strategy employed by many participants, particularly in 

dealing with friends. After all . how does one go about discussing testicular 

cancer with young male friends, particularly i f had been no history of emotional 

discourse? The use of humor was apparently appreciated by Kevin 's friends, 

who at one point gave him a jock strap with only half of a protective cup. While 

such an action might be perceived as being quite insensitive, the mutuality of 

humor it suggested made dealing with the illness much easier for Kevin. Chuck 

suggested that the use of humor changed his perspective on the illness so it 

"didn't make it like it was the end of the world to me sort of thing." 

Not surprisingly, many of the participant's friends were young males 

themselves. Their discovery that someone of a similar age had cancer was 

frightening and, according to what they told the participants, they became more 

vigilant in their own health monitoring. Larry related a story of disclosing his 

condition to a friend: 

Oh, I think it was quite a shock because my friends are 

about the same age as me and I've got some friends that 

are six or seven years older and one of my friends that 

I'm closer with, smokes quite a bit. He tried to stop there 

for a few weeks but he couldn't. But I think it sort of 

awakened them because they think, "Okay, older people 



get cancer, okay that's fine. That's people that are 

seventy that get cancer." 

Some of the most distressing stories shared by the participants described 

friendships which were not only interrupted, but eventually destroyed following 

their experiences with illness. In the following dialogue between myself and 

Gerry, he disclosed the fading out of his friends who apparently were too 

uncomfortable to deal with his illness: 

Gerry: M y family's always been good. But, I ' l l tell you. 

you find out who your best friends are when something 

like this happens. 

Brent: Can you give me an example? 

Gerry: Well I mean, I knew a lot of guys and we hung 

out all the time and I've never seen them. 

Brent: They j ust di sappeared? 

Gerry: Basically. Y o u know, like maybe they were 

scared and they thought they were going to catch it or 

something. I don't know. 

Brent: These were guys that you hung out with? 

Gerry: Yeah, on weekends; like hockey buddies and stuff 

like that. And all of a sudden, once you're sick, well the 

first few weeks is fine, they visit but I mean after that, 

you don't see them anymore. 

Brent: Yea. And you haven't really seen them since? 
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Gerry: No , no. 

Brent: Is that something that you have regrets over? 

Gerry: To a degree. I mean i f people are like that; 

people are like that. But I mean, people should learn to 

help people more than what they do you know. 

Everybody's in such a busy, busy world all the time that 

they never stop to think about it [illness]. 

While many of the activities in which Gerry participated with his friends 

were seriously curtailed by his illness, he eventually noted that even his closer 

friends had difficulty in spending time with him when he was i l l . He stated that 

his friends would say that he was '"...too sick,' y 'know, and 'You're not strong 

enough.'" He responded by saying "It's just I lack a ball, really. It doesn't mean 

sitting at home." Revenson, Wollman, and Felton (1983) describe such 

ineffectual and hurtful interactions between patients and others as "secondary 

victimization." The interruption in Gerry's social life, initiated by his 

diagnosis, resulted in a loss extending beyond the physical loss of a testicle. In 

many ways, Gerry was experiencing an existential crisis of isolation, manifested 

by the loss of friends, bringing into awareness the idea that he was ultimately 

alone in dealing with his illness, despite the physical presence of health care 

professionals and family. 

A s we continued to talk. Gerry examined his interrupted and deteriorating 

friendships in more detail. He stated that many of his former friends had 

actually been quite vicious in their actions and statements: 
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Well , the only thing that bothered me most was being 

sterile. That was the only worse part and then people 

make fun of you. That pisses a person off because it's not 

funny actually. Yeah, they've made fun of me....to my 

face. They say, " I ' l l have your children", or something 

stupid like that. I've had quite a few people say that to 

me. 

At this point, I asked Gerry how he would respond to such comments: 

I look at the floor and say, T f that's how you feel about it, 

you're a stupid person." basically. I don't get right upset 

at them because they're too dumb to realize what they 

said. But I mean a part of the people call me a one ball 

man or something, it doesn't really bother me. 

For Gerry, the germane issue was not so much what was being said, but who was 

saying it. He felt a sense of betrayal when insensitive comments such as those 

related above were made by people he had considered to be friends. 

It was not uncommon in the interviews to find that friendships had often 

become one-sided, with the i l l person not being well-equipped to reciprocate 

support offered by friends. Conversely, the friends themselves may have 

experienced difficulties in seeing a previously strong friend in a sick role and in 

expressing their fears in an appropriate manner. Ultimately, as in Gerry's case, 

the result can be devastating. 
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Those whom Gerry had considered to be on his side to help him in his 

struggle with cancer had become untrustworthy. For the participants in this 

study, the issue of trust was very important, even before they disclosed their 

condition to their friends. As noted earlier, families, employers, co-workers, and 

teachers tended to have positive reactions, eliciting feelings of trust. The 

reactions among friends were considerably more variable, particularly in regard 

to the site of the cancer. Pete, for instance, described the stigma associated not 

only with cancer but the very specific stigma associated with testicular cancer: 

It's like there's this one level like, you've had cancer and 

they go, ' ; Oh my God and he's only twenty-eight." Then 

they say what type and I say, "Testicular" and then it's 

almost like it goes from shock to not wanting to talk 

about it anymore, like total avoidance because they're, 

it's like this shame thing surrounding testicular cancer...I 

think society, especially Western society sort of has, 

anything about sexuality is like non-spoken. So i f it's 

anywhere to do with your genitals, then it's off-limits in 

terms of talking about it...and not just your genitals but 

your reproductive whole side of it you know. 

This lack of knowledge regarding testicular cancer was a factor in the 

discomfort experienced by the friends of the participants. The use of humor and 

the refusal to discuss testicular cancer suggests a sense of shame and stigma 

associated with the disease. Participants who had been very open with their 
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families and even with their employers became defensive and silent. They often 

noted that the support that was found to be wanting in their friends was often 

compensated for in their discussions with other cancer patients they encountered 

at the hospital during their treatments. 

Core Issue - Relationships in the Medical Setting 

The reactions of family, co-workers, employers, and friends were all 

crucial to the experiences of the participants. However, the roles of these 

individuals were all generally limited by their lack of knowledge of the disease 

itself. The participants found that engaging in discussions with people who had 

first-hand experience with testicular cancer provided a different, yet 

exceptionally valuable, source of support. These other individuals included 

other cancer patients and health care professionals. 

Other Patients. A s the participants went through the life interruptions 

necessitated by their illness, they encountered an assortment of people with 

whom they otherwise would not likely have interacted. Particularly helpful, 

according to the participants, were the men with whom they would share 

hospital rooms and chemotherapy clinics. The simple value of sharing their 

experiences was considerable for many participants. Friendships, at least of a 

temporary nature, were formed in hospital rooms. Participants became close 

with other men who were dealing with their own illnesses (not necessarily 

testicular cancer). Pete, for instance, recalled meeting a man during his 

treatments at the cancer clinic and said "...it was interesting and kind of good to 

have a consistent sort of roommate you could talk to and compare stories with." 
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Pete's statement reflects the value of being connected with others with whom he 

could share experiences in a way that otherwise he could not, even with close 

family members and friends. 

Not all of these new relationships were formed in medical settings. Kevin 

described a co-worker who he found to be quite helpful in the early stages of his 

treatment: 

I was pretty lucky because I ended up talking to a fellow, 

well he's from work, who had gone through cancer - not 

testicular but of another nature years before. He was able 

to tell me a lot of things. He said, "Pay attention to what 

they're doing", y'know, and "Be part of the whole 

process. Things wi l l get missed." 

John also found value in talking with a cancer survivor and suggested that 

anyone going through the experience of testicular cancer have access to such a 

person: 

People who are facing this for the first time, i f they have 

the opportunity to speak to somebody who is facing it at 

the time or who have faced it, you know, in the years 

gone by, it can be very helpful. 

Indeed, John found meaning in spending time in the hospital with other 

men who were more i l l than he was. He, and most other participants, would at 

some point compare themselves to others who were also in the hospital with 

cancer and found the comparisons to be ultimately helpful. As John said, "I was 



surrounded by a whole bunch of people that were not going to leave the cancer 

clinic. I always felt lucky and I'm a very big believer in really being clued in 

mentally to these things." 

While other participants related similar experiences, none of them 

maintained these relationships after they had completed their treatments. They 

exchanged phone numbers and would make plans to get together, yet they 

eventually chose not to continue the relationship outside of the hospital setting. 

It is entirely possible that outside of the cancer experience, they had little to 

share with one another and meeting outside of the hospital would primarily serve 

as a reminder of the illness. A s they moved away from being actively i l l and as 

they re-engaged the world that had been interrupted by the presence of cancer, 

they also wanted to move away from people and situations which reminded them 

of their illness. In a sense, they were working on the reorganization of their 

identity by avoiding the parts of their lives which were associated with illness. 

Health Care Professionals. Perhaps some of the most important 

individuals involved in the experiences of these young men were the health care 

professionals, including family physicians, urologists, oncologists, surgeons, and 

nurses who were charged with their care. Thorne and Robinson (1989) describe 

the relationship between the patient and the health care professional along a 

continuum of trust, ranging from low trust, described as "Resignation," to high 

trust, described as "Hero Worship." For the participants in this study, there 

existed a similar continuum of relationships with health care professionals, 

although most of the participants were exceptionally positive in their 
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descriptions of health care professionals. Al lan suggested that in his own care, 

the nurses were: 

...Excellent, excellent. You'd ring your phone and they'd 

be at the door.. ..They'd comfort you at times. Y o u know, 

you're an emotional wreck, nausea, and they'd come and 

pat you on the back as you're ralphing in the toilet, you 

know. And just general caring. They were, she 

[indicating a nurse who had stopped by to chat with him 

during the interview] was a big part of my health. There 

was times when you'd sit there and you'd be sick.. .and 

she'd come in and sit with you and talk with you for a 

minute. 

Al lan acknowledges the value of connections with health care professionals and 

in saying that they were "a big part of my health," he incorporates them into his 

experience of becoming well again. 

As noted earlier in this document, the quality and quantity of information 

related to the illness process was a major issue raised by most participants. The 

manner in which this information was disseminated by health care professionals 

was also of considerable importance. Hal 's words succinctly state what many of 

the participants suggested: 

The nurses and the doctors would tell me exactly what 

was going on, they wouldn't beat around the bush. They 

just told me this is what's going on, this is what drug 
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we're pumping in, this is what it's going to feel like. 

There was no beating around the bush...like what's going-

on all the way through. It was really nice. 

Some of the most complex information which had to be disseminated to 

the participants came from their oncologist, who was charged with their care 

following their initial diagnosis. While many participants were initially fearful 

of the treatment process, the understanding of the process as described by their 

oncologist greatly reduced their apprehension. The trust in physicians was 

considerable. Their role extended beyond the traditional role of healer to roles 

including provider of comfort and information. The participants identified their 

oncologist as the individual who would tell them when they were no longer i l l . 

In this role, the oncologist becomes almost a talismanic figure, perhaps best 

described by Cranshaw (1982): "...the physician assumes one of his most 

important yet seldom recognized responsibilities for his patient. He becomes the 

time-keeper of their biological clock" (p. 79). While none of the participants 

referred to their health care providers in such language, their interviews were 

infused with comments regarding the varied role of their physicians and nurses. 

Chuck, for instance, was initially intimidated by being in the hospital. His 

physician made the process much less unpleasant: 

He was fabulous the whole way he talked to us, his whole 

presence. With my family, like talking to my M o m , you 

know he was soft with my M o m and my Dad ...and the 

way he related to me especially, like he didn't talk down 
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to me like you know, you're just a little boy, you don't 

know what's going on sort of thing. He kind of talked to 

me on a level and put things in terms that I could 

understand, like what kind of drugs I was getting, how I 

was going to feel because of them and that sort of thing. 

