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ABSTRACT

The claim has been made that psychological factors may contribute
to the etiology of cancer. This thesis presents an examination of the
difficulties of providing adequate evidence to support this claim
from psychological studies of cancer patients. Although it has been
reported that cancer patients differ psychologically from others,
there is little agreement as to how they differ and little evidence
that any observed differences are significantly associated with cancer.
Moreover, were that association to be shown, there would, still be
nothing in it of any known etiological importance.

The literature cannot preclude the view that the results so far
obtained are merely by-products of faulty design and methods. Two
studies are reported here on the basis of this view. The first study
tests an alternative explanation of results reported by Le Shan and
Worthington, They identified cancer patients correctly from a mixed
group (cancer and non-cancer) cn the basis of three personality
characteristics found from responses to a projective test. It is
hypothesised here that direct clues available from responses to this
projective test would suffice for the identification of cancer patients
without the aid of personality characteristics. Some support is
provided for this hypothesis but the results of the study are
inconclusive.

In the second study it was possible to show statistically significant
differences between answers of cancer patients and non-cancer subjects

(peptic ulcer patients and healthy persons) to a simple personality

questionnaire. Further analysis of results shows no difference between



answers of cancer patients and peptic ulcer patients and no psychological
characteristics common to a majority of cancer patients. This study
demonstrates that statistical manipulation can provide spurious
evidence for the existence of differences between cancer and n(Xi-cancer
subjects which has little psychological sigiificance.

It is concluded that with psychological techniques now available
it would be difficult to establish a correlation between personality
and cancer. Also, with the present inadequacy of personality theoiy
it is impossible to describe personality characteristics in physiological
terms, and certainly not ones which could be linked with somatic
dysfunction. For these reasons it is argued that psychosomatic research
should be concerned with psychosomatic processes. Specific diseases
can only be described as psychosomatic when these basic processes are
better understood or if psychological treatment is helpful in removing

or at least[“relieving symptoms.
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INTRODUCTION

Much has been written on the inf'luence of mental misery,
sudden reverses of fortune and habitual gloominess on the
deposition of carcinomous matter. If systematic writers
can be credited, these constitute the most powerful causes
of the disease.

(Welshe, 1846, (68) )

As further research is published it appears probable that
a consistent picture of the personality structure of the
cancer patient will emerge¥* We still, unfortunately view
these patients through the confusion of semantic and
methodological differences which seem to characterise the
first stages of research on any new psychosomatic syndrome.
(Le Shan and Worthington, 1956, (43) )

These two statements summarise the claim which is the subject
of this thesis; that psychological factors contribute to the
etiology of cancer. The statements also indicate the nature of
the evidence upon which this claim is largely based; psychological
evidence and in particular the "personality stinioture of the cancer
patient"* Use of the term *claim* requires some explanation.

Most writers have formally stated no more than a tentative hypothesis.
Nevertheless Le Shan and V/orthington are confident enough to write

of a "new psychosomatic syndrome". There are many indications in
the literature tiiat writers are stating an hypothesis which they
believe to be true. In this sense tie hypothesis may be called a

claim.

Prior to 1950 relatively few attempts had been made to study

cancer from the psychosomatic standpoint. Several eighteenth and



nineteenth century physicians and surgeons had noted the frequency
of grief, despair and depression in the histories of their cancer
patients* A few impressionistic studies were reported in the
early years of this century, but cancer was scarcely mentioned in
the psychosomatic literature¥* Since 1950 psychosomatic studies

of cancer have increased in number and have achieved some scientific
respectability with the use of psychometric techniques, control
groups and statistics* They have even reached the popular press,
with a review of some of the literature in a weekly magazine under

the headline Cancer; Is It Emotional? (29)

Medical observations, both of patients and of pecularities in
the disease process, appear to have provided the basis for a
psychosomatic approach to cancer* The quotation from Walshe
typifies the conclusions drawn from observation of patients*
More recently unexplained variations in the disease process have
raised the question of psychological influences* There is a
little anecdotal evidence linking psychological factors with
remissions and exacerbations, and in particular, attention has
been focused on long term remissions, cases of apparently spontaneous
recovery and the incidence of incipient cancer in which the malignant
cells do not spread* In such cases the growth disturbance appears
to be self-controlled and eventually disappears* There is evidently
resistance in these cases and it has been hypothesised that emotional

states may strengthen or weaken this resistance*



The question which these observations raise has been effect-
ively stated by Bacon, Xenneker and Culter (4)- "V/hat are the
factors that trigger the change from cellular order to cellular
chaos? Is an emotional force the finger on the trigger?" Other
writers, more explicitly accepting multi-causality, might prefer
to ask whether an emotional force influences the pressure of the
finger on the trigger. However the question is phrased, it clearly

raises extremely complex problems.

The complexities are not always acknowledged in research reports,
or if acknowledged are not always respected. One difficulty in
this field of research arises from the rather crusading spirit with
which some investigators have approached their work. There are
suggestions of a defensiveness against medical scepticism which is
not conducive to objective evaluation of results. In 1926 Elida
Evans introduced her Psychological Study of Cancer (17) with a
rather violent attack on her potential critics. "There is no truth
to be found in the prophylaxis of disease by continually dodging
facts because they are difficult or disagreeable @ ...... There
seems to be a love of contradiction among investigators and
innovators are not welcome". She attempts to disarm her critics,
stating that "these views (her own) are offered to the public with
the hope that the critics will not attempt a criticism of what they

do not understand".



(70)

Evan is an extreme example of defensiveness, but West in 1956

adopted a similar though rather more reasonable position.

Perhaps some of our psyciiologists can tell us why cancer
is such a 'hot’ subject, so hot in fact, that it is almost
impossible to approach it from a new angle. Why is it
that fossilized, unfruitful and admittedly inadequate
concepts of this disease are so stubbornly defended?

No doubt there is some unreasonable medical resistance to the

psychosomatic approach to cancer, but the burden of proof is on

the psychosomatic research. Reasonable criticism is not to be

rejected because some of the opposition is prejudiced. Weinberg

has provided a sound caution on this matter.

Those who engage in research directed towards the control
of cancer must be especially guarded in their enthusiasm
and must not be irked or impatient with those who are
adversely critical. If their reasoning has merit it will
prove itself in spite of unfavourable criticism. (69)

Weinberg is concerned about the dangers of using unproven

10

hypotheses as the basis of therapy, with the possibility of "causing

great harm to the unfortunate victim of cancer". One might also

apply his caution to the magazine article referred to above.

are obvious dangers in popularising a theory which is unproven,

particularly on a problem of such emotional significance as cancer.

Those who pursue this particular investigation should do

so with the full realisation of the responsibilities placed
upon them in order that they do not arrive at conclusions
which are without proper foundation. (69)

Cancer is a ’'hot’ subject and because of this there is on the

one hand a danger of over-enthusiastic, defensive adherence to an

There
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illf*ounded hypothesis, and on the other hand a need for extreme
caution in interpreting results* To the extent that research is
plagued by the former it is largely incapable of the latter. The
central problem for the psychosomatic approach to cancer is that
such a conflict is possible. It should not occur if there were

a clearly defined ’'proper foundation’ upon which conclusions could
be based. Weinberg iaplies that there is such a foundation, but
there is room for disagreement in defining it, and it is with that

problem that this thesis is concerned.

The simple answer to the question of proper foundations is
proof. That is, the proper foundation for a conclusion about the
psychogenesis of disease should be proof of a causal relationship
between psychological processes and somatic dysfunction. An almost
equally sound answer could come from the practical sphere, in terms
of treatment. If psychological treatment were successful in
removing synptoms and preventing their recurrence there would be
very good reason to assume that psychological factors influence
the recurrence and possibly the occurrence of the illness. However,
neither of these answers is available nor at present perhaps even
conceivable. With present knowledge of interactions among
psychological and physiological processes and with available
techniques for studying them proof is a distant prospect. It is
obviously impossible to experiment with psychotherapy on cancer
patients, and in any case psychotherapeutic techniques are not

sufficiently reliable to provide the necessary evidence.
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Regarded in tlie light of the evidence which is available, what
is ’'proper* appears to be largely a matter of opinion. Proper in
this context means acceptable and clearly there can be as many
acceptable foundations as there are differing opinions. Four
reviews have been published examining the evidence for the hypothesis
that cancer is psychogenic. Three of these (ILe Shan, (38) Kowal,
(33) Le Shan and Wortiiington, (43) ) find support for the hypothesis,
while not claiming that it is proven. The fourth (Perrin and
Pierce, (55) ) finds the evidence inadequate. The conclusion
reached by Le Shan and Worthington has already been quoted. They
write without qualification of a new psychosomatic syndrome. The

concluding remarks of Perrin and Pierce make a sharp contrast.

Although it is possible that a relationship exists between
the development and growth of cancer and the life history
or psychological characteristics of the individual, the
studies attempting to show such a phenomenon are uncon-
vincing. If indeed such a hypothesis is true it cannot be
shown from the available research. The data could be
interpreted about equally well to show that there is no
such relationship.

Such differences of opinion are certainly not peculiar to this
field of research, nor are they necessarily more extreme. It has
been suggested that the emotional significance of cancer makes the
conflict more exaggerated but if so it differs only in degree and
not in kind from clashes of opinion in other fields of psychological
and psychosomatic research. However, the fact of being commonplace

does not make the position any more satisfactory, nor make a solution
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any less necessary. This can only be achieved by defining Weinberg’s
eproper foundation’ so as to off-set the effects of uncritical
enthusiasm and give an appropriate criterion for assessing the

results of research. The present study is not an attempt to

provide such a solution, but is intended to bring into focus some

of the major problems and perhaps suggest where a solution might

be found.
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CHAPTER 1.

LITERATURE REVIEW

1#1 Historical Survey.

The hypothesis that psychological factors are a contributary
cause of cancer has been traced back to the eighteenth century.
Kowal (33) has reviewed the history in detail, but uncritically.
Early suggestions of possible psychogenesis were based largely on
clinical impressions, some Thysicians and surgeons noting that
cancer patients secured frequently to have experienced grief, despair
and depression. Gendron, an I8th century physician stressed the
importance in tlie history of cancer patients of "disasters in life
as occassion much trouble and grief". He cited a number of cases
in which the loss of a close relative was followed by "great
affliction" and the development of cancer. Richard Guy, surgeon,
wrote in 1759 that cancer appeared most often in women subject to
hysteric and nervous complaints. In 1783 Burrows noted as a cause
of cancer "the uneasy passions of the mind with which the patient
is afflicted for some time". Walshe wrote that there seemed to be
general agreement that "women of high colour and sanguineus tempera-
ment were more subject to mammary cancer than those of a different

constitution". Sir James Paget wrote "the cases are so frequent in
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which deep anxiety, deferred hope and disappointment are quickly
followed by the growth and increase of cancer, that we can hardly
doubt that mental depression is a weighty addition to the other
influence favouring the development of the cancerous condition".
In 1854 Amussat concluded that "The influence of grief seems to me

in a general way the most common cause of cancer".

Herbert Snow was extremely interested in the gathering evidence
but was aware of the shortcomings of such impressionistic reports
as had hitherto been published. He was himself convinced that
emotion could cause a loss in vitality and weaken the individual’s
ability to resist cancer, but he had doubts about the data upon which
earlier conclusions had been based. He reports that in a study of
140 patients 103 were said to have given an account of previous
mental troubles, hai'd work or other debilating agency. These
results were based on answers to the questions "Did you suffer from
mental trouble?" and "Was there anything particularly to weaken
you before the tumour appeared?". To improve on this method he
set out to collect detailed case histories from 250 patients. In
156 of these he found there had been "immediately antecedent trouble,
often in a very poignant form as in the loss of a near relative".
Thirty two spoke of hard work and privation and 43 had histories
permitting a suspicion of mechanical injury. In 19 no causation

history was found.

We are logically is”elled to enquire if the great majority
of cases may not own a neurotic origin? ... We find that
the number of instances in which malignant disease of the



breast and uterus follows Immediately antecedant emotion
of a depressing character is too large to be set down to
chance, or to that general liability to the buffets of
illfortune which the cancer patients, in their passage
through life, share with most other people not so
afflicted. (65)

In contrast, Perrin and Pierce report a statement made by

Williams in 1908.

Some authors attach great importance to grief, anxiety

and mental stress as causes of cancer. With regard to
this I can only say that the majority of cancer patients
whose life history I have investigated appeared to me to
have been less exposed to depressing influences than most
women of corresponding age in the general population. (74)

1.2 Systematic Psychological Studies

Elida Evans (17) was the first to apply modem psychological
theory and techniques in a study of cancer patients. She reported
a study by depth psychology of 100 patients. It is not clear from
her book who her subjects were. Apparently not all wore cancer
patients, or not all the cancer patients she describes had been
studied directly. The theories she advances are the result of
fifteen years of study "collecting what data I could, during my
work with nervous patients whenever their associations brought a
reference to cancer, collecting the history of each association as
fully as possible." Histories of patients who had had "direct or
indirect experience with the disease" were collected in greater

detail, "itemising the events of their life, filing away the data

16
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of their idiosyncracies as given by themselves, their family or
friends, in short their psychic history". A good deal of her
evidence appears to be based on dreams and associations about cancer,
rather than on systematic direct examination of cancer patients them-

selves#

Evans concludes that the cancer patient is typically an extrovert,
who must have "an objective attachment, deeply rooted, on which to
feed life’s most vital satisfactions"# If the attachment is lost
and cannot be replaced, as she claims happens in the case of cancer
patients, the detached psychic energy turns inward and in expressing
itself through a primitive erotic outlet brings the cancer into
existence. This work can only be regarded as speculation within a
framework of Jungian theory, and as a possible source of hypotheses
for more objective and rigorous investigation. Much of her
material appears to have been gathered at second hand, she gives no
concrete evidence and the interpretations which form the major part
of the bock are questionable by anyone who does not fully accept

Jungian theory#

The first application of psychometric techniques was reported
by Tarlau and Smalheiser in 1951. (67) They were interested in
the fact that half the cases of cancer in females occur in the
primary and secondary sex organs, and studied two groups of patients,
11 with cancer of the breast and 11 with cervix cancer# The aim

was to determine whether thei”e were any similar underlying personality
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patterns in the two groups. Techniques were a 1 - 2 hour interview
covering '"factors influencing psycho-sexual development", the
Rorschach and Drawing of the Human figure. Subjects are described
in terms of age and length of illness, education level (grade school
education) and are said to have "similar social background". For

a comparison with the Rorschach scores of their cancer patients

they used some ’'normal* responses from a study by Brussell and Hitch,

of 18 - 30 year old military recruits.

Rorschach protocols were analysed in detail and comparisons
made between specific scores. With only 11 subjects in each of the
cancer groups and normative data derived from young male subjects,
it is doubtful whether such comparisons are justified. It is
generally considered that single Rorschach scores have little meaning
in isolation and experts are constantly warning against misuse of
test results in this way. Furthermore some of the conclusions are
drawn from slight differences and no statistical analysis was done.
The authors note a striking difference between the cancer groups in
the use of CF. Seven breast patients did not use any CF while
only one cervix failed to. "Similarily, in the C category ten
breast patients failed to use it while only eight cervix ignored it."
The conclusion from these results is that the breast patients are
generally severely inhibited in expressing any emotional reaction
to stimuli from the environment. From comparisons between the
three groups, Tarlau and Smalheiser conclude that both groups of

cancer patients show greater impoverishment (fewer responses).
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a rejection of the female role (seeing more males than females in
the blots) and greater repressive forces (fewer human movement

responses) .

Their general conclusions, apparently based largely on inter-
view data, were that in the majority of cases (20) the mother was
the dominant figure in the family, and that both breast and cervix
patients show a general disturbance in sexual functioning. Breast
patients are said to have made a superficial adjustment. They had
no premarital sex experience, no divorces and were married later
than the cervix group (mean age at marriage 26). Of the cervix
cases three had premarital sex experience, seven had been divorced

and the mean age at marriage was 19.

In 1952 Bacon, Renneker and Cutler published results of a study
of 40 patients with breast cancer. (4) No control group was used.
The age, religion, and marital status are given and it is stated
that in socioeconomic status the women ranged from "upper lower to
lower uppei' with the mean about the middle middle". These status
levels are not defined. Results were derived from "dynamic
evaluations of anamnestic*material” and the personal observations

of the interviewer.

The common characteristics of these women are described as;
i. a masochistic character structure (35 patients)

ii. inhibited sexuality (39 had no adequate sex education, 35 were
virgins prior to marriage, 5 were unmarried and remained

virgins and 25 had never experienced orgasm)
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ill. inhibited motherhood (14 married women had no children, of

20 mothers only three had consciously wanted children)

iv. inability to discharge aggression (jO had no adequate techniques

for discharging aggression and most denied having been angry)
V. an unresolved conflict with the mother handled through denial
and unrealistic sacrifice. (30 cases)

Five case histories are presented, presumably as illustrations
of these patterns, but there is very little information about the
source of the results. Three of the described characteristics are
not defined (i., iv., and v.) The authors were cautious about the
conclusion of inhibited sexuality from the facts available, but
Justify it on tlie basis of a clinical impression that the percentage
(of sexually inhibited) was distinctly higher than they normally
observed in clinical investigations of neurotic women patients.

It is interesting to note that Tarlau and Smalheiser considered
their breast patients to have made a superficial adjustment on the
grounds that they had not had premarital sex experience whereas
Bacon, Renneker and Cutler regard the same fact as indicating
significant disturbance. However, at least in this case the facts

are available for the reader to evaluate.

A further finding which the authors consider to be important
was that those patients who did fit the 'typical* patterns, were in
all cases the older subjects. This they tentatively relate to the
view that everyone might eventually have cancer but some die first

of something else.
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The authors found that the majority of their patients had
delayed seeking treatment. Twenty eight were considered to have

shown neglect, in having delayed for two weeks or more.

Finally, the authors suggest that within a two year period
prior to the diagnosis of cancer many of the patients had experienced
an important emotional trauma. These experiences are classified
as follows:

Death of mother 3
of sibling 1
of husband 5
Marriage of patient 1

of son 1
of daughter 2

Birth of own unraanted child 3
daughter’s child 2
sibling’s child 2

Physical trauma

associated with child 3
a man 1
a woman 1

self , 5
an inanimate object 1

This classification is somewhat bewildering, at least without
knowledge of the particular significance of the experience to the
patient concerned. It is difficult to accept without further
evidence that the birth of a child to a sibling should be an
in¢)ortant emotional trauma, or that a physical trauma associated
with an inanimate object should have any significance for the

development of cancer.
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Wheeler and Caldwell (72) set out to repeat the Tarlau end
Smalheiser study with the intention of overcoming its main weaknesses®©
They used three groups, 20 breast cancer patients, 20 cervix cancer
patients and a control group of 20 women suffering from other
diseases. The diagnoses of the control group patients are not
given but it is stated that they were not suffering from malignant,
endocrine or psychiatric disorders. Subjects were selected for
diagnosis, marital status and race. Description of the subjects
in terms of age, education, and socioeconomic status (classified
according to McGuire’s scale) are given for the total sample only.

The Kent EGY Test was administered to indicate intellectual level

and again only the mean for the total sample is given. However,

the authors state that "all three groups were comparable for age,
education, socioeconomic status md intelligence"e All were out-
patients and none was on heavy sedation. Tests used were the
Rorschach, drawings of the human figure and the Rosenzweig Picture
Frustration, together with a Family Preference Rating and a directed
interview which was designed to cover the same areas as the Tarlau
and Smalheiser interview. As the authors point out, their inter-
view could only be generally similar to that used in the earlier study

since Tarlau and Smalheiser gave no precise detail of theirs.

Wheeler and Caldwell found no "dramatic divergencies" between
their three groups and state that "the women were more alike than

they were different". A fairly detailed presentation of results
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shows this conclusion to be justified. However, they go on to
discuss "significant tendencies" and "suggestive differences" based
on the few significant differences they did produce. No differences
were found from the drawing test or the Rosenzweig P-F. From the
interview data they found eight out of forty nine factors significantly
different at above the level of confidence, eleven Rorschach
scores differentiated between the groups at the 10* level and 9 at

the 9% level or better. Wheeler and Caldwell’s conclusionsbased

on these few differences were that cervix patients are less controlled
than the breast and non-cancer patients in sexual and emotional
responsiveness; they show little controlled affective responsiveness.
They are also possibly more preoccupied witii sexual and bodily
ideation and tend towards over-generalisation in intellectual
approach. Their family background is more disturbed. The breast
patients had a more adequate childhood, with a slight suggestion of
closer mother-daughter ties. They have less inner drive and have

inhibited sexual expression.

It appears that tlie only conclusion fully justified by the
results of this study was that the women were more alike than they
were different. The trends and suggestive differences mentioned
in the latter part of the report are very slender evidence. The
authors carried out a large number of significance tests on each
section of the data and some significant differences would obviously
have occurred by chance. A significance level of .10 is hardly an

adequate basis for conclusions. Wheeler and Caldwell emphasised
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in their introduction that studies must be rigorous and it un-
xortunate that they did not apply this conviction in their discussion

of ’'significant* results.

They compare their results with those reported by Tarlau and
Smalheiser and also with those of Bacon, Renneker and Cutler.
Their material does not support most of the conclusions of the
earlier studies but they outline areas of agreement which should
receive further investigation. It is an interesting commentary on
the generality of agreement tiiat Uie arhas mentioned are i. early
childhood environment, ii. parental attitudes, and iii. sexual

attitudes and behaviour.

Stephenson and Grace (66) used a questionnaire type interview
with 100 patients with cervix cancer and 100 controls with cancer
of "non-sexual sites". The age range and mean age of each group
is given (cervix 28 - 76, mean age 53.1, controls 21 - 71 mean age
59.5) The questionnaire is published in full and the authors state
that answers were accepted at face value with no attempt being made
at analysis or other intezpretation. The questions covered general
details, history of menstrual functioning, sexual and marital

functioning, trauma and personality functioning.

The only significant result obtained was that sexual adjustment
was much poorer among the cervix patients than the controls. This
was concluded from a higher incidence in the cervix group of i.

failure to achieve orgastic satisfaction in intercourse, ii. divorce.
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separation and unfaithful husbands* ill. extra-marital intercoursee
The authors state only the number of differences found to be
significant level) but do not give the total number calculated.
It is thus not clear tiiat the five significant differences found
from the questionnaire were a significant proportion of the total

number calculated.

Reznikoff reports a careful study of patients with breast
cancer. (58) His sang>le included 50 women attending a breast
clinic who were interviewed and tested before diagnosis. Sub-
sequently 25 were found to have cancer and 25 to have non-malignant
tumours. As a further control he studied 25 women who had passed
the examination at a cancer detection centre. This was a promising
sample but Reznikoff presents very little information about the
subjects. The criteria for selection was that they spoke English
and were still menstruating. No other facts are mentioned.
Furthermore it seems reasonable to doubt tijat of 50 patients seen
without knowledge of diagnosis, exactly 25 should fall into each
tumour group, malignant and benign, but the author does not mention

any selection.

Techniques used were Schaffer's Case History Outline, Murray's
Family Relations and Childhood Memories, Levy's Inventory of Maternal
Behaviour, the Thematic Apperception Test (analysed by the Eron
method) and a Sentence Completion test. The author describes methods
and results fully. From the questionnaires he found significant

differences among all three groups, the greatest differences being
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between cancer and 'normals’, the next largest between cancer and
benign and the smallest between benign and *normals* # Significant
differences between cancer and benign groups were more frequent
deaths of siblings at birth in the malignant group, more siblings

in the malignant group and more frequent deaths of parents in the
malignant group. There was only one significant difference between
these groups on the T.A.T., the number of nurturing themes. The
cancer patients perceived maternal figures as consoling less often
than did the other patients. Prom the Sentence Completion test

he found only two significant differences at the 5* level. Cancer
patients appeared more ambivalent towards heterosexual relations,
and the benign patients showed more positive family attitudes. In
the comparisons between cancer patients and ’'normals’ the same
differences appeared but in some cases they were greater. It should
be noted that in dealing with the questionnaire data, Reznikoff
analysed 70 items, and found only 5 significantly different at the

1/~ level.

Results from the questionnaires are obviously interrelated.
For example, if cancer patients had more siblings than the other
two groups the chances are greater of their having more who died
at birth. As with the Stephenson and Grace results, failure to
control important variables makes it difficult to accept differences
as being significantly reiated to cancer. In particular the

Reznikoff results concerning siblings, both numbers and deaths might

well be affected by socioeconomic status, and numbers might also be
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influenced by religious affiliations.

Le Shan and Worthington and Le Shan (j6, 42, 43, 44) have
published several papers reporting results obtained from interviews
and a projective test known as the Worthington Personal History.

This test is described as a blank resembling a personnel form.

Items cover areas such as family, school and occupation history,
hobbles interests and aims. Responses are interpreted within a
psychoanalytical frame of reference together with some of the concepts

of the Wamer-Davis-Hevighurst approach to social class in America.

c
In their first study Le Shan and Worthington used 152 patients

with various types of cancer and a control group of 125 persons with
*other or no known disease". Only the Personal History was used

to study these groups. The authors found three factors which
statistically differentiated between the groups. Most frequently
found was what they call "the loss of a major cathexis to some
individual or group of individuals". This is said to have occurred
within ten years befoi'e diagnosis of cancer. "This type of lost
cathexis was observed in 12~ of our control group and 7+ of our
experimental records". In the cancer group 5# showed a loss in
relation to children or spouse and 1l6/o in relation to peer groups
or to "a loss in the occupational area". Le Shan and Worthington
also found cancer patients more frequently had difficulty in
expressing hostility towards other people. This was observed in
47 of cancer patients and 2+ of controls. The third factor was

tension over the death of a parent, found in 3+ of the cancer
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records and 11 of the control records. To test these results a
iTirther 28 records were obtained, from 15 cancer patients and 13

controls, and these records were analysed blind,presumably by the
two authors though this is not stated. Correct predictions were

made in 24 out of the 28 cases.