A l l of the participants had similar comments related to their care at the 

Cancer Clinic, in reference not only to the oncologists, but also the nurses, 

technical staff, and support staff. Owen summarizes: 

They were friendly. They're very professional. They 

didn't make me feel i l l at ease at all, you know. I mean, 

they were very matter of fact. The way they 

communicated, they were direct. If I had any questions 

they would answer me. They actually offered more than I 

would need. I didn't have any complications, which 

helped. But I found the service in general was great. And 

that goes for both, you know the cancer doctors down 

here, the nurses up on the ward, basically the technicians 

in the lab, basically it goes for everybody. I had no 

problems. Everybody was very professional. 

Ultimately, it was this collection of medical health professionals, along 

with friends, family, and partners, who were with the participants as they started 

their treatment. As has been discussed, the nature of the support from these 

individuals varied considerably, yet was perceived as having a major impact on 



how the participants dealt with the illness as they progressed through their 

treatments. 

Summary 

In Identity Interruption, the presence of cancer forced the participants to 

re-examine their various perceptions about themselves and their roles with their 

family, friends, partners, while negotiating a new role within the medical realm. 

These various changes, initiated by the presence of cancer, placed the 

participants in a situation where their sense of who they had been, who they 

were, and who they would become, was challenged. Their sense of identity had 

effectively been interrupted by cancer. As they progressed through their 

experiences with treatment, they engaged in an ongoing re-evaluation of their 

identity, leading them to a point where they would start to re-enter the world 

from which they had been temporarily removed. 



C H A P T E R S E V E N 

R E S U M P T I O N OF P R O C E S S 

In the context of the Cancer and Identity Processing theory, Resumption of 

Process refers to attempts to regain one's bearings following experiences with 

cancer and the ensuing re-evaluation of priorities. Their experiences with illness 

had interrupted their sense of self, their body, and their social world. Now, they 

had to resume their lives in these new contexts. The participants noted many 

changes to their sense of who they were following their treatment, some of 

which were relatively short-term in nature, while certain other changes were 

more permanent. 

The transition between Identity Interruption and Resumption of Process 

was characterized by the participants as being generally positive in that they 

finally had an opportunity to reflect upon their experiences over the course of 

their treatment. The move toward reflection often occurred while they were still 

experiencing chemotherapy, although a number of participants stated that they 

were so involved in the treatment process that they had no opportunity to reflect 

on their experiences until they had completed their chemotherapy sessions and 

had started to re-engage in some of their previous activities, particularly work 

and the development of social relationships. 

Resumption of Process - Personal Identity 

The participants stated that, following their treatment, they were in a 

situation in which they were unsure of themselves. They were not the same 

people they had been prior to their diagnosis, but they were unclear as to what 



their role would now be. They would have to re-negotiate their sense of 

personal identity in light of their experiences. In a sense, they had lost who they 

were and would have to find a new frame of reference in which to place 

themselves. This re-examination of roles could be likened to what Marcia 

(1989) would identify as an exploration of identity associated with a reaction to 

a crisis situation. The cancer diagnosis and treatment initiated a process of 

exploration which, had it not been for the cancer, may not have occurred at all. 

The crisis is also similar in many respects to an existential boundary situation in 

that both present the individual with a challenge to their sense of self. For the 

participants, the crisis situation of illness and ensuing exploration of personal, 

professional, and social possibilities reflects a response to the boundary situation 

initiated by the experience of illness. 

Brodsky's (1995) study of men with testicular cancer found that following 

their experiences with cancer, men were more likely to communicate more 

openly in peer and intimate relationships. Additionally, he found that following 

their experiences with cancer, the participants had become much less invested in 

"materialistic pursuits," and placed greater emphasis on "activities that bring 

emotional satisfaction and sense of achievement." (p. 91). 

These changes in the identity of men with cancer were found throughout 

the experiences of the participants in the current study. As they looked to the 

future, they made reference to a change of priorities, many of which did not fit 

within the constraints of the "traditional male." They were more willing to be 

emotional, particularly with their friends. The charm of competition at work 
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became much less vital compared to their desire to enjoy themselves outside of 

their jobs. Yet it was still in terms of work and recreation that participants 

generally started to re-evaluate their experiences. In discussing their lives before 

cancer, they identified themselves, at least to me, through their work. As they 

emerged from their treatment, work again provided them with a role through 

which they could define themselves. However, the emphasis that they had 

placed on work before they became i l l was now substantially altered. 

Core Issue - Resuming Process at Work 

The return to the work environment was a somewhat confusing time for 

the participants. On one hand , they were happy to be contributing again, to be, 

as one participant put it, "back behind the wheel." On the other hand, the return 

to work signaled a significant change in their priorities. Deadlines, for example, 

had become meaningless. John suggested that while he was still demanding of 

himself, he became much less tolerant of other people and their focus on details: 

I've become probably less tolerant of little things, little 

annoyances. Not so much of my own little annoyances 

because... I'm very tolerant of that, as a matter of fact. 

But other people's, you know, which is not a good thing 

and I realize it's not a good thing and I don't necessarily 

react to it outwardly. But there's a lot of little shit that 

people worry about that they, you know, they shouldn't 

worry about. 
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John found that many aspects of work had become trivial to him. He no 

longer desired to focus his energy on "little annoyances," signaling a significant 

shift from his experiences prior to his diagnosis. This re-focusing was common 

among the participants as they made changes in the role work played in their 

sense of identity. 

The participants' perspective had changed, from work being what defined 

them (as it had in their lives before the interruption with cancer had occurred) to 

being a matter of financial survival. They still found work to be stimulating and 

rewarding and it did offer them a sense of control which they had largely lost 

during their treatments, but they did not want to allow work to become their 

raison d'etre. Priorities had changed from work being primary to work being 

secondary or even tertiary, behind family and having fun with life. It did, 

however, remind them of their previous "healthy" selves. Even those few 

participants who stated that their experiences with testicular cancer had not 

significantly changed their lives indicated that they did have a different 

perspective on priorities. Pete, for instance, indicated that while he did not feel 

that his experiences had essentially changed his priorities around work, he did 

notice some changes in the focus of his work: 

I moved to where I am now and it's a much better job. 

There's still a heck of a lot of stress and a lot of hours and 

everything, you know...I just found that the people I work 

with are probably the key thing that I look for in a job 

now, even above the sort of stuff that I do. I could be 
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doing asphalt for all I care as long as I like the people I 

work with...In terms of work, it's not as much different as 

I would hope. Like I still sort of kick myself everyday, 

like why am I working, you know, working thirteen hours 

a day. I shouldn't be doing this but I find I still do it. 

But. by the same token, I ' l l let myself get stressed at work 

only to a point and then I ' l l say, "Okay, I've got to call it 

quits. I'm going home," because of stress. Y 'know, life 

is not worth it, y'know. I've got to distance myself. I 

find I'm constantly saying to myself, "If I don't make this 

project deadline, so what. They're either going to keep 

me on or they're going to fire me and then, who cares, 

you know. I ' l l go on to somewhere else." So I mean it's 

changed a lot in terms of work but still I think I work too 

hard and get too stressed. 

Pete's re-evaluation of work activities indicate that while work was still 

important to him, his overall strategy in dealing with work-related stress had 

changed considerably. His experiences with cancer, particularly those related to 

his social world, altered his focus on work. In Brodsky's study of eleven men 

with testicular cancer, he described similar comments made by his participants 

as "...working to live rather than living to work" (p. 89). For Brodsky's 

participants, and for the participants in this study, work had become almost 

incidental compared to those with whom they worked. The value of being 



supported by other people translated beyond Pete's experience with illness as he 

resumed his life after cancer. 

In resuming their professional identities, the participants found that their 

approach to work had been considerably altered. I asked the participants i f their 

experiences with cancer had changed how they approached work. Larry's 

statement is reflective of comments made by other participants: 

Wel l , I guess work is less serious. A lot of people at 

work see me that way too, you know. I'm a pretty intense 

person when I 'm at work. I like to get things done fast. 

Now I'm just sort of like, no one died, who cares, go on 

now...When I was lying there I was, I never thought, "Boy 

I wish I'd spent an extra hour at work," you know. So it 

was more or less just kind of don't take life serious. 

Gerry agreed with the essence of Larry's comments in that he too found his level 

of intensity at his job had been diminished by his experiences: 

Gerry: Your whole life changes basically. Y o u look at 

things differently and you're not in so much of a hurry. I 

don't work as hard as I used to either. I sit down and I 

take it easy. Because before I always thought " Y o u work 

all day and all night, no time for anything else." Now I 

make time for other things. 

Brent: M-hm. What sort of things do you make time for 

now? 



Gerry: Well , I go see friends and my sisters because they 

have little kids; Pve got nine nephews and nieces. So I 

do that and now I take them along with me on runs and 

stuff. I mean you just do the little things that appreciate 

life because you never know... 

These comments stand in sharp contrast to the self-identification offered by the 

participants at the start of their interviews. Their experiences with testicular 

cancer had changed their perspectives on their work lives. While they made 

significant changes in their ideas about work, it was through work that they still 

chose to describe themselves, as evidenced by their responses to the opening 

question in the interviews: "Tel l me a bit about yourself." Possibly, this could 

reflect the interactive nature of the interview situation in that they were young 

men, communicating with another young man. Appropriate language in such 

dyadic introductions follows a common expectation of content (Morgan, 1992). 

Deviation from discussing "work" might be viewed as inappropriate or 

uncomfortable. Additionally, the stigma associated with testicular cancer may 

have made it difficult to describe themselves to a stranger as having had the 

disease. Gordon (1995) explained such reticence to discuss testicular cancer 

openly as a function of "masculine coping." In a conversation between men, 

discussion of work is very masculine, while talking about testicular cancer, as 

noted previously, may be uncomfortable and engender feelings of stigma. 

Regardless, while the participants still introduced themselves by stating 

their work role, their experiences with the cancer had led them to redirect their 
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energy from work to family and recreation. Such redirection was common 

among participants, who stated that family had become their most important 

priority following their illness. 

Core Issue - Resuming Identity at Home 

During their treatment, many participants relied greatly on their families to 

assist them in daily living tasks, along with the more general social support of 

providing a conduit to the "outside" world. As they resumed their lives after 

cancer, participants recognized the value of the contributions of their family and 

were now able to reciprocate in a manner they had not been able to when they 

were simply too i l l to do so. Pete, for instance described the change in both the 

quality and amount of time he spent with family prior to and after his illness: 

Um, it's funny because it's not like I go and visit my 

Grandma a lot more than I used to but I just find when I 

do go there, it's much more quality time. I kind of enjoy 

the time a lot more. Like I used to think, well, "I've been 

here six hours, I want to go home" and she'd be like, "No, 

you can't go, you've got to eat more" or something. So 

nowadays, I try to say, "Wel l , that's cool, that's fine." 

So, that's the big change...Family, I find, I appreciate 

more and I'm much more will ing to accept their faults 

and not worry about them, not let them annoy me. With 

friends, my close friends, I'm the same way but, like I 

have a sort of a group of friends, not a group, but 



individual friends, but I used to sort of be friends with 

them almost out of obligation because I've been friends 

with them for so many years. And it's like, wow, I 

haven't talked to them for a long time, I should give them 

a call. Not because I want to.. .and I find I don't worry 

about that as much anymore, you know. I don't want to 

waste my time i f I 'm not really interested in hanging out 

with a guy who's not really interested in hanging out with 

me.. .1 guess the most important thing is getting closer to 

my family. 

Time had become a precious commodity for Pete, not something he was wil l ing 

to expend upon details or with people he deemed "not interesting." Pete's 

description of the changes in his family and his more positive relationships with 

family members stands in contrast to findings described by Ozen, et al. (1998), 

in which the authors suggest that experiences with testicular cancer had no effect 

on their participants' perceptive on life. However, the Ozen study was limited in 

that it was a survey-based study, which did not allow the authors to examine in 

detail the variety of ways in which "perspective on life" could be manifested. In 

the current study, testicular cancer had a significant impact upon the 

participants' identity processing and upon how they perceived their lives in a 

broader context. 
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Core Issue - Prevention and Education 

In addition to the process of resuming a sense of personal identity at work 

and home, participants engaged in behaviors which seemed designed to prevent 

any future occurrence of illness. A n important component of the re-prioritizing 

of life issues was an attempt on the part of the participants to regain some sense 

of control over their lives in general and their bodies in particular. This need for 

control has been described by Kathy Charmaz (1994) as being central in 

adapting to illness. The sense of control, which the participants had largely lost 

during their treatment, was once again something they could reclaim. 