In a second study using the Personal History Le Shan and
Worthington report similar results. In this investigation 250
cancer patients and 150 age-equated controls were tested and some
subjects were also interviewed. The original three factors were
again found to differentiate between the groups and a fourth factor
added. Seventy nine percent of the cancer patients were found to
show marked self dislike and self distrust as compared to 3+ of
the controls. The authors also described in this paper a life
history pattern which links the four factors together, found in 6**
of cancer patients and 1Q/o of controls. The cancer patient has
experienced a trauma in his developing ability to relate to others.
He thus becomes capable of only superficial relationships but the
personality development before the trauma occurred was such that he
had a need for warm relationships. Later in life he finds it both
possible and safe to develop a close relationship and pours into
it all the relationship need he has carried since the original trauma,
He then loses the relationship through deatli or in some other way,

and the loss is particularly severe because of the intensity of his

attachment.

Le Shan (36) has also reported a study of a group of patients
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with Hodgkins disease, 9 women (aged 27-44, mean age 32, and 19
men (aged 23-53, mean age 26). Three control groups were also
examined, 35 patients with other forms of malignant disease, 100
subjects with no known disease who had passed the examination at

a cancer detection centre, and 200 patients with a wide variety of
cancers. The first two control groups were equated for age and
social class with the Hodgkins disease patients. It is not clear
from the report how the two cancer control groups differ, except
that the smaller group was matched with the Hodgkins disease group.
Subjects were "in the main" outpatients. The Hodgkins disease
patients were interviewed for an average of two to four hours, but
eight were seen "far more intensively". One hundred and seven of
the controls were interviewed for "varying numbers of hours", (24
in the first group, 20 in the second and 63 in the third). The
nature of the interviews is not described at all. Le Shan found a
similar life history pattern in 90™ of the patients with Hodgkins
disease. This pattern appeared in 2% of the subjects in control
group 1, 4~ of control group 2, and 2 * of control group 3# Le
Shan describes three phases in the typical life history* The first
phase consists of a childhood and adolescence marked by strong
feelings of unworthiness and much psychological stress. "During
this period the individual appeared to function normally but never
related himself to others with any great intensity". In later
adolescence or early adulthood the second phase begins with the

discovexy of a peer group with similar goals and orientation.
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The individual finally feels accepted and pours a tremendous amount
of energy into the activities of the group¥* "His level of out-
wardly expressed physical activity increased very markedly to a
degree that is far above normal"# The third phase starts with the
loss of the relationship to this group for reasons beyond the
control of the individual, such as graduation from school, and
induction into the armed services. He now feels isolated and
alone and because of his early development cannot establish
relationships with other groups* Three case histories are
described to illustrate this life history pattern but Le Shan

does not describe how the total results, ie. percentage of cases
with typical life history patternjWei*e arrived at. In this paper
Le Shan speculates at some length about possible physiological
interventing variables, attempting to describe the possible effects
of each life history phase on tlie pymphatic system. It would
perhaps be reasonable to suggest tiiat such physiological speculation
be left until further, more precise studies have been done of the

personality and life history of these patients.

Le Shan, Marvin and Lyerly present evidence to indicate that
patients suffering from Hodgkins disease are of above average
intelligence. (40) They examined 408 clinical records of Arny
personnel who had received the diagnosis of Hodgkins disease during
the period 1945 to 1945. Scores on the Army General Classification
Test were available for 97 of the Hodgkins disease cases. The mean

score for these patients was 110.1 as campeured with the mean of 100
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for the total Army population. Pre-war occupational status was
also examined for 209 men with the disease. As a basis for
comparison they used a study by Stewart of the relationship between
pre-war occupation and AGCT scores in which median AGCT scores are
listed for 227 occupations for a random sample of 81,533 men. le
Shan et al found a highly significant difference between the
proportions of their sample in each categozy and those in Stewart’s
sample, that is the greater proportion of pre-war occupations of the
Hodgkins disease group were found to be in those occupational groups
whose median AGCT scores were highest. They found no significant
relationship between AGCT scores and severity of disease, as indicated
by duration or histological type. The authors make no inter-
pretation of these findings nor do they attempt to account for them,
possibly because it is very difficult to see what their significance,

if any, might be.

Fisher and Cleveland have approached the personality of the
cancer patient from the point of view of the body image concept,
using their Rorschach ’'barrier score’ . (18) Their approach to
cancer patients developed from the hypothesis that persons with
internal/cancer would be likely to have a low barrier score while
with external cancer would have a high barrier score. In the first
part of the investigation they did a blind analysis of Rorschach
protocols obtained from six patients witii external cancer (melanoma)
and 11 patients with internal cancer (cervix). They were able to

identify all but two correctly by means of the barrier score. In
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the second part of the study 59 external cases were used and 30
internal cases. The external group comprised one cancer of the
skin, six melanomas and 52 breast cancer patients, the internal
group three colon, two lung, one stomach and 24 cervix. Analysis
of the Rorschach protocols of these patients showed a statistically
significant difference on the barrier score. Finally the authors
selected randomly ten cases, five internal and five external and
had three psychologists analyse the records blind. One of them

got all correct and the other two 8 out of the 10.

In order to show that these results were not due to pain and
other sensations giving particular significance to the affected
part of the body, they tested a control group of patients who had
had a colostomy performed ten years previously. It was assumed
that if experience of pain or discomfort led to a concentration on
the affected part then these patients would differ from recent
colostomies by being more concerned with the affected area, end
would therefore have lower barrier scores. They found no
significant difference between the ten year colostomies and the
recent cases. Although this line of reasoning might be sound it
is doubtful whether tie authors were justified in assuming, without
evidence, that the longer one has to live with a oolostony the more
important the affected area becomes. Another rather doubtful
aspect of this study is the authors’ classification of ’'internal’
and ’'external’ cancers. It has been pointed out that the criteria

used by Fisher and Cleveland for their classification bear a minimal
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relationship to the usually recognised three primary germ layers#
Furthermore their case would have been stronger had the groups been
matched more closely (age was the only variable controlled), and
had they not included several different types of cancer in each

group.

West, Blumberg and Ellis carried out an interesting study
comparing patients in whom the disease developed rapidly with those
who lived longer than average. (71) They undertook this research
as the result of having observed personality differences between
fast and slow developing cases. They describe tlieir initial
observations as having given them a ’‘clinical feeling*. Accounts
of this research have been published in slightly different form in
two places. Blumberg, West and Ellis (1954) state their aim as
being to relate personality characteristics of cancer patients to
the clinical course of their disease and tentatively hypothesise
that the "very development of cancer might conceivably result from
the physical effects of long continued inner stress which has
remained unresolved by either outward action or sucessful adaptation".
They state however, that they are not presenting evidence of

causative factors.

Their sample comprised male patients suffering from inoperable
cancer; lymphoblastomas, leukemias, and cancer of the lung, prostate
and testicle. All had been told of tlieir diagnosis. The methods
used were the Rorschach, the Thematic Apperception Test, the Minnewta.

Multiphasic Personality Inventory (K.M.P.I.) and the
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Intelligence Scale. In the first section of the study 15 of the
most contrasting patients with respect to disease activity, survival
period and ease of control with irradiation and chemotherapy were
tested. The results of the M.M.P.I. showed significant differences
between the fast end slow progressing cases. Specific scores found
significantly higher in the fast developing cases were; highly
negative F-K values (-12 or more) indicating a high defensiveness
and a strong tendency to appear serene in spite of inner stress;

D values 55 and over without increase in Hs and Hy, indicating
unrelieved anxiety and depression; and low Ma scores (under 60)
indicating abnormal lack of ability to decrease anxiety through
outward corrective action. These results led the authors to extend
the group to include 50 patients and the results of the tests were
related to a clinical diséincﬁi?n bet&eeﬁ the fast and slow cases.
The criteria used to establish who were the fast and slow cases were
based on clinical data relating to the life of the average patient
suffering from each particular type of cancer. Any patient
surviving 50* less than the average time was classed as fast and
those surviving over 50 longer than the average were classed as
slow. Predictions based on M.M.P.I. results were correct in 6 *

of tile slow cases and 876 of the fast cases. The Rorchachs were
analysed by Klopfer and results are said to have confirmed those
obtained from the M.M.P.I. although there was only one statistically

significant difference between the two groups, out of 15 calculated.

In one report of the study it appears that the original 15



patients were included in the later 50 but Blumberg (7) states

that they were not included in the second part of the study. If
they were included the results would be affected and this point
should have been made quite clear. Another weakness of the study,
to which Perrin and Pierce have drawn attention, is the method used
to calculate the percentages of fast and slow cases correctly
identified by the test results. This seems to have been done by
relating the number of fast and slow cases in which guesses from
the M.\M.P.I. were in line with clinical data, to the number of fast
and slow cases as selected by the M.M.P.I., instead of to the
number of fasts and slows as clinically determined. Calculating
on this latter basis and excluding the original 15 cases from the
sample, the percentage of slows correctly identified by the M.M.P.I.
drops to 54 and the percentage of fasts rises to 89*. Two other
points of weakness in this study have been criticised. Ziskind,
in discussing the research, considered that more attention should
have been paid to the relation between growth rate and the location
of the lesion and the method of treatment. Ziskind also drew
attention to the difficulties of classifying cases into fast and
slow on the basis of the clinical criteria used in this study.

It is not, in fact, made quite clear in the reports of this research

just how the division of patients into the two categories was made.

Klopfer has discussed the Rorschach protocols obtained in this
study (32) but his paper is primarily a consideration of a personality

theory based on his experience with this projective test, and does
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not contribute independant evidence of personality factors associated

with cancer.

Krasnoff (34) arranged a repetition of this study. His design
was similar but there were some important differences. Patients
were both male and female and all were suffering from the same
disease, malignant melanoma. They were not inoperable and some
had been subjected to various surgical procedures. The patients*
knowledge of their diagnosis varied, this having been left to the
discretion of the individual physician. Krasnoff used epidemiological
criteria for selecting fast and slow cases, based on normative
survival data provided by Nathanson and Welch. The criteria for
fast cases was survival time from the time of the first appearance
of symptoms until the time when 25% of tlieir sample had died, this
being 18 months. The slow cases were those who survived for longer
than the 75th percentile, 72 months. Seventy patients were seen
initially. Of these only 22 qualified as either fast or slow, but
because of tlie rapid development of this disease only 6 cases could
be included in tlie fast group. Ihrasnoff applied the Mann-V/liitney
U test to the background data for his sample. There was no signi-
ficant difference between the fast and slow cases in chronological
age but tie fast group were significantly lower in socioeconomic
background and in their score on the Weschler-Bellvue vocabulary
test. Only the Rorschach and M.M.P.I. were used, the Rorschach
again being intex“reted by Klopfer. Rorschach results failed to

discriminate between tlie two groups. Of the 6 fast cases, 2 were
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correctly identified three were identified as slow and one was
doubtful. Of the 16 slow cases, 7 were selected correctly, three
identified as fast, 5 as doubtful, and one as doubtful but more

likely fast.

From the M.\M.P.I. results, three of the six fast cases were
identified as fast and three as slow. Of the slow cases 11 were
identifed as fast and five as slow. Krasnoff*s study therefore
completely failed to support the results obtained by Blumberg, West
and Ellis. His sample was small but the results were clearly

negative.

Several of tije studies reported above made reference to stress
experiences at same time prior to tlie onset of the disease. The
loss of a significant figure or a major cathexis, and emotional
trauma have been reported as occuring from less than two years to
ten years prior to onset or diagnosis. Obviously such evidence
cannot be very definite since studies have all been retrospective
and it is difficult to be precise about the time of onset. The
evidence is particularly doubtful when the specific stress experience
is traced back ten years. William A. Greene has concentrated his
attention largely on this aspect of the subject in his studies of
patients with lymphomas and leukemias. He has reported two such
studies of patients of all ages and both sexes. (21, 22) In the
first of these (1954-) the subjects were 20 men and boys aged from
3 - T1e Greene found that in all cases the disease developed

while the patient was having to adjust to a loss of support.



Seventeen cases were adjusting to varying degrees of separation
from the parent figure and this was combined in some cases with
injxiry, operation, retirement, change of wor”. Results are based
on anamnestic material and summaries of all 20 case histories are

provided.

This type of approach to the problem presents perhaps greater
difficulties than the personality studies since the loss of support
must be evaluated with reference to its emotional effect on the
individual concerned. It does appear that there are dangers in
interpreting the significance of such losses too freely. In some
of Greene’s cases the loss of support could have had a quite
devastating effect on the patient but in other cases the incidents
he considers significant appear rather trivial, such as a change of
school and tlie loss of a chum. Greene discusses the question of
control groups and admits that control data should be provided.

He considers however, that the only suitable controls would be the
"same individuals in relation to time and interpersonal setting".
This is no doubt strictly correct but it is never possible to find
exactly couparable subjects for a control group. An approximately
matched group should however be examined for comparable experiences
of ’'loss of support’ and if, as seems likely, persons not suffering
from these diseases were found to ha/e had similar experiences, a
more detailed study of the two groups could be undertaken to compare

tile reactions of different individuals to a loss of support.
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In this first study Greene is cautious about the interpretation
of his results and states that much further research is needed
before any conclusions can be drawn about the significance of these
findings for a psychosomatic theory of lymphomas and leukemias.

In the second report (22) Greene, Young and Swisher give the findings
of a similar study of women with the same disorders. Thirty two
women were interviewed intensively and soiz were followed throughout
the course of their illness. Interviews with other members of the
family were also conducted in some cases. Greene et al found no
single personality profile but describe three main personality types;
1. What they call e ’'mothering’ type, characterised by extreme
Pleasantness and ’'goodness’, and an attecpt "to out-mother the mother".
(This group they label P). 2. The ’'manly’ type with an "obviously
extreme masculine identification", (W). 3* An ineffective,
dependent group (D) and a sub-group of this last type who in addition
to being ineffective and dependent, were isolated, (D1). Their
hypothesis is that object relations and separation from objects may
be of significance in the etiology of the diseases and he points

out that the ? and D groups would clearly have more satisfactory
object relations than the W and D1 groups. With regard to loss of
objects, Greene et al found that 24 had experienced major losses or
separations in past life. These included death, separation or
divorce of husband or parent. The authors consider that this would
not be significantly different from a random group of subjects.

The reactions of the women to these losses is described as varied.
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Some reacted with sucessful transient grief, while others (12) went
tlurough a period of prolonged unresolved grief. The most common
mechanism of adjustment was "by identification with or introjection

of tiie lost object, with denial of the affect of grief". Concurrently
the women projected both the significance of the loss and the affect
on to another figure who had experienced the same loss - a reaction

of "I feel soriy for Mother who lost Father"e

Greene classifies the stresses to which the women were subject
as loss of persons, menopause, and the loss of home or work, (for
example a rented house being "sold out from under"). Sixteen of
the patients are said to have suffered three or more losses, nine
two losses and five only one. Four other aspects of the case
histories were analysed, the symptoms prior to apparent onset,
reactions to the disease, the possible effects of stress during the
course of the disease on remissions and exacerbations and the
relation of personality types to the length of survival. The
latter is of interest in relation to the West, Blumberg and Ellis
and Krasnoff studies. They found that the two groups with more
satisfactory object relations (P and D) survived longer than the
two groups with less satisfactory object relations (W and D1).
Fifty percent of the former groups survived 30 months while 50/o of
the latter groups survived only tiiree months. The authors also
briefly mention two characteristics apparently common to a majority
of the patients. Most would be considered masochistic, although

they do not say why or by whom, and in most cases there appeared to
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be an underlying unresolved attachment to the mother-

This is a very detailed report and difficult to summarise
adequately* Greene Young and Swisher have provided a number of
suggestions which could be formulated in testable hypotheses for
further research, but such research would need to be on a more

rigorous level than interpretations of anamnestic data#

Le Shan and Reznikoff have explored the possibility that cancer
patients experienced a psychological trauma in early life. (41)
Their hypothesis was apparently based on Le Shan* s findings that an
early emotional trauma affected the individuals ability to relate
to others; and Reznikoff*s finding that significantly more cancer
patients than controls had liad a sibling die in childhood. The
hypothesis is that the birth of the next youngest sibling occurred
earlier in the lives of cancer patients tlian in those of controls.
This seems to be more or less directly related to Le Shan* s findings

but it is difficult to see the relevance of Reznikoff*s results.

Two sets of figures were used. l« Results presented by
Jacobsen in his data on patients in Copenhagen hospitals. Subjects
used were members of Jacobsen’s families who had cancer, excluding
youngest siblings, twins and only children. Controls were other
offspring of the same families; 2. Results provided by Reznikoff* s
study of 23 women with breast cancer, and control groups of 25
women with benign breast tumours and 25 with no breast pathology.

No background information is given about the Jacobsen samplei It

is stated that Reznikoff* s groups were approximately matched for
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age, (they were all still menstruating) and that there were no

group differences in the average number of siblings. The additional
rather confusing information is given that "cancer subjects signi-
ficantly less frequently had two or fewer siblings". Presumably
same controls came from very large families and so brought up the

average number of siblings in the control group.

Results of a chi-square analysis of the Jacobsen data show a
significant difference between the cancer patients and controls
with regard to their age at the time the next sibling was bom¥*
It is noted, however that the difference fails almost entirely in
the period 10-23 months and only 27" of cancer patients and *
of controls fall into this group. The majority of both groups
were between 10 and 47 montlis old when the next sibling was bom.
(Results: 10 - 23 months; cancer 2%, controls 24 " 35 months,

cancer 3#, controls 4#; 36 - 47 months, cancer 17/o, controls 24fe).

From Reznikoff* s data an analysis of variance showed a
significant difference (P < .0l) and comparison of the three groups
two at a time resulted in a significant difference between the
cancer patients and non-cancer controls (P * .02) but no significant
difference between cancer and benign or benign and ’'normals*. The
mean interval separating the cancer patients from the next sibling
was 26.53 months, though the Jacobsen data showed no differences

between cancer patients and others when the interval was from 24

to 35 months.
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It would seem likely that factors such as size of family, the
position of the cancer patient in the family and anything that
would Influence family size (for example religion, and socioeconomic
status) could have influenced the Reznikoff results. Also we are
told that in the Jacobsen sample "other offspring of the same family"
were used as controls but it is not stated whether all other off-

spring were included.

Kissen has been engaged in a large scale study of patients with
lung cancer. This research is not completed, but two reports have
been published so far (30, 31)¢ His subjects were patients admitted
to the nontuberGulous wards of two surgical and one medical chest
units in three hospitals* Subjects were unseleoted and were tested
and interviewed before the diagnosis was knovm. The short form of
the Maudsley Personality Inventory was used, together with interviews
related to general life histoiy and medical history. Only the
medical history and the M.P.I. data have been published, but some
details of life history material have been presented as a paper to

the Psychosomatic section of the Royal Medical Society in London.

In the analysis of medical history Kissen concentrated on the
incidence of psychosomatic disorders in the histories of his
subjects. The subjects were divided into three groups on the
basis of diagnosis, lung cancer (212 males) non-cancer controls
admitted for non-psychosomatic complaints (199 males), and psychoso-
matic controls, admitted for psychosomatic and neurotic complaints

(47 males)* In classifying psychosomatic disorders, Kissen "in
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general" followed Halliday’s criteria (25). He considered that
the incidence of psychosomatic disease in tie histories of lung
cancer patients might be relevant "to the question of whetiier or

not there is a psychosomatic factor in tlie etiology of lung cancer".

Results are analysed indetail with respect to the history of
particular psychosomatic conditions. Kissen found that differences
between cancer and non-psychosomatic controls were confined to the
age group 45 - 54# In thisgroup it was found that peptic ulcer
was common in the histories of cancer patients, andalso that cancer
patients more frequently had histories of other psychosomatic
disorders, particularly nonarticular rheumatism, dermatitis and
neuroses. More of the patients with adenocarcinomas had had peptic
ulcers than patients with other histological types of lung cancer,
but there were few adenocarcinoma patients in the group, which as
Kissen says, '"prevents satisfactory comparison". He also found
that lung cancer patients showed a "broad similarity" to the
psychosomatic controls in the incidence of past psychosomatic
disorders, but the cancer patients had had rather more peptic ulcers
and ratlier less, otlier psychosomatic disorders. Kissen discusses
other evidence suggesting an association between peptic ulcer and
chronic lung conditions, including lung cancer. He concludes
that "the statistical association of lung cancer with peptic ulcer
is more consistent with, though not proof of, a possible psychoso-
matic factor in the etiology of lung cancer than with other tiieories".

This conclusion is apparently based on the view that certain people
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develop different psychosomatic symptoms at different times, and
that since lung cancer patients have more frequently had psychoso-
matic disorders in the past it is likely that the lung cancer is
also psychosomatic. This is clearly not a very strong argument

for a psychosomatic factor in the etiology of lung cancer.

. liesuits from the y.P.I. are given for 116 male cancer patients
and 123 male controls. Mean extraversion score for the cancer
patients was 7*59 and for controls 7*09- Mean neuroticism scores
were 3.37 for cancer patients and 5.09 for controls, this difference
being significant at beyond the 1% level. These results are
considered to provide general support for the clinical hypothesis
that "cancer patients have a significantly diminished outlet for
emotional discharge". It is by no means clear that the cancer
scores do support this hypothesis, but nevertheless the significant
difference in neuroticism scores must be considered. Some of the
data which Kissen lias presented from his interview material suggest
that tlie control group he used included a rather high proportion of
"disturbed* persons. For example, Kissen records data relating
to childhood behaviour disorders and found that a total of 41#4~
of the control group as compared with 26.18 of the cancer group
had behaviour disorders as children. Of these patients, 36.%6
of the controls and 24* ~ of the cancer patients had a history of
enuresis. These results certainly suggest that the control group
was hot a 'normal’ one, or at least not representative of the

general population. The lower neuroticism score for cancer patients



46

might therefore be related to the possibility that Kissen used an
abnormal control group¥* However, the neuroticism score for cancer
patients is lower than that for the general population, reported

by Eysenck*

It is of interest to consider the possible relationship between
the two sets of results reported by Kissen. That is it would be
relevant to his conclusions to know whether or not peptic ulcer
patients obtain M.P.I. scores similar to the cancer patients.
Sainsbury (61) has published a study of patients with a variety of
psychosomatic diseases (psychosomatic disease being defined for
the purpose as disorders given as a chapter or paragraph heading
by two to six recognised authorities on psychosomatic medicine) .

He reports M.P.I. results (using the full inventory) for these
patients and for control subjects who were patients with non-
psychosomatic diseases, including cancer¥* Sainsbury included 22
peptic ulcer patients in the psychosomatic group, and although he
found significant differences between psychosomatic and non-
psychosomatic patients on the neuroticism score, the peptic ulcer
patients alone did not differ significantly from the controls.

Mean scores for controls (including cancer) were neuroticism, 18.4
and extraversion, 25%7; for peptic ulcer neuroticism 21.4 eud
extraversion 24%6. Cancer patients (16 cases with variety of sites)
obtained mean scores of 22.1 for neuroticism and 21.7 for extraversion.
Neither cancer nor peptic ulcer differed significantly from the non-
psychosomatic subjects. It is not possible to compare these results

for cancer patients with those of Kissen, since they were not all
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lung cancer cases, but it of interest to note that peptic ulcer
patients did not differ from controls nor show scores similar to
the Kissen lung cancer group. It would seem tlriat further evidence
would be required before Kissen*s conclusions could be accepted,
particularly his argument that an association between peptic ulcer
and lung cancer indicates a psychosomatic factor in the etiology of
lung cancer. In particular there is clearly a need for further

investigation of the bases for classifying a disease as ’‘psychosomatic*.

Schrifte reports a study designed to test a general hypothesis
derived from the results suggesting an association between personality
and the rate of progress of cancer. (63) From a review of the
findings of previous studies she concluded that a "logically sound
synthesis" could be made in the form of the hypothesis that "massive
unresolved unpleasant feeling tension is the psychological factor

that may be related to host resistance to cancer"e

Subjects were indigent women between the ages of 30 and 60 with
cancer of the cervix who had undergone hysterectomy and were out-
patients at the time of testing. The Rorschach test was used,
analysed by the De Vos system (analysis of affective components).
Subjects were divided into two groups two years after testing on
the basis of their recovery or death. That is, patients judged
to be clearly free of cancer recurrence were classed as ’'good* (15)

and those who had died oP cancer were classed as *bad*. (?)

Examination of Rorschach results for the two groups showed no

differences in factors considered relevant to the hypothesis#
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"Neither extent nor quality of underlying unpleasant feeling tension
was a discriminator between those whose cancer was arrested and
those whose cancer had continued". Schrifte found, however, that
there appeared to be a difference between the *good* and *bad*
subjects in what she calls "the unpleasant feeling quality of bodily
preoccupation". The good group showed "noticeably higher concent-
ration of this than the bad". She therefore returned to the
Rorschach records with the intention of examining not only affective
tendencies but the whole pattern of psychological functioning. She

reports the following impressions.

1. Good cases appeared to be more self-contained and cautious
in their approach as opposed to a more reckless, more
ambitious or more extravagent approach in the bad cases.

2. Bad cases showed a generally greater expenditure of energy.

3. Good subjects showed a generally greater exploitation of
the environment.

4. Good patients tended generally to project bigger animals
in their nonmovement percepts and smaller animals in

their movement, percepts whereas the bad cases showed
the reverse.

Schrifte attempted to combine these impressions into a form
which could be quantified and tested statistically. She considered
the findings could be expressed as a relationship between intake
and output (consumption and expenditure) of vitality. Consumption
would be measured by what one takes from the blot (form, colour,
shading) and expenditure by what one puts into the blot (movement)
and vitality by percepts of intact, warmblooded animals and humans.

The results were examined from the point of view of the ratio between
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the number of nonmovement intact full grown mamals and the number
of movement intact full grown mamals. Using Hiis ratio, Schrifte
found that the majority of the bad group had a ratio of expenditure
greater than consumption and the good group expenditure less than

or equal to consumption. (Significance of difference .00$) The
two groups did not differ in respect of each side of the ratio
considered separately, indicating that only the relationship between

expenditure and consumption was important.