The resumption of premorbid functioning was, for most participants, an 

ongoing transition. Irwin summarizes the physical and emotional changes he 

had experienced during and following his treatment: 

Your body changes when you're sick. Like you go from 

where ever you started at and then you gain like all that 

weight and you look like shit and the dark eyes and the 

face. And then you kind of recover even 75% of the way 

you look, you look a hell of a lot better so you feel good 

and, I don't know, I wonder i f I 'm almost a little bit more 

self-confident because you had to walk around looking 

like shit. 

Irwin suggested that even a partial recovery from the effects of the cancer and 

chemotherapy was a great boost for him in terms of his self-confidence, which 

had been damaged through his experiences with cancer. Irwin suggests that 
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"even 75%" resumption of physical appearance following treatment was enough 

to improve his self-confidence. The relationship between physical appearance 

and self-confidence, which can be central to a sense of identity, had been altered 

by experiences with illness. 

The participants' awareness of the disease also influenced their health-

related behaviors, inciting some significant changes in some participants. Fred, 

for instance, had been aware of health issues because of his experiences with 

Crohn's Disease. However, following his experiences with cancer, he became 

even more vigilant in his health care: 

I can definitely say I've changed my life gradually to be 

more aware of kind of what's going into my body as far 

as food and health and everything. Which sounds kind of 

strange having Crohn's and all the problems I've been 

having. Yes, I've always been aware of kind of the 

medical side but my wife found a lot of information on 

alternative ideas, I guess to nutrition and stuff which 

makes sense to me and we've been fairly willing to try. 

Like I'm not a vegetarian or anything like that but I know 

I've cut down on red meat and I cannot obviously say I 

feel a little healthier with it. I still like to have a nice 

steak every now and again. 

Mel and his wife made a similar transition, from a diet heavy in red meat to a 

diet that was "...90% is vegetables and fruits." These lifestyle changes often 



went beyond the participants as they became "ambassadors," focused on 

educating others about testicular cancer. 

As they progressed further into a life after cancer, many participants 

became interested in helping others they perceived as being at risk for 

developing testicular cancer. Gerry, for example, became somewhat of a 

crusader in educating his brother and others about testicular self-examination 

I said, "Go get checked out. I mean, it's not going to k i l l 

you." I mean, it's the same as breast cancer, they say, at a 

certain age, go get your breasts checked out. It's not a big 

deal to them so it shouldn't be a big deal to guys. I mean, 

at that certain age, get it checked. I mean, it's worth your 

time I ' l l tell you, because i f you wait too long then it 

could be worse than what it is. The thing is, what I notice 

is that a lot of people are so naive. They don't understand 

until it actually happens to you or until somebody tells 

you, you know. Guys don't understand you know. Just 

in their whole, "Isn't that embarrassing?" I say, "It's not 

what you think it is." They're so afraid of it that it's not 

even funny, a lot of people...So I tell people and I let 

more people know, you know, what it's about. And i f 

people ask questions, I answer them. It's not 

embarrassing anymore. They ask "What kind?" 

"Testicular." "Oh really, I've never heard of that." And I 
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say, "Wel l it's pretty common." They say, "Oh really?" 

And a lot of people that ask questions, you know, you 

give them a little bit of information but at least they know 

about it. I mean, I found out it happens in siblings so my 

brother's getting checked out. I've had other friends I got 

checked out...That's the least you can do. 

Making their experiences public initiated many discussions cited by 

participants as being very rewarding. They felt not only a sense of control, but 

also of altruism, which gave them the ability to make sense of their 

experiences. They had not gone through the experiences for no reason. In fact, 

they had something valuable to offer as a direct result of their experiences and 

felt proud of their ability to share with others. One of the basic tenets of 

existential psychology is the reduction of anxiety through making meaning 

from unavoidable suffering. Certainly, these young men had made their 

experiences much more meaningful by discussing their experiences. This 

meaningfulness stands in stark contrast to the shame experienced during the 

earlier phases of their illness, when they were generally reluctant to share the 

nature of their condition with anyone outside of their immediate circle of social 

support. 

While not all participants became "educators," most did state that they had 

become more willing to engage with others in relation to health concerns. Hal, 

for instance, suggested that speaking about health concerns in general had 

become a common activity for him: "I've had a couple of good conversations 



with people, that's for sure. When someone brings it up, you can get into a good 

hour conversation with people." Thus, a new path of discourse had been opened 

for the participants, with a vocabulary which, prior to their initial diagnosis, had 

been generally foreign. They would use this new language to put the experiences 

in the past while still looking forward to their future. 

The development of a sense of control over the body and over lifestyle was 

not universal among the participants, however. Owen, for instance, stated that 

his experiences had a considerable effect on how he perceived his sense of 

personal control, although he found that despite his experiences, he was again 

losing his sense of control: 

I was lost before really in some ways before the whole 

thing took place and I've just continued on that basis you 

know. Just trying to find my way career-wise, social-

wise. But I'm getting at the stage now where I wouldn't 

mind settling down. So, I have those issues. Career, you 

can always do better at so... it seems like I've just fallen 

right back in the same mind-set and problems that I had 

before...It was an ego bust, you know. 

The "ego-bust" referred to here could also be viewed as a return to what Marcia 

(1989) described as initial ego identity. Participants went through a very 

difficult situation and they expected to grow as a result. Owen appears to be 

suggesting that despite his experiences, he ultimately found himself back where 

he started. This difficulty in making meaning from unavoidable suffering led to 
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a sense of frustration and disillusionment, which has been described in the 

literature on existential psychology (May, 1992). The return to the initial state 

was frustrating for Owen, as he felt that he had lost control over his work-life in 

much the same way he had lost control over his illness experience: 

...once you start the treatment, you just realize that, 

y'know, I don't know, you just lose that sense of control 

of your life and you realize how little control you have 

over your life. 

The time following treatment, then, serves not only as a time of reflection 

upon the experiences of being i l l , but also as a time of restoring a sense of 

personal control and making meaning from the experiences. It is perhaps best 

summarized in the following quote offered by John in response to my question 

"Has the whole experience changed you?": 

Well , I guess the focus changed from saying, well the 

career's not quite so much important and your family, 

your friends and having fun and doing the things that you 

enjoy is. Because the last thing you're thinking about 

when you're plugged into that thing [the intravenous 

apparatus] is, "Crap, I should have spent another day at 

the office." It's not like that at all . Y o u think about, "Oh 

yea, I didn't get out and get into that snowboarding race 

and I didn't take that trip to wherever." So from that 

perspective, since then I've done a lot. I've taken more 
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time for myself definitely. Went back to the things that I 

used to do that I kind of let go of. 

Here we see a transition from being healthy, to being i l l . to returning to being, at 

least provisionally, healthy (albeit in a changed form) again. 

Resumption of Process - The Body 

A s participants resumed their processing of identity following their 

treatments, issues related to sexuality and body image became important. This 

was more true of the single participants than it was of the participants who had 

partners. In fact, sexuality and the development of intimate relationships was 

cited by single participants exclusively as being important issues. Participants 

who had partners generally stated that they had no concerns in the area of 

sexuality as their partners were understanding of their condition. However, for 

single participants, there was considerable anxiety about their sexual 

performance and the perceptions of potential intimate partners. 

Core Issue - Sexuality and Body Image 

Sexuality has been described as being not just a physiological 

phenomenon (Cantor, 1986), but as having a large psychological component that 

plays a role in how individuals deal with sexual dysfunction. Schover, 

Gonzales, and von Eschenbach (1986) found that in a sample of 84 men who 

had been treated by radiotherapy for testicular cancer, 33% stated that they 

experienced less pleasure and intensity with orgasm following their treatment. 

They also found that their participants reported high levels of anxiety regarding 

both their sexual functioning and fertility. These results have been echoed in 
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more recent studies, including Hartmann, et al.'s (1999) study of 98 men who 

underwent various treatments for testicular cancer, including orchiectomies and 

chemotherapy. Hartmann's study suggests that sexual dysfunction and infertility 

can be long-lasting sequelae of treatment for testicular cancer. 

While the participants in this study were not necessarily familiar with the 

statistics on sexuality and fertility, they were very much aware of the impact of 

treatment on their own situations. The single participants were quite concerned 

about functionality. Brad, for instance, stated that his "...big question was Ts 

everything still going to work?' and it's like 'Oh yeah.'" The single participants 

were also concerned about when and how to disclose their history when they met 

partners. For example, when asked about his thoughts about his future in terms 

of health, Irwin replied bluntly '"I was thinking more about dating." One of the 

major issues around dating was concern about sexual performance and, to a 

lesser extent, body image. 

Johnstone, et al. (1991) found that men who had testicular cancer had 

lower scores on a measure of body image than a control group. Scores were 

particularly low for men who had undergone orchiectomies. Schain (1986) 

wrote of orchictomies: 

Cancer patients who undergo these types of ablative 

procedures are likely to require major shifts in attitudes 

and psychological reactions to compensate for such 

devastating changes in body image and/or function (p. 

16). 
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The participants in this study indicated that they were more concerned about 

functionality than image. However, Hopwood and Maguire (1988) have found 

that many cancer patients are reluctant to discuss body image concerns. Again, 

we see a potential masculine artifact within the interviews in that the participants 

may have felt uncomfortable with discussing body image issues with a stranger, 

particularly a male stranger. Regardless, the participants did note concerns 

about the functionality of their body, particularly in relation to sexual 

functioning, following their treatments. 

Kevin, who was angry about the difficulties in fathering children following 

his cancer experiences, stated that dating would be a much more complex 

activity than it had been prior to his diagnosis and treatment. He echoed 

statements made by other single participants who raised the issue of disclosure 

to female partners. How and when does one go about discussing the nature of 

their background with cancer, particularly given the deeply personal nature of 

testicular cancer, with a potential mate? Kevin stated that such disclosures were 

a new and rather awkward dimension which would be included in any future 

courtship: 

Well see, before this started, I was in a relationship and 

that relationship just recently ended. So now it's all of a 

sudden going to become an issue...You know it's all well 

and good to romanticize that it's, oh, you know, i f you're 

with somebody, it shouldn't matter. Wel l , it's going to. 
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Without a doubt, it's going to. That's actually a bridge 

I'm going to have to cross pretty quick here. 

In fact, Kevin went on to suggest that the issue of disclosure had already made 

an impact upon his feelings of security when approaching women in the first 

place: 

It's something that's played on my mind and it's 

definitely — more than anything, it certainly put the 

brakes on as far as approaching things like that. Like I 

guess it's not the same as it ever was as far as 

approaching someone and so on, but it's after you kind 

of, you know, go on a couple of dates and all of a sudden 

you're sitting there going, '"Well, why should I drop that 

bomb shell?" A n d I guess the approach I'm going to try 

to take is just to make out that it's just no big deal...The 

first part was your own perception as far as questioning 

your own sexuality. As far as, you know, am I a man, 

what makes a man, that kind of crap? There's a whole 

question that I went through as far as, "Wel l , what the 

hell would I have to offer as far as, you know, a 

relationship anyway? Do you feel guilty, you know? Is it 

a deception to get into a relationship then? I guess it 

depends on what the relationship is supposed to be about; 
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where it's going to go and what the other expectations 

are. 

Kevin 's statement about his worth in a relationship reflects a larger issue 

of feelings of self-worth. He questions the very nature of being a man —if 

indeed maleness is the presence of two functioning testicles, is he still a man? 