These results led Schrifte to state a new hypothesis. "If an
individuals investment in moving is stronger than his capacity to
be moved his resistance to cancer will be lower; and if his
investment in moving is less strong than his capaciiy to be moved

his resistance to cancer will tend to be higher".

The Rorschach expenditure consumption ratio was cross validated
on two other groups, 14 women who had undergone bysterectozy for
benign tumours, and 13 men with various kinds of malignant tumours.
The women showed results similar to *good* cancer patients and
significantly different from the ’'bad*, whereas the men with cancer
showed results similar to the *bad* cancer women and significantly

different from the *good*e

Schrifte does not publish details of the actual responses
given by her ’'good* and ’bad* subjects, nor does she present the
actual figures used in her ratios. (These are presumably included
in her unpublished dissertation of which the paper is a summary.)

Since the hypothesis as stated appear untestable without Knowledge
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of the actual responses and how they were evaluated it would seem
that these data should have been published* Schrifte*s analogies
from economics, investment, consumption, expenditure, and also her
concept of vitality are perhaps useful as a shorthand method of
expressing Rorschach results, but mean very little without knowledge
of the results themselves* It does not appear to be very useful

to arrive at an hypothesis from a study of this kind if the concepts

used are not clearly defined*

One other personality study has been reported but only a brief
outline of this can be given here because it has not been published.
(13) Beatice Cobb tested 100 cancer patients with questionnaires,
projective tests and interviews with the aim of finding out reasons
for delaying in securing treatment. From the results of these
t*sts she concluded that there were some characteristics common to
all her patients* They are described as regarding emotional
Involvements as dang?rous and show an absence of cathectic attachments¥*
They also showed more and stronger negative reactions to their
families than were found in either the general population from

which they were drawn or in an equated group of colitis patients*

Finally brief mention should be made of results reported by
three other authors. Buiter studied a small group of cancer
patients as part of an investigation of the value of hypnosis in
the reduction of pain. (II) His conclusions regarding a *cancer
personality' are largely speculative and were incidental to the

main purpose of the study. He states, however, that "from a very
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intensive study of these cases, either an inhibited individual
with repressed hostility, hatred and jealousy, or a good person
consumed by self-pity may be the prototype of that (ie. cancer)

personality" e

Sheldon found that of 200 women, half with cancer of the breast
and half with uterine cancer, the majority were endomorphic
mesomorphs, almost bovine in character. ({6k) Sheldon concludes
that cancer patients tend to be extroverted, open, objective and
cerebrophrenic. However he also reports that the body type of the
population from which these women were drawn was similar, and that

this build is also frequently found in peptic ulcer patients.

Dunbar (1$) states that she and others have found that males
with excessive female horaones and females with excessive male
hormones tend to develop cancer. She does not quote the evidence

for this statement.

1.3 The Effects of Stress on Tumour Growth in Animals

Four animal studies have been reported which have some bearing
on the possibility that cancer is a stress disease. Any suggestion
that the effects on animals of electric shock or forced swimming
are comparable to tiie possible effects on humans of lost objects
or repressed hostility must be treated with extreme caution.
However, these animal experiments should be considered as having

some relevance to the general hypothesis that cancer is psychoso*iatic*
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.since they examine the possibility that cancer is related to
experiences which, at least on an authorpomorphic interpretation,

would appear to be psychologically stressful.

Resnikoff and Martin undertook an investigation of tize effects
of stress on mammary cancer in mice. (39) They used two groups of
30 mice each, the groups being of the same breed except that one
group (CC2) carried the milk factor, a predisposition to mammary
cancer, and the other (CCl) did not. Twenty five of each group
were subjected to stress in the form of electric shock and the other
twenty five, in most cases litter mates of the experimental groups,
served as controls. The mice were placed in the experimental boxes
when they reached the age of four months and had had one litter.
The experimental mice were shocked intemittently for 24 hours a
day, 7 days a week, without interruption. Control mice lived in
identical boxes. When a tumour developed the affected mouse was
removed, "sacrificed", weighed and autopsied. The research was
terminated when those left were at least 350 days old. At this
point all were sacrificed and autopsled. It was found that the
shocked mice weighed significantly less than the controls and this
was not the result of age discrepancies at the time of death. The
authors suggest that the effect of stress on weight should be
controlled in future studies of this kind. Results were negative.
No tumours developed in either of the CCl groups - stressed and
non-8tressed. In the 002 groups 19 of the experimental animals

and 22 of the controls developed tumours. On the average the
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tumours appeared 27 days earlier in the experimental group, but the

difference was not statistically significant.

Rashkls (57) suggests that since the known effects of stress
are largely catabolic it might be expected that the growth of tumours
would be hindered rather than abetted by stress experiences. His
hypothesis was that organisms under stress will show less tendency

to develop experimentally induced tumours than will normal controls.

In the first part of the study he used 50 young adult male
Swiss albino mice, forced swimming as stressor and the acites tumour
as experimental neoplasm. All the animals were injected with 0.15
mj of a fluid acites tumour in a 1;4 dilution with normal saline.

At tie time of innoculation 25 of the animals had been subjected

to forced swinming in glass jars containing water at room temperature,
6 to 8 mice in each jar. In 15 days they iiad swum for a total of
48? hours in daily sessions inciteasing from 1% to hg hours.

Following innoculation, swimming was continued for the experimentsd
group for 34 hours over 14 days, the time being decreased each day.
By the 14th day after innoculation 10 of the control group and

three of tiie experimental group had died. After swimming stopped
the experimental group developed tumoui-s at an accelerated rate.

The mean survival time of the experimental group was 200 longer

than that of the controls*

In the second part of the study 78 mice were used and a neoplasm
of much longer latency, to test the effects of varied amounts of

stress. The animals were injected subcutaneously with 1 mg of
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metlylcholanthrene in .25mg of mineral oil. The animals were
divided into four groups. Thirty five swam to exhaustion for from
five to twenty six days before and after injection, 12 only prior
to injection, 7 only after injection and 16 both before and after.
Forty one mice did no swimming, but were deprived of food while the
experimental mice swam. The animals were housed individually and

swam individually.

Two types of tumour developed, a papilloma or epithelial tumour
and a typical substaneous sarcoma from methylcholanthrene. The

principal results can be summarised as follows:

No. days after injection Tumours developed ilnimals dead
Experimental Control Experimental Control
100 58> 74 1 9
132 5 7
165 38 34

Modal survival time was 139 days, the majority surviving iTom
between 138 and 142 days* Seven experimental animals survived
longer than 142 days and these were animals who has been subjected
to the least amount of swimming. The first two experimental animals
to die were of the group subjected to the greatest amount of swimming.
The author concludes therefore that there may be an optimal amount
of stress affording maximal protection against tumours. His results,
however, do not appear to show clearly that any amount of stress

provides such protection.

MacMillan (48) reports results of research done by Ivanov-
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Smolensky and other Russians of the Pavlovian school. They found
that cancer of tiie internal organs developed spontaneously in dogs
subjected frequently and for long periods to experimental neurosis.
The Russians also found that the possibility of carcinogenic
substances producing skin cancer in dogs and mice was realised only
when experimental neuroses had been produced. Finally, they found
that natural or artificial sleep reduced the effects of carcinogens
and transplanted malignant tumours* The details quoted by MacMillan

are insufficient to allow of any appraisal of this Russian work.

1*4 Differential Cancer Incidence - Statistical Studies

Comparison of cancer incidence in different populations could
theoretically provide evidence of a psychological factor in the
disease etiology if the psychological characteristics of the
population were pre-defined. Differential incidence in different
cultural or subcultural groups has aroused some speculation about
psychological influence. For example, Levin is reported to have
attributed a low incidence of cancer in the American Indian to
"diminished nervous end mental irritation". (48) Meyer thought
tliat the restful life of the Indian prevented "vagotonia", a state
he considered in“ortant in the development of cancer. (52) Some
of the personality studies reported above have noted racial and
religious incidence factors (for example low incidence of cervix

cancer in Jewish women) but have not attempted to account for them
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in psychological tarma# The interesting and largety unojplairicd
cultural variationc in cancer incidence have# liowever# not yet
roueed the interact of psychologiets or peychologicalty oriented
anthropologiete# It would be difl'icult at preaent to go beyond

the Levin and Meyer ty|)e of speculation*

Le Shan and Worthington attempted to uae various etatiatical
studies to support the clinical hypothesis that the loss of a
significant relationship affected cancer patients prior to onset
of the disease isore often than could be accounted for by cliance* (44)
From this they derived five specific hypotheses which could be tested

by reference to statistical reports of cancer incidence#

i# Cancer rates in women should be related to their marital status#
Of the four marital groups# cancer rates should be highest in widows#
tlien divorced# then married and lowest in single women#

ii# Married individuals witli children should have lower cancer
mortality rates than married individuals without children#

iii# Second generation Americans should have a higher cancer rate
then eitiier first or third generation#

iv#f Paranoid schisophrenic patients should have an ahawasliy

high cancer rate#

V# Countries at war in which the general pcpulaiian fmIM. ewetiiwaliy
involved and in general agreement with the ccnlUat thaaXd she# leftar
cancer rates during war time# Countries which arc ametiemally
disrupted by war in which there is widespread disagreement as to whi*

side# if ahy# to join should show an increase in cancer mortality rate#
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The authors quote only those studies which support their
hypotheses, claiming that there were none they could find which
did not support them "in a reasonably careful search of the literature".
In support of the first hypothesis they quote figures from five
reports relating to marital status, all of which show the results
predicted. They do not, however, refer to figures showing a higher
incidence of breast cancer in single women ( ). Since breast
cancer is the most frequently occurring type in females its greater
frequency in unmarried women would seem an important fact to consider.
In support of the fourth hypotheses they quote from three studies,
ignoring at least two (Buel and Erentheil, mentioned below) which
did not find a higher incidence in paranoid schizophrenics# The
remaining three of the hypotheses are supported by only one or two
studies and in view of the complex problems arising in dealing with
statistics of this nature one would like to see further evidence
before accepting these results. In particular Le Shan and Worthington's
fifth typothesi8 requires many assumptions concerning emotional

involvement in war which might be very difficult to establish.

These authors claim that they have contributed a new methodolog-
ical approach to the cancer problem, predicting incidence rates Arom
a clinically derived typothesis. In theory this is a sound method,
but in fact the authors must know what data are available and what
differences are shown. Their method is therefore not essentially
different from seeking typothetical explanations, after ti» event,

for known findings. Le Shan and Worthington are most insistent
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that they did not do this, possibly too insistent. However, one
might reasonably ask why they selected these particular hypotheses,
all of which could be supported by available figures. The third,
fourth and fifth of their hypotheses in particular arouse doubts
about the method, because it is far from clear that the predictions
made do derive from the general "loss of significant relationships"
hypothesis. The authors make assumptions in reaching these
predictions which suggest that they were in fact developing a

hypo tiietical explanation for known data*

Studies reporting a higher incidence of cancer in psychotic
patients in general and paranoid patients in particular have been
quoted in the literature on psychosomatic aspects of cancer (62, 55).
These studies are discussed below. Le Shan and Worthington have
gained nothing methodologically by linking a selection of results
from these reports to a loss of relationship hypothesis, particularly
when so little is known about the etiology of the psychoses. Their
"prediction" requires the assumption that paranoid schizophrenics
are more likely to have had a strong relationship prior to the onset
of psychosis than other types of schizophrenics (ie. catatonic and

hebephrenic) but they give no evidence to support tliis.

Studies of cancer incidence in psyciiotic, or mental hospital
populations have been published intermittently for many years.
The literature has been reviewed briefly by Scheflen (62) and
Erenthell (16) and in detail by Perrin and Pierce. (55) These

authors draw attention to many problems confronting researchers in
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this field# few of which have been solved# Some of the early

studies wasted much labour by taking ei incorrect measure of cancer
incidence# That is, many of the reports have compared the
proportionate mortality rate from cancer in mental hospital and
general populations, thereby not considering the effects of epidemics
and the fact that mental hospital patients are not subject to the

same epidemic risks as the general populationi Perrin and Pierce
point out that at the time most of these studies were done mental
hospital patients were exposed particularly to tuberculosis and
syphilis# Scheflen reports that the total death rate in Massachussets
mental liospitals was 7 times higher than that in the general population
of the State# He states that a similar difference in death rate

has been reported in other parts of the United States and. in Great
Britain# Hengg the proportion of cancer deaths would be expected

to be lower in this population than in the general population#

This was indeed shown to be the case. Results from the proportionate

mortality rate studies are summarised below (after Scheflen)#

Author Incidence in
Psychotic Population General Population

Pool 3.7 1240

Board of Control

Commissioners for Lunacy 3.4 12.4
Hahnemanns 5.5 15.1
Buel 6.5 13.0
Warren & Canavan 4.3 13.1
Chevens 7.0
Lucksoh 2.7 3.7
Lord & McGrath 3.9 13.5
Ospahl 3.5 \ Males 11 #4

Females 12.57
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A number of reports have been published cos*aring the cancer
death rate in mental hospital and general populations¥* These have
shown the opposite trend, that is more deaths from cancer in mental
hospitals* Lord and McGrath reported figures based on cancer
death rate in addition to those quoted above for proportionate
mortality rate* (47) Figures were obtained from British mental
hospitals for the period 1920 to 1928, a total of 51,513 patients,
and control data from general population figures for England and
Wales* The rate of cancer deaths per 1,000 was 3.1 in the mental

hospital population and 1.8 in the general population*

Ospahl analysed the figures for 17 Norwegian mental hospitals,
a total of 7>000 patients# (53) He presents both proportionate
mortality rate figures (see above) and cancer death rate figures*
The latter were broken down into age and sex groups, giving the

cancer death rate per 1,000 in each group*

Psychotics General Population
Age ; 40-50 50**80 60—70 40—-50 50**D 60—70
Cancer Death Rate 3 1.24 343 6.39 1.00 2.4 5%2

General population figures were based on Norwegian Vital Statistics

1929.

Peller reported on 2,665 cases in the St. Elizabeth Hospital
in Y/ashington in the period 1930-39# (54) He reports the incidence
of cancer deaths for this mental hospital population, broken down
into Caucasian - 125 and Negro - 64. From the New York cancer rates

Peller predicted the expected incidence of cancer deaths in tiie
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Rudolph and Ashby used a weighting system based on age groupings
for their comparison of mental hospital and general population cancer
deatkis in England and Wales. (60) The periods covered were 1907-15
and 1921-27%* Their aim was to weight according to a figure repre-
senting the magnitude and importance of each age group in the general
population. The figure Used was the total number living in each

age group, summing for all years, both sexes and the whole population.

Mental Hospital General Population

Males Females Males Females
DeaSiite '~88 .772 (1907-13) .428 .535 (1907-13)
521 .612-(1921-27) .458 512 (1921-27)

A number of papers have attempted to show differential cancer
rates for various types of psychosis# These have indicated a
higher rate of cancer in paranoid cases, but the evidence is
inconclusive. Freeman (19) found that of 1,00C mental hospital
deaths, autopsies showed 4*00 of deaths lYom cancer were schizoid
patients and 15.60 were paranoid patients. Moore (51) found
"paranoid trends" in 750 of 700 patients in whom autopsy had revealed
cancer, but he does not record what proportion of the total number
of autopsied cases (ie. including non-cancer cases) had shown paranoid
trends. Pollack (56) believed that paranoid patients had a high
incidence of both cancer and hypertrophic changes in the endocrine
glands, but he reported only I6 cancer oases in 200 autopsies of

paranoid patients. Buel (IO) reported that of 76 autopsied cancer
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cases 41 were schizoid, 1 paranoid, 11 manic depressive, 10 senile
and 13 "other". Chevens (12) found that 150 of 101 paranoid
patients died of cancer but his figures also show that 32* of these
patients died of cardiac disease. White (73) has suggested that
the higher incidence of cancer in paranoids (if it exists) may be

due to the increased age at which paranoid patients die.

A few authors claim to have found higher incidence in psychotics
of certain types of cancer. Hahnemanns (24) found a slightly
increased incidence of cancer of the tongue and pancreas in his
group of patients, and no fatal skin cancer. Lord and McGrath
found higher incidence of cancer of the pancreas in British mental
hospitals. Ospahl reports that 4$o of the cancer cases in his
sample of Norwegian mental hospitals had stomach cancer and 6.70

cancer of the pancreas.

The two most recent and most careful studies (Scheflen & Erentheil)
failed to find a statistically significant difference between mental

hospital and general populations.

Scheflen analysed the cancer death rates in the Worcester
Hospital Massachussets for the period 1928-42, the total number of
deaths being 3>640. For the total psychotic population the cancer
death rate was significantly higher than would be expected on the
basis of control data (general population statistics for Massachussets,
excluding psychotics). (62) However, further analysis showed that

this differences was largely due to the high cancer incidence in
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psychosis with cerebral arteriosclerosis and senile psychosis.

Many of the patients in these two groups already had advanced cancer
when admitted to the hospital. Scheflen therefore excluded them
and when this was done no significant difference appeared between

psychotic and non-psychotic groups*

Scheflen was also interested in earlier findings which suggested
a higher cancer rate in paranoid patients. His figures supported
these findings, showing a significantly higher cancer death rate in

paranoid schizophrenia and paranoid conditions.

Expected Cancer Actual Cancer
Death Rate Death Rate
Schizophrenics - all types 3*5 4*2
Paranoid types 3*5 9.9
Hebephrenic & catatonic types 2.0 2.5
Paranoid conditions 6.2 10.1
Manic depressive & involutional 4.8 3.8

Psychoses

Scheflen did not find any specific types of cancer to be more common

in the psychotic group.

Erentheil wished to check previous results based on cancer
mortality rates by studying annual incidence of cancer among mental
patients, Hiat is the number of cases first diagnosed each year.

He gathered data from the Veterans Association Hospital, Boston for
a period of two yeeirs* (16) The actual incidence of cancer was 44
cases and the expected incidence calculated from U.S. Public Health

figuz'es for the White male population was 33.6. The difference is



not statistically significant* Erentheil attributes the slightly
higher rate in the hospital population to more constant medical
attention resulting in earlier detection of cancer* He also broke
down the figures to investigate differential incidence in the wvarious

psychotic types¥*

Actual Incidence Expected Incidence
Paranoid 10 T*4
Catatonic & Hebephrenic 13 12*1
All Schizophrenic 20 15*0

(excluding Paranoid)

None of these differences is significant, and thus Erentheil's

study failed to support the results reported in previous research.

1.5 Remissions and Exacerbations.

Several authors have quoted unusual case studies in which un-
explained developments have occurred, apparently pointing to the
influence of some psychological factors on remissions and
exacerbations. There are a number of examples of patients who,
according to medical criteria, should have died long since but who
continue to live for years. This type of patient has apparently
never been carefully studied with the intention of establishing
whether or not personality factors may play a part in keeping the
malignancy at bay. One interesting case is reported in some detail
by Klopfer (32). Mr Wright was a terminal lymphosarcoma patient

at idle time when a new 'wonder* drug was announced. He had developed
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a resistance to all known palliative treatment and iiis doctors did
not expect him to live more than a few weeks at the most. TIr.
Wright, however, remained optimistic and grasped at the new drug,
Krebiogen, as the miracle cure he had been hoping for. He was

given the drug and in three days his doctors were astounded at the

changes. The tumour masses were reported to have "melted like
snowballs on a hot stove" and were reduced to half the size. Other
patients who had received the drug were unchanged or worse. After

some time of renewed health Mr. Wright read reports in the papers
that the wonder drug had not proved sucessful. His condition
deteriorated rapidly and since nothing else could be done for him
his doctor decided to try an experiment. The patient was told
that the newspaper reports were incorrect and that he would receive
treatment from a new super-strong preparation of the drug. After
this explanation and an injection of water he again showed remarkable
improvement. Unfortunately the final results of the trials with
this drug were headlined in the papers as a complete failure. Mr.
Wright* 8 condition immediately deteriorated and he died very soon
afterwards. This patient was one of the group tested by Blumberg,
West and Ellis and was one of the cases whom illopfer could not

identify as fast or slow from his Rorschach.

Meerloo (50) describes the case of a girl with sarcoma of the
jaw who was referred to him for therapy because she refused an
operation. Treatment was unsucessful in persuading her to undergo

the operation but during the course of therapy the growth completely
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disappeared. Meerloo does not claim that this cure was achieved

by therapy nor does he attempt to relate it to any emotional
disturbances. He quotes the case to explain why he became interested
in the possibility that personality factors may have some effect on

malignancy.

Le Shan and Grassman (39) report a case of girl with Hodgkins
disease whose fiance broke off their engagement when he heard about
her illness. She immediately got worse but improved markedly when

the fiance decided that he would marry her after all.

Greene, Young end Swisher (22) put forward some suggestions
relating to the effects of psychological factors on remissions
and exacerbations, but their material is purely speculative.
There appear to be no systematic studies which relate specific
experiences to remissions and exacerbations in terms of personality
characteristics¥* This would require very intensive study but if

systematic studies could be done the results might be very rewarding.
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CHAPTER 2

EVALUATION OF RESEARCH

From the research discussed in the previous section it is
possible to identity five specific experimental hypotheses which
have been tested.

i. Certain personality characteristics are distinctively

associated with cancer; either cancer in general or in

specific sites*

ii. Prior to the onset or diagnosis of cancer, patients have

experienced a significant stress experience.

iii. Personality characteristics are distinctively associated with
the rate of progress of the disease; that is the length of
the period from diagnosis to death.

iv. The incidence of cancer differs in mental hospital populations

from incidence in the general population.

V. Stress experiences influence the development of animal cancer.
1

A sixth typothesis has also been mentioned, namely that
personality characteristics or emotional experiences are associated
with remissions or exacerbations in the course of the disease.

This has not however, been systematically investigated.

The common aim of all the studies is to show an association

between psychological disturbance and cancer. Basically two
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'psychosomatic* hypotheses are being considered: (cf. Bacon,

Henneker & Cutler p. )

a. that chronic psychological dysfunction may create a
favourable physiological environment for the development
of cancer. Emotional disturbance in some way produces
a chronic physiological or biochemical dysfunction which
directly or indirectly causes uncontrolled cell growth.

b. a major emotional trauma may produce physiological or

biochemical changes precipitating uncontrolled cell
growth.

Obviously none of the evidence cited gives any direct support
to the psychosomatic hypotheses. It therefore appears necessary
to make a distinction between the psyaliosomatic and experimental
hypotheses for the purpose of evaluating the evidence. The
evaluation to be made in this thesis will be concerned first with
the five specific experimental hypotheses listed above, considering
how far these have been supported by research. The psychosomatic
hypotheses present a theoretical rather than a research problem;

a consideration of whether or not the experimental hypotheses in

any sense relate to etiology* This will be discussed later.

Evaluation of the research evidence is taken here to involve
both a critical discussion of methodology and an experimental test
of results¥* The discussion which follows has therefore the dual
aim of assessing the evidence so far available, and defining the
problem for an experimental test of results to be reported in the
two following chapters. Greater attention is paid to the research
involving direct psychological studies of cancer patients, since

these make up the major part of published evidence.
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In approaching the correlation of psychological factors with
cancer, researchers have two major problems to contend with; control
and .assessment techniques. It is quite clear from the literature
review that these researchers have come no nearer to solving the
problems than their predecessors who attempted similar studies of
other diseases. In fact in many respects they are further from a
solution, and some do not seem even to be aware of ttie problems.
There are, of course, special difficulties involved in dealing with
cancer patients which limit the range of appropriate assessment

techniques and con”licate the sélection of control subjects.

2.1 Control.

The problem of control is perhaps the more difficult one.
In the psychological studies of cancer patients it should be
approached not only in selecting a matched control group but also
in the selection of cancer patients. A most important difference
between these patients and any group of non-cancer controls is the
effects of a very serious and probably fatal illness and all its
attendant experiences. Lome attempt could be made to lessen this
difference by selecting cancer patients who are in the early stages
of the disease and who have not been through the many stressful
experiences of radiotlierapy, surgery and other treatments. 4&esnlkoff
and Kissen have achieved better control than any other autlwrs in

taking their subjects from out-patients clinics, before diagnosis
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and Bubsequentty selecting the groups on the basis of diagnosis.
Most authors appear to attach vezy little importance to this aspect
and very few have mentioned at what stage of illness their subjects

were or what treatments they had received.

Cong>arison of patients with cancer of different sites eliminates
the illness factor to a large extent thou” there may well be
differences in treatment experiences between the groups and these
should be considered and noted. There may also be differences
resulting from the site of the neoplasm, a factor wliich is particu-
larly obvious in Fisher and Cleveland's study of body image, but
might also be of importance in comparing cases of breast and cervix

oanoer.

Another variable which has usually been ignored is the patients*
knowledge of their diagnosis, since most studies have apparently
been done after diagnosis. This is a very difficult pz*cblem where
medical opinion is opposed to telling all but a selected few that
they have cancer. Ideally subjects should be ctiosen who have been
told and who have accepted tiie information. The study by West,
Blumberg and Ellis is exceptional in this respect. The psychological
effects in these cases would at least be available to the investigator
whereas in th» case of patients who have not been told or who refuse
to believe there is no way of knowing about resultant personality
disturbance. However, as long as cancer remains a horrible threat
to most people there can be no satisfactory solution. Choice of

patients who have been told would at present introduce a major bias
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since only a vezy highly selected group would have been informed.
In this country it would be difficult to find a large enough group.
The relatively large numbers of patients who apparently refuse to
accept the diagnosis when told would also complicate the issue.

If knowledge of diagnosis cannot be controlled it should at least
be acknowledged as an important variable and one might reasonably
expect authors to include some reference to it in their description
of subjects. In coaparisons between cancer of different sites it
might well be of some importance if, for example, breast cancer
patients were more likely to have been told than those witii a less
favourable prognosis. It is also probable that patients suspect
cancer more readily if their disease is sited in one of tiie more

common areas, for example breast or lung.