He reframes this powerful question by questioning the nature of a relationship 

that may be based on such a criteria. By questioning the expectations of the 

relationship, he can redefine himself as a man, and as having something to offer 

a relationship, i f the relationship is built on more than the presence of two 

functional testicles. Refraining expectations of relationships was common 

among the participants as they continued to resume the process of further 

developing their sense of personal identity. 

In addition to the very normal concerns experienced by young people 

entering into relationships, the single participants in this study suggested that the 

awkward dimension of their condition made dating much more complex and 

raised questions about their own masculinity. Again, Kevin succinctly describes 

impressions, stated by many of the other single participants, of their new 

perceptions of their masculinity: 

Wel l , the perception, eh, is like, "Wel l are you in the 

game or not?" Whatever, anyway, it just adds another 

thing to think about, another thing to get in the way. 

None of the participants reported that they had a prosthesis following their 

treatment, yet comments by many of the single participants regarding their 



feelings of loss related to the orchiectomy indicated that they were considering 

such a procedure in the future, despite the fact that their physicians typically 

discouraged it. Hal summarized the main reason for considering a prosthesis: 

Because I only had one testicle I was kind of, I don't 

know, I was kind of like tentative with chicks...just 

because, being around women and I don't know, girls 

finding out or something like that...In the next five years I 

wouldn't mind getting a prosthesis. I've talked to some 

doctors and they've never actually, like they've only 

heard of a couple of people getting that [a prosthesis] put 

in. But I think I would actually like to do that. I don't 

know, it's more of a self-esteem thing. Just, yeah; just a 

self-esteem thing. Yeah and it would be kind of cool. 

The participants who were considering a prosthesis were doing so because they 

felt that it would improve their self-confidence, particularly around women. 

Regardless, none of the participants, regardless of age. marital status, activity 

level, or any other variable, had a prosthesis. 

Resumption of Process - The Future 

As Frank (1992) has suggested, cancer is not a temporary illness in that 

one is always a person who has had cancer. As cancer survivors, the participants 

in this study were understandably concerned about the future. Looking ahead to 

life after cancer, participants took into consideration a variety or issues, not the 
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least of which was the possibility of a recurrence of disease. Additional issues 

related primarily to developing and nurturing intimate relationships. 

Core Issue - Hope 

Following their treatment, the participants had to continue the process of 

identity exploration with the knowledge that they were vulnerable, a concept that 

they had indicated was heretofore unfamiliar to them. Now, the possibility of 

recurrence of cancer was foremost in their thoughts, yet they wanted to make 

their lives better than they had been before they were diagnosed. The 

vulnerability they experienced shaped their construction of how they looked to 

the future. While the future was more uncertain than it had been before they 

became i l l , they experienced a sense of hope. 

Most participants indicated that their concerns about the future became 

much more crystallized as they approached the date of their regular check-up 

(either every three or six months, depending on how long they have been free 

from the cancer). While their bodies had become '"well" again, they still 

approached check-ups with trepidation. In a sense, they would re-experience the 

uncertainty that had been so powerful after they had been initially diagnosed. As 

John said: 

You become completely aware of your own mortality and 

so for me, I live six months at a time...I mean we're [he 

and his wife] not reckless but we certainly live for today 

and y'know, we're careful about tomorrow but we really 

live. We really live and time is so important, y'know. 



John experienced each check-up as a period of high anxiety — what i f the cancer 

had returned? However, he also experienced the anxiety as a reminder to "really 

live." 

The participants, while now aware of the potential frailties of their bodies, 

were looking toward engaging the future with hope. They saw a strong 

relationship between their future health and their ability to maintain a sense of 

hope. A s Kerson and Kerson (1985) write, "...hope is critical..." in dealing with 

unpredictable illness. The participants stated that both their general attitude 

toward the future and their conceptualizations of the role of cancer in their future 

plans were directly related to their previous cancer experiences. Fred, for 

example, suggested that his experience with cancer significantly altered his life 

experience and his expectations of the future: 

Fred: I've always been a big believer in, you know, you 

kind of live for today and enjoy life today because you 

never know how long it's going to last. But, over the last 

three years, that's changed. 

Brent: You've seen that change in the last three years and 

changing more since you were diagnosed with cancer. 

Fred: Definitely, because it kind of drilled it home. Like 

yeah, I can say that the cancer hasn't affected my life that 

much but it definitely makes you think about life and how 

long of a future you've got kind of thing. And living life 

to the fullest right now. A n d living life to the fullest for 
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me right now is extending it as long as possible and being 

healthy....the cancer and everything made me think about 

longevity of life and everything. 

While Fred suggests that cancer did not really have a great impact on his 

life, he goes on to describe how the experience changed his life. His experience 

with cancer was most certainly a motivating factor in how he planned to 

experience his life. The focus on enjoying life was constant among the 

participants who generally indicated that while cancer had little long-lasting 

impact upon their daily lives, their approach to life and perspective on the future 

had been considerably altered through their experiences with illness. 

Core Issue - Marital Relationships and Family Planning 

The effects of treatment upon virility and sexual functioning had become 

much more imperative for the participants as they became more healthy and their 

functionality returned to previous levels. With the improvement in health came 

changes in relationships with partners. However, these changes were somewhat 

different than those necessitated at the time of initial diagnosis. Rolland (1994) 

wrote that: 

Cancers in remission may not necessitate day-to-day 

pragmatic issues, but the undercurrent of threatened loss 

can nonetheless invade all aspects of a couple's life (p. 

328). 

For the participants in this study, relationships with partners were strengthened 

by the experience with cancer, a finding consistent with Gritz, et al. (1989) and 
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Rieker, Edbril, and Garnik (1985). Both studies suggested that marital 

relationships could be strengthened through experiences with testicular cancer. 

For instance, issues of parenting had generally been addressed adequately during 

the early stages of their treatment, when many of them cyropreserved sperm. 

Other partnered participants stated that they were not interested in having more 

children, but not as a result of their illness. These decisions required a 

cooperative effort between the partners, unifying them in a way which might not 

have occurred without the presence of cancer. 

For the single participants, however, family planning was a significantly 

more complex issue. Gerry, for instance, emphasized that when he thought 

about the future, the possibility that his ability to have children may have been 

diminished through his cancer experience: 

And that just hits hard. I mean I like kids and I always 

wanted to have children. That's the only basic downfall 

to me is that your chances of having children are not that 

great anymore. 

Gerry's statement suggests that he felt a sense of loss about his diminished 

chances of having children. Although having children had not been a pressing 

concern for Gerry before his diagnosis, his experience with illness brought the 

issue closer to his thoughts. However, the tone of his statement reflected 

resignation more than anger at the situation. Kevin, on the other hand, 

experienced his feelings differently: 



185 

I'm at the age where a lot of my friends are starting 

families and that sort of thing. That's tough. That's 

tough to watch, eh. I mean, I'm happy for them, you 

know, you kind of go, you know, shit. So you look at the 

cost, eh. Well , it costs you at the fertility clinic about five 

grand a shot. Oh, I ' l l pay off that student loan first, you 

know. It's not like the days where, you know, you get a 

bottle of wine and a meal and what do you know. Not 

that it's that simple for everyone but you know what I 

mean, you know. A n d key things like you know, 

someone complaining. "Oh God, I'm pregnant again." 

So, there's a whole side of it that I went through that was, 

I don't know i f it was grief or anger about the whole thing 

because it seemed so unfair. It had me affected for a 

while, well that probably wi l l always be a bit of an 

element, like you know. I don't know how you get around 

that. 

Kevin's anger at the difficulties he would be facing in the future is certainly 

understandable. His statement reflects not only the sense of loss, but also the 

sense of frustration that his illness, while treated and essentially in the past, wi l l 

continue to have significant ramifications for him throughout the future. 
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Summary 

In their lives following treatment and as they looked to the future, most 

participants were optimistic. Health, family planing, work, and relationships 

were all mentioned as issues which would be continually monitored by each of 

the participants. Overall, however, their attitude toward the future was hopeful, 

yet cautious, in all areas. Perhaps Pete's comment regarding his expectations of 

the future best summarize how the participants viewed the future, combining 

both the reality of the presence of the cancer and the hope for health: 

I could picture you know, like in nine years I ' l l be coming 

for my last x-ray, blood work and check-up with the 

doctors, I can imagine bringing my kid along and saying, 

"I've been doing this for ten years. Before you were born 

I was doing this. Back in the old days." 
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C H A P T E R EIGHT 

D I S C U S S I O N 

This chapter wi l l evaluate the results of the study and discuss its practical 

implications for counselling psychology, along with its potential educational 

applications in health care settings. Finally, limitations of the study wi l l be 

examined. 

Evaluating the Theory 

Strauss and Corbin (1990) identified several criteria which can be used in 

evaluating grounded theory produced using their methodology. These criteria 

wil l be examined individually, starting with "fit." The concept of a "fit" 

grounded theory suggests that the theory is faithful to the daily lives of the 

participants. Upon reviewing the transcripts and tapes of the interviews, it 

becomes clear that the theory "fits" with the experiences of the participants. 

While it is not completely isomorphic to how they processed their experiences, it 

presents a flexible understanding of how these processes occurred. Since it is 

not a stage-based model, allowances are made for different and unique 

experiences. However, it is the process of understanding experience, not 

necessarily experience itself, which the theory examines. The process described 

in the theory corresponds directly to the data provided by the participants 

through their interviews. 

The second criterion used in evaluating studies which utilize Strauss and 

Corbin's (1990) grounded theory methodology relates to the "common sense" 
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the theory makes to participants and those around them. In May, 1999, a 

summarized presentation of the preliminary results was given to the tumor group 

during their noon rounds at a local cancer clinic. At that time, the final theory 

had not been completed, but the basic data analysis was available and, while the 

presentation was brief (approximately thirty minutes), the physicians and nursing 

staff who were present indicated that the results of the ongoing analysis, which 

at that time was a modest framework which focused primarily on the roles of 

information and uncertainty in dealing with testicular cancer, appeared to be 

commensurate with the experiences of the young men with whom they worked. 

Another criterion for evaluating grounded theories produced by Strauss 

and Corbin's methodology is that of control and social action. Strauss and 

Corbin suggest that in order for any grounded theory to have applicability in 

terms of social action, it is not enough to simply do the research. There must be 

some action which results from the research. In this study, this fourth criteria 

cannot yet be fully evaluated beyond the general positive effects the interviews 

had upon the participants themselves. Many participants stated that they felt 

encouraged and pleased, not only by participating in the research, but also in 

simply knowing that such research was being conducted. Further actions 

proposed for the final theory, particularly in making the theory applicable to the 

lives of other young men with testicular cancer, wi l l be discussed in terms of 

implications for counselling environments, health care settings, and educational 

programming. Additional implications, in which the theory is proposed for use 

with other illnesses and other populations, wi l l also be discussed. 
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Existential Psychology and Identity Processing 

As discussed in Chapter Four, existential psychology has been used as a 

means of conceptualizing young men's experiences with illness to best frame the 

Cancer and Identity Processing theory. In reviewing the theory, it becomes clear 

that many issues central to existential psychology are reflected in the process of 

how these young men processed their experiences with cancer. 

Making Meaning 

The process of Identity Interruption and Resumption of Process described 

in the theory corresponds with Frankl's (1992) writings on psychological 

functioning, which suggest that a search for meaning can be in and of itself a 

challenging yet rewarding process. Marcia (1989) has suggested that 

impediments to a search for meaning can have significant implications for the 

development of a healthy identity. Testicular cancer can certainly be seen both 

as a possible impediment and as an incentive to the search for meaning or, at the 

very least, can result in the individual searching in directions that otherwise 

would not have been examined. 

For the participants, the process of dealing with the emotional, social, 

professional, and even existential issues related to their illness was, upon 

reflection, quite meaningful. Frankl writes that unavoidable suffering, such as 

an illness, can make the search for meaning more powerful. Certainly, these 

young men experienced suffering, yet they eventually made some meaning of it, 

as discussed in Chapter Seven. They did not see their experiences as being futile 

or without meaning. 