Selection of a control group to eliminate status variables of
all kinds should present no greater difi'iculty for this research
than for any other of a similar nature. There are, however, few
studies which have adequately controlled status variables. Some
have not used a control group at all. Zlany studies have failed to
match their control subjects even for age, or at least fail to
mention it if they have done so. In some cases information about
control is obscured, as for example in wheeler and Caldwell's report
which gives details for experimental and control subjects combined,
an extraordinary procedure in an ostensibly scientific i*eport.
Socioeconomic status may be controlled automatically in selecting

all subjects from the same hospital or clinic but few authors have
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explicitly stated that this was the case. Rezniicoff*s groups of
women were selected only on the basis of speaking English and
menstruation. The principal findings of the study, relating to
family size and death of siblings, could be associated with social
class, religion or race. It might be assumed that the two groups
were comparable in these respects but his results would be more
convincing if the facts were specifically stated. Sub-cultural
variations are obviously of extreme importance in analysis of life
history data. Stephenson and Grace’s study is open to the same
criticism. Krasnoff is the only author who has provided information

as to how status variables are likely to have affected results*

In the statistical studies of cancer incidence in mental

hospitals control problems are different but no less difficult.

One major difficulty arises in studies making use of statistics
collected for a different purpose (e.g. census data) for which

factors idQ)ortaiit in the particular study have not all been taken

into account. Thus diet, occupation, family history, economic
conditions and exposure to noxious agents should ideally be controlled
but it would be difficult if not impossible to break down general

population statistics to control all these factors.

The establishment of cause of death has presented another
problem. Most studies have autopsy figures for the mental hospital
groups but for only a small proportion of the general population.
Scheflen made tije assumption that the occurrence of cancer in cases

of death without autopsy would be proportionably the same as cases
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with autopsy. This may be correct but it is impossible to establish.
Erentheil maintains that his method (that is taking actual incidence
as diagnosed each year) has the advantage of avoiding the cause of
death problem, but it is open to criticism on the grounds that some

cancer oases are not diagnosed and diagnoses can be mistaken.

Some of the earlier incidence studies failed to select from the
varieties of disorders leading to placement in mental hospitals,

taking together schizophrenia, mental deficiency, neurosyphilis and

ever including brain tumours.

In the aniinal studies control is not a problem and these studies

stand out in the literature for this reason.

2.2. Techniques

The central problem in selecting assessment tecliniques has been
summed up by Barendregt in his discussion of test methods in
psychosomatic research (6). "The psychologist must choose between
knowing much badly or comparatively little well", refering to the

choice between clinical and statistical methods. Barendregt is

confident that researchers will choose the latter and that this is

the right choice.

Disregarding for the moment Barendregt* s judgement of good and
bad techniques it is pertinent to consider his distinction between

much and little. A common defence of clinical methods is that
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they provide for a fuller and deeper analysis of personality dynamics
than do the superficial statistical techniques. One would therefore
except that clinical studies of cancer patients would show up any
important characteristics associated with the disease. The most
fruitful studies have indeed been those using clinical methods,
fruitful that is in the relative amount of information produced.
Evans, Bacon, Renneker and Cutler and Greene in particular have
provided very full descriptions of the psychology of cancer patients.
However, it is only the interview which has been fruitful. Projective
tests have produced surprisingly little evidence that cancer patients
differ from other people in any respect. With the exception of
Klopfer’s speculative discussion of the West, Blumberg and Ellis
data, and the Fisher and Cleveland barrier score, the Rorschach has
not shown expected differences. The T.A.T., sentence con”letion
and drawing tests have been even less sucessful. Only the rather
dubious Worthington Personal Histozy has provided positive results
of any importance. (See Chapter 3 and Appendix B) It might be
that personality characteristics associated with cancer are not of
the kind which the Rorschach and T.A.T. probe, though this seems
unlikely. It would seem reasonable to argue that if there are

such characteristics these techniques should find at least some

of them consistently. Altogether, with the exception of the few
studies employing intensive interviewing, the clinical research

has produced no more than the statistical.

Of greater importance in assessing research results is
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Barendregt’s distinction between bad and good techniques* As it

stands his jwi*ement is open to argument. He contends tiiat the
validity of clinical methods has not been established and that
norms are not available. This of course is an important criticism,
but when research is designed to compare two groups with the simple
objective of determining whether or not tiiey differ, wvalidity and
norms are of less importance. Validation is a very conitused
concept in the field of personality assessment and one cannot make
categorical pronouncements about it. A more cr*ucial factor would
seem to be communication. Substitution of ”“communicating*' for
""knowing** in Barendregt* s statement moves the emphasis from what
the psychologist himself knows, which may be much well in his own
opinion, to what he can describe to others. This is a more
satisfactory guide for research because it lifts the standard out
of the realm of opinion. A distinction can be made objectively
between good and bad research in terms of description and definition,

or communication.

It is quite clear from the literature review that description
and definition of method and results leave much to be desired.
Interviews and the analysis of projective data are difficult to
describe fully and for this reason they can be considered unsuitable
techniques for i”“esearch. Nevertheless it is possible to systematise
interview and projective analyses and to define results clearly,
ileznikoffes paper illustrates very well that it can be done. Most

of the clinical studies have made no attempt to do so. Ketiiod is
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simply described as an interview, with perhaps some vague indication
of content (as for example "factors influencing psycho-sexual
development") and many socalled results are interpretations of
undescribed responses. Evan’s woik is the most blatant example

of communication failure. Bacon, Renneker and Cutler present three
characteristics which they fail to define and Green’s reports are a
mass of undefined interpretation. Le Shan and Worthington have not
only failed to describe either Personal History analyses or inter-
views, but also make no distinction between the two techniques in

their presentation of results.

Le Shan has himself drawn attention to two special problems
which may arise in interviewing cancer patients. (37) He maintains
that many patients rather eagerly grasp at any suggestion that
emotional factors have contributed to their disease and may there-
fore provide the kind of information the interviewer is seeking.

He also suggests that since the cancer patient is typically co-
operative and anxious to please tlie likelihood of obtaining the
'right’ answers is further increased. If Le Ehan is correct then
the general weakness of the interview as a research method may well
be exaggerated when it is used with cancer patients. Le Shan's
advice could be of help to researchers in this field but it is
regrettable that neither he nor the other authorshave given any
indication as to whethersuch factors appeared +tobe influencing

their results.

The presentation of case histories is the usual method of
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over-coming clinical communication problems. A number of authors
have published case histories, either for all subjects (Greene only)
or for a selection of subjects. Selection of case histories
obviously raises the question of bias in that there is likely to

be a temptation to select the most etypical’e It is limited also

by the common practice of selecting only histories of the experimental
group and ignoring the control subjects. These are minor problems
and case histories can, if well presented, provide a clear picture

of the data from which classified results were obtained. However,

they fail to solve the basic problem of communicating the method

used to secure the information in the first place.

The clinical case is very much strengthened by blind analyses
and these have given impressive support to the findings of studies
in which sucessful blind predictions were made (Fisher and Cleveland
and Le Shan and Worthington) * It is surprising that this method
has not been engcloyed more often and that the two studies mentioned
restricted blind analyses to very few of the total number of their
subjects. ileznikoff, Kissen and Schrifte had ideal design for a
blind prediction study and it is unfortunate that they failed to
use it with interview and projective material. Had all the clinical
investigations been extended to include a test of results by blind

analyses the value of the research would be much increased.

Results have all been presented in quantified form and when
control groups were used, md. statistical tests have been applied.

Quantification of interview data is obviously necessary, but some
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Caution is also necessary in presenting such quantified results.

When a finding is expressed as a number it may subtly achieve an
undeserved ’'scientific’ status. It could be argued that a discursive
account of interview and other similar material may be of greater
value than the adding together of a series of possibly illfounded
intuitive deductions. The attraction and possible danger of numbers
is well illustrated in literature reviews such as Le Shan (38) and
James (29) where raw figures and percentages are quoted without

reference to the nature of the data quantified.

Quantification of projective test data presents similar problems
and also some dii¥erent ones. Rorschach experts have frequently
warned against the use of single scores for statistical comparison.
Not only do individual scores mean little in isolation, but
significant differences between groups on one or two scores could
occur by chance, considered in relation to the total number of
scores in the Rorschach system. Cronbach (14) has discussed the
question of quantification of Rorschach scores for groups of subjects
and has indicated the problems of such analyses. In particular
confusion arises as to whether a particular score should be considered
in relation to the individual record in which it occurs or to all

records for the group.

The significance of differences occuring in series of significance
tests has also been ignored by those using other techniques. The
most camiion fault is failure to state the total number of items

tested for significance, thus obscuring the true significance of
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those items which apparently differentiate between groups* In most
studies only a few significant differences have occurred out of a
rather large number calculated and while these may represent real
differences between the groups, in view of the information provided

they may not*

The inappropriate method used in incidence studies taking
proportionate mortality rate in comparing mental hospital and
general population has already been discussed* Obviously comparisons
of proportionate mortality rates are valid only if the total death
rates are comparable in the twp populations* Sipce this is not the

case these studies must be disregarded*

2#3 Consensus of Results.

With relatively few studies published, each using somewhat
different methods and few testing specific hypotheses, one could
not expect a high measure of agreement between results¥ There
ought, however, to be some consistent pattern emerging if personality
characteristics and life history are associated with cancer¥* ie
Shan and Worthington wrote of "a confusion of semantic and methodo-
logical differences" and this is indeed an accurate description*
As a result points of agreement can only be stated in general terms*
The principal characteristics of cancer patients, taken here to be
those described by three or more apthogg, can be summarised as

follows: A

s
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BO a traumatic experience at some time prior to diagnosis
b. difficulty in expressing hostility, or repressed hostility

0. soame degree of disturbance in relationship with one or
both parents.

)T d# disturbance in sexual functioning (reported only in
? patients with cancer in sejmal sites)

e extraversion, variously defined.

y- Agreement of results from different studies could be considered
as cro8sMralldation and hence provide evidencethatthese charact-.
eristics are associated with cancer. In viewof thecriticisms
noted above however, one hesitates to draw this conclusion. It
is of interest to note here a field of research with rather similar
problems. Bowlby (8) In his review of the literature on maternal
deprivation concluded "What each individual piece of work lacks in

thoroughness or precision is largely made good by the concordance

of the whole. Nothing in scientific method carries more weight
than this". Bartara Wootton has rather sharply attacked this
conclusion. (76) "This seems a decidedly dangerous doctrine, in-

asmuch as it comes near to an assertion that it does not matter if
all the work is slipshod, so long as all the answers are much the
same" . She is more inclined to accept Bowlby*s alternative
conclusion that "relatively few studies taken by themselves are
more than suggestive". (76) Precisely the same conclusions could
be drawn from the cancer studies and Barbara Wootton* s comment is
equally applicable. One might also take up Bowlby*s reference to

scientific method. Concordance, as he says, carries much weight.
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but the method muet have been scientific initially in order to give
it tdiis weight. Methods which are susceptible to criticism for
lack of thoroughness and precision can hardly be called scientific.
In personality research the weaker methods are those in which lack
of standardisation and objectivity paves the way for interpretations
to be influenced directly or indirectly by results of previous

studies, and hence produce a spurious agreement.

One might look for agreement within studies using several
techniques for cross validation. Here also semantic and methodo-
logical differences intrude and it is practically impossible to
find agreement between the results obtained from different methods.
Translation of Rorschach terminology for congarison with interview
data, for example, is hardly possible. Few authors have selected
techniques the results of which can be directly compared, and many
have made no attempt to make any compat'isons (eg. Le Shan and
Worthington) e This possibly reflects a weakness in research
design, but, perhaps more important, it reflects the general in-

adequacy and confusion of personality assessment techniques.

2.4 Conclusion.

Basically this evaluation has been concerned with two questions;

a. have cancer patients been shown to differ either from
other people or from patients with cancer of different
sites.

b. have they been shown to differ in the ways described?
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The foregoing discussion implies a negative answer to both
questions. Three aspects of the studies are relevant to the
questions; control, assessment techniques and consensus of results.
In general the first two are considered here to be quite inadequate
to support a positive answer to either question. Some of the
individual studies have been carefully designed and methodologically
sound but all are susceptible to some criticism. None is more than
suggestive. Agreenent between studies is also suggestive, but the
characteristics upon which they agree seem unlikely to have any
special significance in relation to cancer. It is hardly necessary
to quote evidence that none is peculiar to cancer patients. It
might be that the presence of all five personality characteristics
or life history patterns is associated significantly with cancer,
but a summary of results derived from various studies cannot
demonstrate such an association. Considered as a whole this
research has not established that either personality characteristics
or stress experiences are associated with cancer. However, there
are some specific findings which cannot easily be dismissed. It
has been implied here that the published results are merely by-
products of the design and techniques used in these studies but

this remains to be established experimentally.

Altiiough it is easy to find faults in the literature it is
less easy to correct uiem. Many of the deficiencies mentioned
here are built in to this type of research and at present cannot

be avoided. For example, obtaining a control group for a study of



personality oharactcristics associated with cancer is a practical
impossibilityo Nevertheless, accepting certain limitations,
further research should be designed to throw more light on the two
basic questions stated above. Few of the studies published have
been repeated and few specific results have been tested by other
methods. If any degree of consensus is to be achieved repetition
and specific testing are clearly neoessaxy. However, in view of
the criticisms made and the generally negative conclusions reached
it would be difficult to justify a direct follow-up of any particular
study or studies. The negative conclusion implies a negative
hypothesis for further research. The problem thus becomes one of
establishing that the findings reported are by-products of the
design and methods used and do not represent psychological charact-
eristics «significantly associated with cancer. It would obviously
not be possible to set up a general negative hypothesis of this
kind, since there is no adequate way of testing it. However an
attempt could be made on the line suggested, by correcting research
faults as far as possible, and by testing alternative explanations

of published findings.