May and Yalom (1989) note that many problems within the individual 

arise from experiences with boundary situations, in which the individual 

encounters a situation that threatens their sense of self and psychological 

integrity. These boundary situations include significant life changes, such as the 

death of a significant person in the individual's life, a move to a new location, a 

new job, and of particular interest in this discussion, the diagnosis, treatment, 

and aftermath of testicular cancer. Boundary situations bring the individual into 

contact with constructs that otherwise would likely go unnoticed or at least may 

not be faced until more age-appropriate times. The diagnosis of testicular cancer 

can threaten the young man's identity to different degrees, depending on how the 

young man perceives the diagnosis and the relative significance of the situation. 

Regardless of the importance of the boundary situation, the young man is forced 

to re-examine his identity in terms of the new information and emotions being 

experienced. His previous experience has prepared him to some extent for these 

situations, but since he is a temporal being, the experiences upon which he 

draws to deal with the diagnosis, treatment, and aftermath are a construct of the 

present and are altered to meet the demands of the situation. 

Human experience requires a structure to organize experience and to make 

sense of past events in terms of present situations. This structure can be a loose 

framework of stories of the past or a highly structured chronological framework 

of experiences (Churchill & Churchill , 1982). It can be argued that the Identity 

Processing theory provides such a framework of understanding. It provides a 

link between the young man with cancer and society, permitting for a more 



meaningful discourse. Additionally, the theory allows young men with cancer to 

feel "connected" with others who have had similar experiences. 

Response to Threat 

In response to the anxiety experienced from a threat to one's sense of self, 

individuals often develop defense mechanisms to defend their identity from the 

potentially damaging anxiety. For instance, the individual might devise a sense 

of "specialness," a belief that he is somehow exempt from the laws of nature 

and, thus, cannot cease to exist. Young men with testicular cancer might be 

particularly vulnerable to this concept of specialness, in that societal messages 

imply that the ideal of health and strength is both youth and male-oriented. This 

message of health and strength in young men was evident in the amount of time 

it took most of the participants to examine their symptoms. They did not want to 

acknowledge the presence of illness which, from an existential perspective, 

suggests a resistance to accepting the possibility of weakness or vulnerability. 

On the other hand, existential theory suggests that individuals might 

develop a belief in an "Ultimate Rescuer," a talismanic entity that wi l l somehow 

prevent them from ceasing to exist (May & Yalom, 1989). Again, within our 

society, medicine is typically seen as being the most powerful force in dealing 

with any kind of illness. Although medicine may not always be viewed by all as 

a "talisman," it certainly is one of the most powerful models of healing 

mythology that our society has produced. The sense of specialness, or of a 

healing talisman, serves to protect the sense of identity that the individual has so 

carefully developed. 



May's theory suggests a loss of cohesiveness, or meaningful connection, 

between the individual and the society in which he exists. With no natural 

mechanism to assist in forming a bond with the society in which he lives, the 

individual must attempt to make sense of the world on an individual basis. 

Traditionally, mythology has served as a means of making connections between 

the individual and society. However, May argues that the role of mythology has 

been largely lost in contemporary society, resulting in a societal "malaise." 

However, the formation of a bond between the individual and the social world is 

not necessarily impossible in our society; rather. May suggests that mythology, 

the mechanism which had been used for generations before us, is no longer as 

powerful as it has been historically. We are forced, therefore, to develop new 

structures with which we can organize the world. It is in this gap between the 

individual and society that the Identity Processing theory fits, providing a link 

between young men with testicular cancer and the rest of the world. Essentially, 

it can assist these young men in making meaning of their illness and, more 

generally, of their role in the world. 

Counselling Implications 

A primary concern in identifying implications for counselling 

psychologists or others who may be involved in providing support for young 

men with testicular cancer is the willingness of these young men to engage 

counselling services in the first place. Previous research, including studies by 

Moynihan, Bliss, Davidson. Burchell, and Horwich (1998) and Edgar, 

Rosberger, and Nowlis (1992) have found varying amounts of success in the use 
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of counselling techniques in the long-term treatment of survivors of different 

types of cancer. Moynihan et al.'s study, however, focused particularly on men 

with testicular cancer and produced results which prompted the authors to state 

that "patients seemed to gain little benefit from adjuvant psychological therapy." 

(p. 433). However, these results conflict with those produced by other 

researchers such as Cain, Kohorn, Quinlan, Latimer, and Schwartz (1986), who 

found that, in a six-month follow-up of individual and group therapy participants 

who had different types of cancer, some improvement in psychological 

functioning was shown. Studies such as these indicate the need for the current 

research. Specifically, i f therapy is going to be offered to young men with 

testicular cancer, how can it best be delivered? How can young men be 

encouraged to take advantage of counselling? And, perhaps most importantly, 

do they need counselling in the first place? 

Participation in Therapy 

Only one of the participants in the study indicated that he had participated 

in any form of counselling either during or after his illness, and he did so only at 

the direct request of his oncologist. However, despite the fact that these 

participants did not access such services, they did state that they would be open 

to the idea of engaging in counselling. However, while cancer treatment 

facilities typically have psychosocial divisions which provide counselling, the 

study participants, while generally aware of these services, did not access them. 

Thus, though they said that they would go for counselling i f it were available, 

they did not choose to go when such counselling was offered. However, the 



results of this study generally indicate that young men with cancer may benefit 

from counselling, provided the format and timing of counselling is appropriate 

to the individual client. Making counselling mandatory would likely not be 

effective as the men in this study indicated that while they were actively i l l , they 

generally did not want to talk with anybody. However, pre-treatment 

counselling would likely be beneficial for men who require more information 

about the processes they may experience through their treatments. Post-therapy 

counselling, focusing on how to adapt to their bodies, their social relationships, 

to work, and so on, might also assist young men with cancer by preparing them 

for re-engaging each of these domains. 

The participant's reluctance to engage in therapy may have been related to 

a number of factors, although the results of the research indicate that they simply 

did not want to talk with people in general while they were i l l . Discussions they 

had about cancer following their treatment tended to focus on informing other 

young men about the importance of conducting self-examinations, not on 

exploring issues of self-examination or reflection. 

The counseling psychologist can play a significant role in assisting young 

men with testicular cancer through engaging in discussions about their 

experiences and how the individual experience can have an impact upon others. 

The participants in this study frequent referred to the value of their experiences 

in relation to the manner in which they engaged with others. By encouraging 

these men to investigate what exactly it was that made these interactions more 



valuable (for instance, a sense of altruism), the counseling psychologist can 

assist the client in making meaning of their experience. 

Therapeutic Techniques 

Specific therapeutic techniques would, of course, depend on the therapist 

and the specific needs of the client. Despite the use of an existential model in 

the analysis and interpretation of the interviews, the results of this study indicate 

that the young men, had they engaged in counselling relationships, would have 

been more comfortable with a problem-solving form of therapy, aimed directly 

at working with the day-to-day difficulties they were experiencing, particularly 

during the active treatment phase of their experience. In the discussion of 

Identity Interruption, the participants indicated that they tended to become 

focused primarily on short-term goals while they were actively i l l . Insight-

oriented psychotherapy with men at a time when they are focused primarily on 

daily life management tasks may not be as valuable to them as a more focused, 

task-oriented form of counselling. Counselling focusing on problem-solving 

would be similar to what Meyerowitz, Heinrich, and Schag (1993) describe as a 

"competency-based" therapeutic model in which clients examine specific daily 

problems and discover effective ways of dealing with them, leading to a sense of 

competency and of empowerment. 

Fawzy et al. (1990), on the other hand, suggested that an "active-

behavioral" intervention might best be used with cancer patients. Active-

behavioral therapy focuses on encouraging the client to engage in specific 

behaviors designed to help them cope more effectively with treatment effects. 
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However, Fawzy, et al.'s results should be viewed with caution as all of the 

other interventions against which they compared active behavioral coping were 

derived from the cognitive-behavioral school. Given the future-oriented 

perspectives the participants adopted following their period of treatment, a move 

from focused problem-solving therapy to a broader, more existential form of 

counselling might be appropriate. A n existential approach would allow the 

participants the opportunity to examine their experiences and make meaning 

from them, both in terms of how their experiences have affected them and how 

such experiences may continue to shape their development in the future. 

Regardless of mode of delivery, the application of the theory within a 

counselling context should incorporate an educational component. Ideally, 

counselors could work more effectively with young men who have testicular 

cancer by using the theory both as a means of framing the therapeutic process 

and as an educative instrument. Suggesting to clients that their experience, 

while unique in many respects, has been broadly described by others, may give 

the client a sense of community without necessarily actually meeting other 

young men with testicular cancer. Caution would be encouraged in suggesting 

that the theory is completely comprehensive; rather, counselors would be 

encouraged to inform the clients about the theory and then have clients modify it 

based on their own unique experiences. 

Implications for Educational Programming 

Participants were typically ambiguous in relation to accessing formal 

counselling (or even informal group interventions). While they stated that they 



would have gone for counselling i f they thought they needed it, only one actually 

went to counselling (and he discontinued very quickly). However, their activity 

related to obtaining information about the disease was actually quite high. As 

was indicated in the Identity Interruption section of this document, many of the 

participants sought out information which they felt was relevant to their success 

in surviving the disease. Thus, providing participants with a comprehensive, yet 

user-friendly version of the theory may be of benefit to participants and their 

families, particularly in the early stages of the illness process. The theory 

describes the process through which young men went as they were diagnosed 

and treated with testicular cancer. Additionally, it describes how they 

experienced their lives following their treatments. A s such, it provides a 

structure which newly diagnosed young men could use to conceptualize their 

own situation. The theory provides an understanding of the processes involved 

in the cancer experience for young men and could provide new patients with a 

sense of community and of hope, which has been found to be very important in 

the lives of chronically i l l people in general and in cancer patients in particular 

(Jevne, 1999). 

The participants in this study reflect statistics which indicate that most 

young men are unaware of the importance of conducting testicular self-

examinations (TSE) on a regular basis. Utilizing the theory described in this 

study, along with the words of the participants themselves, educational 

programming for young men could be developed with the intention of 

encouraging TSE with this at-risk population. Such programming could be 



focused on post-secondary institutions and health care providers who frequently 

work with young men (schools, public health nurses, and so on). 

Implications for Health Care Settings 

A s was indicated in Chapter Six, the participants varied somewhat in their 

desire to access information related to their condition. Various researchers, 

including Hauser (1981), McBride and Whyte (1998), and Stoklosa and Bullard 

(1986) have noted the valuable, i f under-used, role of health care professionals, 

particularly doctors and nurses, in communicating information and conducting 

follow-up with patients. However, these studies indicate that many health care 

professionals, while wellsprings of technical knowledge, sometimes lack a larger 

view of the problems faced by i l l people. The theory, then, might be used to 

provide health care workers with a means of discussing the experiences of young 

men with testicular cancer in a structured manner. Suggesting to the patient that 

their experiences, while unique, may have commonalties with others, may result 

in the patients becoming more receptive to education about their illness. 

Mathieson (1993, 1994) has argued that the medical-model based view of 

discussing psychological reactions to cancer focuses too narrowly on traditional 

psychopathology. Essentially, psychological interventions for those who may 

become depressed following a cancer diagnosis frequently follows protocols 

designed for more clinical kinds of depression, even though the etiology of the 

depression may be vastly different. The Cancer and Identity Processing theory 

provides an alternative for psychological intervention based on psychopathology. 

A young man who has testicular cancer may indeed show signs of clinical 
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depression. However, the nature of his depression may be more related to issues 

regarding body image and a loss of functionality and productivity than it is to a 

neurotransmitter imbalance. 

Mathieson goes on to suggest that the patients themselves may have 

different expectations of various health care professionals and recommends that 

a "space" outside of the medical setting be opened up to allow for patients (and 

indeed, former patients) to share their stories. The theory would suggest that 

counselling offered in a medical setting may be most effective i f it occurs while 

the individual is experiencing active symptoms or is undergoing treatment, and 

when it focuses on the dissemination of information. Counselling following 

chemotherapy and surgery might best be managed outside of a health care 

setting, allowing the individual to examine his experiences in an environment 

which may present fewer reminders of the unpleasantness of treatment. The 

application of the theory in medical settings might best focus on assisting the 

therapist and the patient and his family to determine how much information is 

wanted. 

The Cancer and Identity Processing theory can also be of significant 

benefit to oncologists and other medical health professionals who work with 

young men who have testicular cancer. Perhaps the best and most practical use 

of the theory would be in summarizing the results of this study for presentation 

to medical professionals, allowing for an easy-to-use clinical instrument which 

would permit clinicians to better understand how the disease can effect young 

men, beyond the physiological effects. Clinicians need to see the "big picture" 
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of testicular cancer, including effects on the young man's sense of personal 

identity, his body, and his social world (including work and family). A 

summarized version of the theory (similar to the graphical representation of the 

theory presented earlier) would expedite the dissemination of this information. 

The National Cancer Institute of Canada (NCIC) has developed a 

Behavioral Research Network (BRN) which facilitates the sharing of 

information regarding the psychosocial implications of cancer among its 

members (including the Canadian Cancer Society [CCS]) (Iverson, 1994). The 

Identity Processing theory should be presented to the N C I C through the B R N to 

facilitate the dissemination of the results to both professionals and the 

community at large. Since this research was conducted at sites funded in part by 

the N C I C , the sharing of information would be quid pro quo, a mutually 

beneficial arrangement between this researcher and the B R N . The information 

provided through the theory may assist with program development focused on 

encouraging young men to conduct frequent testicular self examinations and to 

understand that while testicular cancer is certainly a significant health concern, it 

is also treatable and that young men who survive frequently experience 

psychosocial growth from their experiences. The C C S is generally responsible 

for the dissemination of behavioral research to the general population and as 

such, should have access to the Identity Processing theory. 

Applications to Other Populations 

There are any number of illnesses which affect young men, many of which 

would have similarities to testicular cancer. Young men may process identity 



issues such as the inability to continue to at work, financial concerns, 

uncertainty, fear, anger, physical and emotional fatigue, friendship loss, fertility 

and sexuality issues, and so on, in similar ways, regardless of the specific nature 

of the disease. While specific differences may change the nature of the 

experience (for instance, i f the disease i f life-threatening, extremely painful, or 

disfiguring), the processes used in dealing with the illness may have certain 

commonalties. Thus, certain forms of interventions based on this theory may be 

applicable to other populations. However, more research should be conducted 

before any such interventions are attempted to ensure that there is a definite "fit" 

between this theory and other populations. 

Additional Participants 

Two men with testicular cancer who were older than the age described in 

the research proposal (18-35 years old) were interviewed for this study and, 

while their interviews were not included in the formal analysis, their comments 

indicated that they had a different perspective on their illness than most of the 

younger participants. Developmentally. the younger participants in this study 

were making transitions from being single to becoming partnered, from working 

at jobs to working at careers, from being children to becoming parents. The two 

older participants had made these transitions already, and, in general, their 

perception of the illness reflected a less urgent focus on building relationships 

and careers. While there is certainly room within the theory for flexibility to 

adapt to different groups, older men may tend to have a somewhat different 

perspective on their illness experiences. For example, all participants who had 
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children expressed a concern for the financial care of their children should they 

have a recurrence or metastasis of the cancer. The older participants indicated 

that their concern was not so much financial as it was moral. They were 

concerned about the impact the illness might have on their ability to act as strong 

role models for their children. While they also suggested that illness may be an 

opportunity to act as positive role models, they noted the fears they had that they 

may not be able to completely fulfill this role i f they became i l l again. 

Limitations of the Research 

This research was conducted under some unusual circumstances that arose 

during the interview stages of the study. In late summer, 1998, my father was 

diagnosed with testicular cancer, an event that most certainly made a difference 

to the manner in which I interacted with the participants. Since the interviews 

were semi-structured, they allowed for considerable latitude in terms of the areas 

I chose to investigate. While it is not possible to determine to what extent my 

personal feeling regarding my father's diagnosis affected the interviews and the 

questions I asked, the situation perhaps made me a bit more focused in the 

interviews, potentially altering certain areas of investigation that I may have 

otherwise pursued. For instance, in early interviews. I found myself drawn to 

asking questions about pain associated with the illness, a reflection of my own 

concern for my father's experience. 

It is also important to note that the initial data analysis was focused on a 

sport-based metaphor which was used to frame the experiences of the 

participants. This metaphor was based on various statements made by the 



participants in which they compared their experiences with cancer to various 

sporting activities (for instance jumping hurdles and beating a competitor in a 

boxing match). Ultimately, this metaphor was found to be insufficient for 

describing the process of dealing with the various identity-related issues and was 

therefore abandoned. However, it was presented to most of the later participants 

as a possible framework for understanding their experiences. While the 

participants who were exposed to this metaphor endorsed it, it was ultimately 

decided that the theory presented here provides a more accurate and 

encompassing means of understanding their experiences. Upon comparing the 

theory to the data in the transcripts, it became clear that the Cancer and Identity 

Processing theory does indeed provide a more comprehensive and complex 

understanding of the processes through which the participants went than did the 

sport metaphor. 

The young men with whom I conducted interviews were all located in the 

Southern Alberta area and were of relatively similar socio-economic status and 

cultural backgrounds. It is possible that men from other areas or of different 

cultural background might have different stories to tell, opening the theory to 

greater possibilities. Another possible area of concern that arose through this 

study was the number of participants. While there was enough information 

provided by the participants to complete the theory, additional interviews may 

have enhanced they overall theory by providing further examples which could be 

used in finalizing the axial codes. 
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A s noted previously, the participants generally did not recall detailed 

• 

information regarding their diagnosis and treatment. As such, it is possible that 

the study group may include a preponderance of young men who had 

experienced certain kinds of diagnoses and treatments and a dearth of men who 

experienced other forms of testicular cancer and treatment protocols. 

Additionally, all of the participants had the same oncologist, raising a possibility 

that his manner of treatment and of relating to the participants may not be 

reflective of the manner in which other oncologists work with their patients. 

Directions for Further Research 

One area of further investigation related to the results of this study would 

be research focused on applying the theory to other populations. One obvious 

option would be to examine young men with testicular cancer from other areas 

and cultural backgrounds. The participants in this study, as noted previously, 

were quite homogenous in terms of sexual orientation, cultural background, 

ethnicity, and so on. It would be interesting to conduct interviews with young 

men of different cultural backgrounds or who have bisexual or homosexual 

orientations. Additional investigation could center on young men with other 

illnesses, with older men, and with women. Using the theory with any of these 

groups may expand upon specific domains within this model. For example, 

would women find the theory applicable to their experiences with illness? If so, 

are there any differences in how they describe their experiences? If not, is there 

perhaps another way of describing the process which may be more appropriate? 
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Given that the current theory was based on interviews conducted by a male 

with other males, the dynamics of the interview itself may be worth examining. 

Morgan (1992) described the bias of men studying other men as reification and 

goes on to suggest that since knowledge is gendered, masculine approaches to 

gaining knowledge are biased. While I was certainly aware of the importance of 

minimizing bias, it is also clear that total avoidance of bias is impossible. 

Therefore, I made all attempts to make my biases, particularly those of a 

masculine nature, as explicit as possible by discussing them with my participants 

and acknowledging them in the design and analysis of the research itself. 

Throughout the interviewing process, the question of the dynamics of the 

interviewer-interviewee relationship were frequently considered. Might the 

participants have responded differently i f they had been interviewed by a female 

interviewer? Additionally, would there be any differences in the processes 

young women use to deal with a non-terminal form of cancer? Presenting the 

theory to young women for feedback would be a worthwhile endeavor in further 

understanding how people respond to illness in general. 

Focusing on specific subgroups within the range of participants described 

in the current study may also be an area of future investigation. Specifically, it 

may be of interest to study professionals, students, married men, single men, and 

so on, in isolation. This would have the benefit of specifying unique patterns of 

implementation of the theory which might ultimately indicate how these specific 

subgroups deal with their illness. Additionally, it would be interesting to utilize 

different theories of identity development as a framework of examining the 



current theory. Generally, the theoretical background of the current research (i.e. 

Erikson, Marcia, and the body of work emerging form existential psychology) 

tends to have a masculine bias. Examining the theory from a gender-neutral or 

feminist perspective may reveal new levels of depth or even different ways of 

conceptualizing the experiences of the participants. 

Another possibility for further research would focus on re-organizing the 

theory into a more empirical framework which could be used in working directly 

with young men who have testicular cancer. For instance, the core issues 

identified in Chapters Five, Six, and Seven may be reduced to specific 

components which could be rated as being more or less relevant for the client. 

Such a device would permit more empirical study which could reveal 

quantitative differences in how men perceive their illness and also in how 

effective any psychological interventions may be. While there may be some 

practical value in the development and use of such a device, it does not fit with 

the philosophical roots of this research. Any quantification of the theory should 

only be conducted with the understanding that the grounded theory produced in 

the current study was not devised with operationalization in mind. The current 

research was conducted in an effort to discover how young men with testicular 

cancer process their experiences with the illness, not to measure in quantitative 

terms their relative "success" in dealing with the illness. There is no indication 

in the current research as to a more or less adaptive manner with which 

participants dealt with their illness. Quantifying the model would be most 

practical in assessing and describing counselling effectiveness, not in measuring 



the appropriateness of how the men deal with their illness. In effect, it could be 

used as a descriptive, rather than as a comparative, measure of functioning. 

Summary and Conclusions 

The theory presented in this document discussed the process of dealing 

with testicular cancer as described by eighteen men who had the disease. The 

Cancer and Identity Processing theory was developed using a grounded theory 

methodology and is divided into three broad areas which follow a temporal-liner 

path, corresponding to how the participants told their stories. These three areas -

Self Before Cancer, Identity Interruption, and Resolution of Process - each focus 

on how the participants processed their experiences at various phases of their 

illness. Within each of these three broad areas are more specific issues which 

were described as being particularly relevant to the participants. 

The theory itself essentially provides a means of understanding the various 

processes the participants used in dealing with their illness, particularly in terms 

of how the presence of cancer had an impact on their identity, their sense of who 

they were. Their interviews certainly indicated that cancer played a significant 

role in their reflections on their sense of identity. Based on their descriptions, 

various possible interventions have been suggested, focusing on implications for 

counselling psychologists. Given the high rate of success with early 

identification and treatment of testicular cancer, it would appear important to 

further investigate ways of helping this particular population since there wi l l 

continue to be increasing numbers of survivors of this disease. 
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A P P E N D I X A 

A . 1 Stages of Testicular Cancer 

Stage Classification1 Diagnostic Criteria 
Stage I Confined to Testes; No Extra-Scrotal 

Involvement 

Stage II Infradiaphragmatic Lymph Node Metastases 

Stage III Supradiaphragmatic Nodal Involvement 

Stage IV Metastases beyond the Retroperitoneum 

' See Javadpour (1980), Kennedy, et al. (1987), and Thomas (1990) for a review of specific diagnostic 
criteria and discussion of substages. 



230 

A P P E N D I X A 

A.2 Treatment Protocols for Testicular Cancer 

Name of Treatment2 Summary of Treatment Procedures 
Inguinal Orchiectomy Surgical removal of testes (either unilaterally or 

bilaterally), epididymis, and portions of the vas 
deferens and gonadal lymphatics and blood 
supply. 

Retroperitoneal 
Lymphanedectomy 

Surgical removal of all perivascular material 
superior to renal arteries and veins. 

Chemotherapy Various chemotherapeutic agents utilized, 
including Cisplastin. Etoposide, and Bleomycin. 

Radiation Therapy Radiation focused on lymph nodes in 
retroperitoneal region and chest cavity. 

2 See Bracken (1988), Bracken & Smith (1980), Donahue (1990), Hawkins & Miakowski (1996), and 
Kennedy, et al. (1987) for reviews of each of these treatments. 
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A P P E N D I X B 

Participant Demographics 

NAME AGE MARITAL 
STATUS 

M - Married 
S - Single 

TIME 
SINCE 

DIAGNOSIS 

DIAGNOSIS3 TREATEMENT 4 OCCUPATION 

Allan 34 M 2 vrs. ~> A . B . C Plumber 
Brad 34 S 18 mos. 1 (Stage 1) A Parts Salesman 

Chuck 19 S 2.5 yrs. 1 (Stage III) A . B. C Student 
Dave 35 M 4 yrs. 1 (Stage 1) A , D Construction 

Worker 
Ed *5 M 2 vrs. 1 (Stage 1) A Electrician 

Fred 32 M 12 mos. 2 (Stage IIB) A , B Systems 
Analyst 

Gerry 26 S 8 mos. 1 (Stage 1) A . B Self-Employed 
Hal 21 s 5 yrs. N A A . B Test Engineer 

Irwin 28 s 4 yrs. N A A . B Student 
John 31 M 7 yrs. 1 (Stage I) A . B Sales Manager 

Kevin 26 S 2 yrs. 1 (stage IIB) A . B . C Information 
Technology 
Employee 

Larry 33 S 12 mos. N A A , B Systems 
Analyst 

Me l 34 M 12 mos. 1 (Stage II) A . B . C Student 
Norm 26 S 8 mos. 1 (stage 1) A . B Painter 
Owen 31 s 5 yrs. 1 (Stage 1) A . B Accountant 
Pete 28 s 2 yrs. 1 (Stage III) A . B Software 

Tester 
Albert 45 .1/ 5 yrs. J ( Stage IIA) A. B Manager 
Barry 48 M 5 yrs. 1 (Stage II) A, B Electrician 

1 I - Nonseminoma; 2 - Seminonma; NA - File information not available 
4 a- orciectomy; b - chemotherapy; c - RPLND; d - Radiation; NA - File information not available 
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A P P E N D I X C 

Introductory Letter to Participants 

Dear : 

My name is Brent Macdonald. I am a graduate student in the Department of 
Educational Psychology at the University of Calgary, conducting a research project 
under the supervision of Dr. Kathy Cairns as part of the requirements towards a Ph.D. 
degree. Dr. Scott Ernst has agreed to assist me in conducting this valuable research and 
is helping me with finding young men with testicular cancer who might be interested in 
talking about their experiences with the disease. I am writing to provide information 
regarding this research project, Young Men with Testicular Cancer: Psychosocial 
Factors and Identity Development, so that you can make an informed decision 
regarding your participation. Your participation in this study is neither a condition of 
nor is it connected to your treatment program. 

The purpose of this study is to gain a better understanding of the experiences of 
young men who have testicular cancer. As part of this study, you will be asked to 
participate in two interviews, conducted by myself, that will focus on what it has been 
like for you to have testicular cancer. The first interview will be recorded on audio 
cassette for transcription into hard text. This interview will take approximately one 
hour. The second interview should be shorter and will not be recorded. The purpose of 
the second interview is to verify the information gathered in the previous interview. 
You should be aware that even if you give your permission, you are free to withdraw at 
any time for any reason and without penalty. 

Participation in this study will involve no greater risks than those ordinarily 
experienced in daily life. 

Data will be gathered in such a way as to ensure anonymity. Your interview will 
be assigned a number so that you will not be identified in any way. Once collected, 
responses will be kept in strictest confidence. Your recorded interview and transcript 
will be kept in a locked filing cabinet in possession of myself and will be destroyed no 
later than two years after completion of the study. Only group results will be reported 
in any published studies. 

Should you be willing to participate in this study, please either contact me at 
217-7625 or inform Dr. Ernst or his representative of your willingness to participate 
and I will contact you by phone. Should you have any questions or concerns regarding 
this research, please feel free to contact me at the above telephone number, my 
supervisor, Dr. Kathy Cairns, at 220-5980, the Office of the Chair, Faculty of 
Education Joint Ethics Review Committee at 220-5626, or the Office of the Vice-
President (Research) at 220-3381. Thank you for your cooperation. 

Sincerely, 

Brent P. Macdonald, M.A. 



A P P E N D I X D 

Interview Outline 

1) Could you tell me a bit about yourself? 
Prompts How old are you? 

Where do you live? 
Are you in school? 
If yes, what level? 

If no, what do you do? How long have you been doing this? 
What is the highest level you have completed so far? 
Who do you consider to be your immediate family? 
Who are they? 
What do they do? 
How old are they? 
Where do they live (i.e. Live with you or elsewhere)? 
How long have you had your illness? 
What sort of treatments have you had for it? 
Are you on any sort of treatment regimen now? 
How well does it work? 
Do you require hospitalization for your illness at times? 
Is there anything else that you would like to tell me? 

2) I'm wondering i f you ever compare yourself to a person who does not have 
testicular cancer (for example, someone who is healthy all the time)? 
When/ how often do you make these comparisons? 
How do you feel about the results of these comparisons? 

4) What things about your life are different now from before you were 
diagnosed with your illness? 
Prompts How did your relationships change with your friends, i f they did at all 
Did your relationships with your family change? 
If yes, in what ways were they different? 
Have you found any difference in the way people in general react to you now? 
How about the people with whom you were closest? 
Has your illness had an impact on your more intimate relationships? 
Has your illness affected the things you do for fun and recreation? 
How has your illness affected your work at school/place of employment? 

5) What sort of supports have you found to be available to you at school, at 
home, with your peers, or with medical professionals? 

6) What do you feel that you are committed to at this point in your life? 
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7) Where do you see yourself in the future, for example, five years from now? 
Prompts Where does your illness fit in? 
How do you (will you) go about making these decisions about the future? 

8) We have talked about a number of things in this interview. What stands out 
to you as being the most important issue we have discussed? (Suggest 
identification of illness, changes in relationships, treatments, and so on i f the 
participant cannot name any particular issue). 

9) Is there anything else you feel is important that we did not yet discuss? Have 
you any questions for me? 
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A P P E N D I X E 

Informed Consent Form 

Young Men with Testicular Cancer: 
Psycho-Social Factors and Identity Development 

Investigator: 
Brent P. Macdonald 
Supervisor: 
Dr. Kathleen Cairns, Supervisor Department of Educational Psychology, 

University of Calgary 
Director, Testicular Cancer Clinic, Tom 
Baker Cancer Centre 

Department of Educational Psychology, 
University of Calgary 

Tom Baker Cancer Centre 
Sponsor: 
Dr. Scott Ernst 

This consent form, a copy of which has been given to you, is only part of the 
process of informed consent. It should give you the basic idea of what the research 
project is about and what your participation will involve. If you would like more 
details about something mentioned here, or information not included here, you should 
feel free to ask. Please take the time to read this carefully and to understand any 
accompanying information. 

You, the undersigned, hereby give your consent to participate in a research 
project entitled Young Men with Testicular Cancer: Psychosocial Factors and Identity 
Development. This research is designed to gain a better understanding of the 
experiences of young men with testicular cancer in an effort to provide better psycho
social treatment and to increase awareness of the disease. By participating in this 
research, you are adding valuable information that will be useful in understanding some 
of the implications of having testicular cancer. 

You understand that such consent means that you will take part in an interview 
regarding your experiences with testicular cancer and this interview will be recorded on 
audio cassette for transcription into text. You also understand that this interview will 
take approximately one hour. You understand that a follow-up interview will be 
arranged at a later time and this interview will take approximately thirty minutes. 

You understand that the responses will be obtained anonymously and kept in 
strictest confidence. You understand that only group data will be reported in any 
published reports. You also understand that segments of your recorded interview may 
be used in professional presentations and that every effort will be made to ensure your 
anonymity. You have received a copy of this consent form for your records. 

Page 1 of 2 
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If you participate, your reports may be made available to Dr. Scott Ernst, the 
sponsor of this study. No records bearing your name will be provided to anyone else 
except the investigators involved in this study. You also understand that your 
participation in this research is nether a condition of, nor is it related to your treatment 
program. 

A l l material and data obtained from this study will be stored and may be used for 
future analysis without obtaining any further consent from you. However, each study 
arising as a result of the information obtained in this study will be submitted for ethical 
approval. 

You understand that your participation in this study may be terminated at any 
time by your request or at the request of the investigator. Participation in this project 
and/or withdrawal from this project will not adversely affect you in any way. 

You understand that this study will not involve any greater risks than those 
ordinarily occurring in daily life. 

Your signature on this form indicates that you have understood to your 
satisfaction the information regarding your participation in the research project and 
agree to participate as a subject. In no way does this waive your legal rights nor 
release the investigators, sponsors, or involved institutions from their legal and 
professional responsibilities. You are free to withdraw from the study at any time 
without jeopardizing your health care. Your continued participation should be as 
informed as your initial consent, so you should feel free to ask for clarification or new 
information throughout your participation. If you have further questions regarding 
this research, please contact Brent Macdonald at 217-7625, Dr. Kathy Cairns 
(supervisor) at 220-5651, the Office of the Chair, Faculty of Education Joint Ethics 
Review Committee at 220-5626, or the Office of the Vice-President (Research) at 220-
3381. 

Name of Participant 

Signature of Participant Date 

Name of Witness 

Signature of Witness Date 

Name of Investigator 

Signature of Investigator Date 
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A P P E N D I X F 
T R A N S C R I P T S A M P L E W I T H C O D I N G P R O T O C O L S 

Transcript 
I: Chuck 
B: Brent 

Open Coding 
("Core Issues") 

Axial Coding Selective Coding 

B: So what did they give you 
for chances at that time? 
Did they give you a number 
or...? 

I: Not really, they said that I 
was very, very lucky because 
if there was a cancer to get, 
that this is the one that you 
want. The only bad thing 
was that I had left it, like it 
had gone on so long without 
being dealt with that they 
were going to have to go 
after it, like really hard and 
really aggressively. So they 
said that it should work, that 
you know I'm lucky, like I 
had a good chance. 

B: So what did they give you 
for chances at that time? 
Did they give you a number 
or...? 

I: Not really, they said that I 
was very, very lucky because 
if there was a cancer to get, 
that this is the one that you 
want. The only bad thing 
was that I had left it, like it 
had gone on so long without 
being dealt with that they 
were going to have to go 
after it, like really hard and 
really aggressively. So they 
said that it should work, that 
you know I'm lucky, like I 
had a good chance. 

Knowledge -
"Luck" 
The cancer you 
want to get 

Not attending to 
body 

Fear - going after 
it aggressively -
fighting imagery 

P E R S O N A L 
I D E N T I T Y 

B O D Y 

I D E N T I T Y 
I N T E R R U P T I O N 

B: Actually almost everybody 
I've talked to so far has said 
something similar. It's like 
if you get a cancer, you want 
testicular cancer. 

I: That's exactly what Dr. X 
said to me. He goes, "'I have 
full respect for cancer, but, 
this is the one that you want 
if you have to get one." 

Knowledge -
Respect cancer -
as an opponent? 

P E R S O N A L 
I D E N T I T Y / 
B O D Y 

I D E N T I T Y 
I N T E R R U P T I O N 
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B: So your family took it pretty 
hard, your sisters, your folks 
too. How about yourself? 
What was your reaction 
when you heard this? 

I: When I found out at Dr. 
(Family physician), it hit me 
but 1 don't know, I thought 
not so much that, I never had 
a feeling that I was going to 
die and that was the end of 
me sort of thing. Like I 
didn't see it that way, I just 
thought more, "Oh my 
goodness." I was generally 
more like, this was a big 
hurdle placed in front of me 
that I had to overcome. 
Almost like a test of 
character to see, that sort of 
thing. So that's really how I 
dealt with it. And, as I said, 
it felt almost like a dream to 
me. Almost like I was 
seeing it like a third person. 

Uncertainty -
"hit me" -
aggressive image 

Fear -
Appearance of 
Death Anxiety 
(denied) 

Uncertainty - can I 
do this? 

Fear -
Depersonalization 

P E R S O N A L 
I D E N T I T Y 

B O D Y 

P E R S O N A L 
I D E N T I T Y 

P E R S O N A L 
I D E N T I T Y 

I D E N T I T Y 
I N T E R R U P T I O N 

B: Really. 
Yea. Everyone was so 
scared that, like all my 
friends thought this was 
going to happen and they 
heard all these things but, 1 
don't know, I was scared, 
make no mistake about it 
like lying there in the bed 
sort of thing and going to 
sleep at night. But because 
my family was so great and 
my group of friends from 
high school were so 
wonderful about it, that I 
really felt that, I don't know. 
I kept myself so busy and so 
focused, just like with the 
eating thing and with 
exercising and staying  

Fear -everyone 

Fear - self 

P E R S O N A L 
I D E N T I T Y / 
B O D Y 

I D E N T I T Y 
I N T E R R U P T I O N 

Support - family/ 
friends 

Keeping busy & 
focused -
avoidance? Fear? 

S O C I A L 
R O L E 
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positive that I just kind of 
never dealt with it. It was 
just more like, "Okay Chuck, 
you just have to take the next 
eight months out of your life, 
deal with this, get over this 
and then go on, kinda like a 
basketball game or like a 
season where you go in, do 
it, sort of thing. Like I never 
dealt with it, like 1 don't 
know. 

"Never" dealt w/ it 
- avoidance 

Depersonal ization 

Sport image -
basketball season -
removal from 
"normal" life -
Fear 

P E R S O N A L 
I D E N T I T Y 

P E R S O N A L 
I D E N T I T Y 

I D E N T I T Y 
I N T E R R U P T I O N 

B: You were never like, this is 
it, this is the end? It was just 
like, well this is... 

I: Yea, this is, you were just 
going to, you know what I 
mean, people have obstacles 
in their life. Some people go 
through heart disease, some 
people go through this, this 
is what you've got and this is 
what you have to go through. 
This is to see how strong you 
are and how motivated you 
were. 

"obstacles" -
hurdles image? 

Uncertainty -
"test" - how 
strong? 
strength & 
motivation -
masculine 
qualities? 

P E R S O N A L 
I D E N T I T Y 

I D E N T I T Y 
I N T E R R U P T I O N 

B: See how far you can push it 
really? 

I: Yea, like you know, it 
wasn't like, I refused to let it 
affect, like I was still, I took 
two high school courses 
while I was going through it 
so that kept me working 
towards the goal of you 
know, going to school, 
getting on with my life sort 
of thing. 

keeping busy -
externalizing the 
disease 

social -
maintaining self as 
student -
illness as an 
interruption of life 
- similar to season 

P E R S O N A L 
I D E N T I T Y 

S O C I A L 
R O L E 

I D E N T I T Y 
I N T E R R U P T I O N 

B: So tell me a little about the 
treatment. You had the 
surgery, the first stage of 
treatment, you had the 
testicle removed. So what 
was that like, I mean, here 
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you are, you're seventeen. 
Yea, that was good. That 
was my first surgery I'd ever 
had and first time ever 
staying in the hospital 
overnight. But again, the 
social group around me was 
so amazing. One of my good 
buddies from high school, 
his Mom is a recovery nurse 
at the Rockyview where I 
had my surgery. As soon as 
me and my parents walked in 
to check in, to get admitted, 
she came running down and 
she kind of was with me the 
whole way sort of thing, 
which was really good 
because I was scared. Like I 
was really scared about that. 
I sat there in my room and 1 
was scared but I had my 
whole family. My sister 
played chess with me trying 
to keep my mind off what 
was to come. Then my 
parents were allowed, they 
put you into this room before 
you get actually into the 
surgical suite and they 
allowed my parents to come 
in and stay with me for a bit 
there until I got wheeled in. 
Then again, my friend's 
Mom, the nurse, came down 
and talked to me and told me 
what was going on, the 
surgeon was getting ready, 
everything was going to be 
fine. She would see me in I 
think it was an hour and a bit 
in the other room or 
something, so it was really 
good. 1 was kind of, 
supported the whole way 
through and then I went in, 
was terrified when I was 
lying there and they were 
strapping me in sort of thing 

fear - new 
experience -
boundary situation 

support - friends 

fear - surgery 
uncertainty 
support - family 

social -
"Shrinking" 
support group as 
surgery 
approaches -
change in the 
"team" 

medical 
professionals -
Value of 
reassurances from 
professionals 

Fear -
"terrified" -
surgery obviously 
elicited a lot of 

P E R S O N A L 
I D E N T I T Y 

S O C I A L 
R O L E 

P E R S O N A L 
I D E N T I T Y / 
S O C I A L 
R O L E 

S O C I A L 
R O L E 

I D E N T I T Y 
I N T E R R U P T I O N 

I D E N T I T Y 
I N T E R R U P T I O N 

S O C I A L 
R O L E 
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but from there I was out. 
Then I woke up in my room 
with my whole family 
around me. 

fear - anxiety cf. 
boundary situation 

support - family 

P E R S O N A L 
I D E N T I T Y 

S O C I A L 
R O L E 

I D E N T I T Y 
I N T E R R U P T I O N 

B: So it was good to have all 
that support then is what 
you're saying. It's really 
important. 

I: Oh, absolutely. Yea, it made 
it much easier because I was 
really freaked on the first 
surgery. 

? to clarify 

Fear -

reiterates and 
summarizes fear 
and support 

P E R S O N A L 
I D E N T I T Y / 
S O C I A L 
R O L E 

I D E N T I T Y 
I N T E R R U P T I O N 

B: So given the kind of cancer 
this was, and what they were 
taking out, was that an issue 
for you at all? 

I: Yea, at first it was I guess. 
You know, kind of an attack 
to the manhood sort of thing. 
But, I've always been I guess 
confident and I guess I don't 
know, it's a small price to 
pay for your life sort of 
thing. You know what I 
mean. I never really saw it 
like as a problem. 

Fear/ Anger? -
"attack" an 
manhood -
aggressive image 

importance of 
confidence 

loss of testicle 
"not a big deal" 
compared to living 

B O D Y 

P E R S O N A L 
I D E N T I T Y / 
B O D Y 

I D E N T I T Y 
I N T E R R U P T I O N 



242 

A P P E N D I X G 
S E Q U E N T I A L M O D E L OF INITIAL C O D I N G 

A L L A N 
Role of 
family and 
medical 
professionals 

; B R A D 
jfast 
[treatment; 

•{minimal 
[limitations; 
getting back, 
ko normal 

C H U C K 
Improved 
family 
relationships; 
staying active 

j D A V E 
Value of 
spouse; 

'dislosure to 
family/ 
friends 

E D 
linear process 
of illness; 
trying to 
move on after 
treatment 

F R E D 
Comparing 
diseases; 
effects on 
family 
planning 

G E R R Y 
Vocational 
difficulties; 
'negative 
eactions of 

friends 

H A L 
Support at 
school; 
losing/ 
regaining 
recreational 
activities 

IRWIN j J O H N 
Linear JFamily 
description of (planning; 
disease; hope Jgrowing from 
for the future negative 

experiences 

K E V I N 
Dating; 
Relationships 

^with family; 
linear 
[description of 
Idisease 

L A R R Y 
Value of 
parents/ 
friends; 
educating 
others 

Saturation 

M E L 
Value of 
spouse; 
acquiring a 
social 
network; self 
advocacy 

N O R M O W E N P E T E 
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A P P E N D I X H 

Response Letter to Participants 

Brent P. Macdonald, B.Ed., M.A., C. Psych. 
Suite 205, 2909-17th Avenue SW Calgary, Alberta T3E OBI 
(403) 240-5953 e-mail: bmacdonald@fntroyaLab.ca 

Dear: 

I would like to take this opportunity to thank you very much for your 
participation in research in the study on the Psychosocial Implications of 
Testicular Cancer, in which you participated in some months ago. 

I have reached the end of the study and as I mentioned during our 
interview together, I would be very interested in hearing your feedback on this 
research. I have enclosed a summary of the findings for your review. 
Essentially, I want to ensure that the results '"sound" right to you in that they 
reflect, in general, your experiences with testicular cancer. Please feel free to 
note any comments or suggestions you might have and return the feedback to me 
in the enclosed self-addressed stamped envelope. Y o u may also contact me at 
(403)217-7625. 

It was a indeed an extraordinary experience working on this research and I 
have learned a lot, not only about how young men deal with testicular cancer, 
but also of the value of your courage and strength in dealing with this disease. I 
am not sure yet as to what form this research wi l l take when it is made public, 
but I assure you that I wi l l endeavor to ensure that there wi l l be some form of 
practical application explored over the next few months. 

I hope that you experience health in your future and again, I thank you for 
your participation. It goes without saying that without you, this research would 
not have been possible. 

Sincerely, 

Brent Macdonald 

mailto:bmacdonald@fntroyaLab.ca
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A P P E N D I X I 

1.1 Ethical Approval from The University of Calgary Faculty of Education 

UC 
UNIVERSITY OF 
CALGARY 
Faculty of Education 

1998-06-04 

Brent McDonald 

Dear Mr. McDonald: 

Subject: Ethics Approval of Your Proposal 

Please be advised that your proposal "Young Men with Testicular Cancer: Psychosocial factors and identity 
development" has been given the Ethics approval by the Faculty of Education Joint Research Ethics Committee. 
Your approval is enclosed. Please note that you are responsible for obtaining approval from all participants 
as well as from any other institutions or agencies from which you are drawing participants (e.g. Mount Royal 
College, VRRI, nursing homes etc.). If your proposal is under review by another research ethics committee (e.g., 
Joint Research Ethics Committee or the Conjoint Medical Ethics Committee), you cannot proceed with your 
research until this committee has also granted its approvals. 

Gpod luck with your research. 

Sincerely, 

Michael Pyryt, Ph.D. 
Chair, Faculty of Education Joint Research Ethics Committee 

2500 University Onve N.W., Calgary. Alberta 72N 1N4 
Telephone; 220-5625 Fax: 
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A P P E N D I X I 

1.2 Ethical Approval from The University of Calgary Faculty of Medicine 
(Office of Bioethics) 

THE UNIVERSITY OF 

CALGARY 
Faculty of Medicine 

Office of Medical Bioethics 

1998-07-23 

Dr. D.S. Ernst 
Department of Oncology 
Tom Baker Cancer Centre 
Calgary, Alberta. 

Dear Dr. Ernst: 

RE: Young Men with Testicular Cancer: Psvcho-Social Factors and Identity Development  
Student: Mr. Brent MncDonnld Degree: PhD 

The above-noted thesis proposal has been submitted for Committee review and found to be ethically acceptable. Please 
note that this approval is subject to the following conditions: 

(1) a copy of the informed consent form must have been given to each research subject, if required for this study; 
(2) a Progress Report must be submitted by 1999-07-23, containing the following information: 

(i) the number of subjects recruited; 
(ii) a description of any protocol modification; 
(iii) any unusual and/or severe complications, adverse events or unanticipated problems involving risks 

to subjects or others, withdrawal of subjects from the research, or complaints about the research; 
(iv) a summary of any recent literature, finding, or other relevant information, especially information about 

risks associated with the research; 
(v) a copy of the current informed consent form; 
(vi) the expected date of termination of this project; 

(3) a Final Report must be submitted at the termination of the project. 

Please note that you have been named as a principal collaborator on this study because students are not permitted to serve 
as principal investigators. Please accept the Board's best wishes for success in your research. 

Yours sincerely. 

Ian Mitchell, MB, FRCPC 
Chair, Conjoint Health Research Ethics Board 

cc: Dr. C. dc Mctz 
Ms. Susan Jeffrey 
Dr. Kathleen Cairns (information) 
Mr. Brent MacDonald 

3330 Hospital Onve N W . Calgary, Alberta T2N 4N1 
Telepnone: (403) 220-7990 Fax: (403) 283-3524 