It was decided to follow up the research of Le Shan and
Worthington in this way. Their research stands out in the literature
for several reasons. It has a broader scope than most of the other
studies, in considering all types of cancer. Results are positive

clear-cut and were confirmed in a repetition. Moreover they

are given strong support by the blind prediction experiment.
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It has been argued (35) that research should be confined to a
specific type of cancer since so little is known about the disease
and so many varieties are identifiable. However, Le Shan and
Worthington*s findings, related to neoplastic development in general,
provide their own justification for adopting this approach. Thus
it was considered that Le Shan and Worthington appear to have a
strong case for their contention that psychological factors are
associated with cancer, and that being an apparently strong case it

would be the most appropriate one to investigate.

"However, a closer examination of the studies reveals a number
of v/eaknesses. In fact they illustrate many of the most serious
faults for which psychological studies of cancer patients were
criticised in the previous section. Le Shan and Worthington*s
non-cancer subjects constitute a control group in only one respect;
they did not have cancer. In the first study the groups were not
matched even for age and sex and in the second for age only. No
background information is published about any of the subjects except
for the age, sex and diagnosis of nine cancer patients in the second
study. The assessment techniques used are perhaps more obscure
than usual. The Personal History test has never been published
and very little is known about it. Examination of available
evidence suggests that it is not a suitable teclinique for this
research. (See Appendix B) Interviews were used in the second
study but the authors state only the length of time spent on inter-

viewing and evidently consider content to be unimportant. Results



Y- "TABLE 1.

Factors found by Le Shan and Worthington to differentiate between

their cancer and non-cancer subjects.

Differentiating factors

Loss of important
relationship

Difficulty in expressing
hostility

Tension with parents
Feelings of unworthiness

Typical life history
pattern

Percentage Cancer

Subjects
1st 2nd
Study Study
72 77
47 64
38 38
- 79
- 62

Percentage Non-

Cancer Subjects

1st 2nd
Study Study
12 14
25 32

11 12
- 34
- 10

85
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are stated directly in terms of ﬁﬁf percentages of each group found
to *have’ certain personality characteristics but no indication is
given as to how the data were quantified. Only brief reference

is made to the derivation of results from basic data. For example,
cancer patients are said to have difficulty in expressing hostility
because they failed to list any school subjects they disliked and
did not admit to disliking any aspect of their jobs. That is not
very convincing evidence, particularly when validation data on the
Personal History are not readily available, and when examined appear
quite inadequate. (See Appendix B) In the second study data from
the Personal History and from interviews are not distinguished in

presenting results. It is thus not shown whether or not the inter-

views confirmed Personal History results.

In view of these defects it is difficult to accept the authors*
conclusions, either that there are personality characteristics
specifically associated with cancer, or that the patients studied
really possessed the particular characteristics described.
Conf'irmation of results in the second study provides little support
since the procedure was not improved. This leaves the blind
prediction experiment as the only objective evidence Le Shan and

Worthington have offered.

Twenty eight new subjects were used; 15 cancer patients and
13 controls. All Personal History records were obtained at an
outpatients clinic by a receptionist. The authors state that none

contained clues in the health area of the questionnaire or elsewhere



87

irtdich would reveal the diagnosis. The control group comprised five
persons with no known disease, three hyperthyroid patients, and one
each with arteriosclerosis, allergy, psoriasis, dermatitis, and
obesity. The cancer group comprised four patients with skin cancer,
three with breast cancer and one each with cancer of the thyroid,
stomach, rectum, tongue, colon, uterus, cervix and lymph nodes.
Predictions were made "solely from the presence or absence of the
three psychological factors mentioned", this is, the loss of an
important relationship, difficulty in expressing hostility and

tension over the death of parents.

Le Shan and Worthington report that they identified 24 out of
the total 28 subjects correctly as cancer or non-cancer. The four
mistakes occurred in identifying one arteriosclerosis, one allergy
and one hyperthyroid patient as having cancer, and one skin cancer

patient as non-cancer.

The result of this experiment appears at first sight to constitute
impressive evidence that Hie described characteristics do differentiate
between cancer and non-cancer subjects. However, apparently the
cancer and control groups were not matched for age and sex, variables
which might be of considerable importance in such an experiment.

The authors do not give any indication of how they actually arrived
at their decisions about the subjects. This important process is

treated as vaguely in the report of the blind prediction experiment
as it is in the other reports. Some method must have been used to

quantify the analyses and weight the three crucial factors but Hiis



88

is not mentioned. (ILe Shan was asked specifically for some infor-

mation about the method used but has not yet answered the question.)

it is claimed tliat tijere were no clues in tne health area of
the Personal History which would reveal the diagnosis, yet it seems
likely that there would be some difference between the state of
health reported by subjects with no known disease and those who
were ill. Since tijere were five healthy subjects in the control
group, this might at least give the authors a good start in making
correct choices. Furthermore, Le Shan has stated Hiat records were
selected so tiriat there were no health clues available. There must,
therefore, have been some prior selection of the 28 records used but
this is not mentioned in the published report. If the selection
had been by either Le Shan or Worthington it is possible that, with-
out necessarily being aware of it, they selected those records which

appeared most *typical*.

Finally, it seems surprising that having been so successful
in one blind prediction experiment the authors did not attempt this
test of Hieir results again in the second study. It is also
interesting that in their review of the literature (43) these authors
describe their own studies but do not mention Hie blind analysis,

although it is the best evidence they have to offer.

This discussion suggests two lines of investigation. The blind
prediction experiment should be repeated under improved conditions,
and the specific results used as ’predictors* should be tested,

using improved methods and controls. These problems formed the
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basis of the two i-esearch projects to be reported in the following

chapters.
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CHAPTER 3

A BLIND (PREDICTION EXPERIMENT

Two views can be taken of Le Shan and Wortiiington* s blind
prediction result. It could be held, as Le Shan and Worthington
maintain, that the successful blind predictions provide additional
support for their results. On the other hand it could be argued
that the weaknesses in the research as a whole make the blind
predictions suspect. In fact, if one doubts the foundation on
which&the original results were based, it becomes difficult to accept
that these results were the determining factor in the blind pre-
dictions. Taking tiie extreme position, this would amount to saying
that cancer and control subjects did not really diiTer in the '
described characteristics, and therefore these characteristics could
not have been the basis of successful blind predictions. This does
not imply disbelieving the blind prediction result. It does, how-
ever, give rise to the hypothesis that the authors were distinguishing
between cancer and control subjects on the basis of something other

than the psychological factors described.

It is possible that they distinguished between the groups on
the basis of simple clues contained in answers to the Personal
History. For example, failure to match the groups might allow for

clues such as age or possibly marital status to help in identifying



' cancer patients. The constitution of the group of control subjects,
some healthy and others with a variety of disorders, might also help
in isolating cancer patients. It seems likely that a test of this
kind could contain many direct or indirect clues that a subject was
suffering from a particularly serious disease, even thou” he might
not have been acutely ill at the time of doing it. Le Shan and
Worthington state in a footnote that many cancer patients only
>partially complete the Personal History, providing sparser records
than healthy subjects. They ascribe this to depression accompanying
the illness. Records of cancer patients used for the blind analysis
might be expected to be less complete on the whole than those of Hie
controls. It is also possible that more subtle clues were available
to the authors, who had previously analysed at least 152 Personal

Histories completed by cancer patients.

The following study was designed to investigate the general
hypothesis that simple direct clues could have been used to identify

cancer patients.

3.1 Design
Two methods were available to test this hypothesis.

a. Le Shan and Worthington agreed to a repetition of the blind
predictions using a carefully matched control group. Such a
repetition would attempt to exclude the possibility of clues such

as age, marital status, or state of health being used to identify
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the cancer patients.

b. A group of independent judges was asked to examine the same
records without knowledge of the Personal History analysis method
or of the Le Shan-Worthington results. This provided for a direct

investigation of clues which might isolate cancer patients.

3.2 Modification of the Personal History

It was necessary to make several minor alterations to the
Personal History, removing American expressions to make the questions
intelligible to English subjects. These alterations were approved

by Le Shan before the forms were used.

To avoid any direct reference to illness the Physical Data
section of the Personal History was not included in the modified
form. (The original and modified forms of the Personal History

are included as Appendix A.)

3.3 Subjects

a. Cancer Patimts.

Cancer subjects were patients living in three Homes run by the
Marie Curie Memorial Foundation. A total of 43 patients made an
attempt to complete the Personal History. Patients approached

were selected initially by the Matrons of the Homes as being well
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enough to attempt tie task. Of the 43 records obtained, 20 were
too incong)lete to be used. The final group comprised 23 patients,
9 men and 14 women, suffering from a variety of types of cancer.

(See Table 2)

The Marie Curie Memorial Homes provide accommodation and nursing
care for cancer patients who do not need to be in hospital but are
not well enough to take care of themselves and have no-one to care
for them. They are all persons who for some reason cannot be

looked after at home, and in this respect the group was a biased one.

The patients used for this study had been ill for periods
ranging from 6 months to five years. All had received treatment
for the disease and 19 had had surgical treatment. It was not
possible to discover how many of the patients knew their diagnosis.
Two of them, one man and one woman, had been told by their own
physicians, and five others were probably aware of it although they
had not actually been told. The staff of the Homes believe that
the majority of their patients do not know they have cancer, and

also believe that it is better for them not to know.

For obvious reasons it was not possible to explain the exact
purpose of the study to the patients. A brief and simple outline
of the possible psychogenesis of illness was presented and they
were told that the study was concerned with psychological differences
between sick and healthy persons. Because the Personal History is

not obviously a psychological test and consequently did not seem to
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the patients to be relevant to the study, they were told about the
blind prediction experiment as a somewhat nysterious achievement

in identifying sick and healthy subjects. All patients approached
appeared to accept the explanation offered and only three refused

to complete the Personal History, saying that they were not feeling

well enough.

b. Controls.

It was decided that the control group for this study should be
patients suffering from an illness serious enough to have disturbed
the pattern of tijeir lives. A group of pulmonary tuberculosis
patients was selected as being most suitable. These 19 patients
were seen at the Bromley Hospital Chest Clinic and at the Chest
Unit of the Famborough Hospital. Nine were outpatients and ten
in hospital. Twenty six patients were approached, four refused
to complete the Personal History and three were not used because

they were too young as compared with the cancer patients.

At the Clinic, patients were selected by the Sisters in Charge,
primarily for age but also to some extent by some criterion of
suitability such as co-operativeness. It was not possible to
determine excatly how the Sisters made tiieir selection nor was it
possible to prevent this pre-selection process. At the hospital
the Ward Sister selected patients in tiie appropriate age groups and
in no other way. Control patients were matched as closely as
possible with the cancer patients for age, sex, education level,

and occupational status. (See Tables 3-6) The two groups were
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also comparable in terms of marital status although slightly more

of the cancer patients were widowed. (Table 5)

The explanation given to the control groups was the same as
that for cancer patients, except that sick persons were specified
as patients with chest complaints. Tuberculosis was not mentioned
because the Sister in charge considered patients to be sensitive

about the exact nature of their illness*

TABLE 2.

Diagnostic Groups of Cancer Patients

who completed the Personal History

Location of Tumour No. Males No. Females
Breast 5
Stomach 2 2
Colon 1 3
Cervix 3
Rectum 1

Duodenum 2

Prostate 1

Lung 2

Alveolus 1

14
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TABLE 3.

Age Distribution of Cancer and Control

Subjects who completed the Personal

History
Age Groups Males Females
Cancer Controls Cancer Controls

40-50 years 1 1 4 5
51-60 " 3 3 6 3
61-70 " ;3 . 2 3 1
7L - 80 " 2 . 2 1 1
81-90 " 1



TABLE 4. *

Education level of Cancer and Control subjects

who completed the Personal History

Formal Education Cancer
completed at Age

13 years 1

14 1"

; .15 0" 4

16 - 2

over 16 " 2
Not given '3

Control

19

97
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TABLE 5.

Marital status of Cancer and Control subjects

who completed the Personal History

Marital Status Males Females
Cancer Controls Cancer Controls

Married 5 6 4

Widowed 1 4

Separated 1

Divorced

Widowed and
Remarried

Single 2



3*4 Repetition by Le Shan and Worthington

Photostat copies of tlie 42 Personal Histories were sent to
Le Shan, with the information that some had been completed by cancer
patients and some by tuberculosis patients. He asked not to be
told the numbers in each group* The completed records were in
random order* The records had been examined for any obvious clues
which might influence predictions, and these were removed. These
clues were simply direct indications as to the grouping of subjects,
arising from the times and places at wliich the Histories were
completed. The cancer patients had been seen in three groups,
each over a period of a few days, and the tuberculosis patients
had been seen in two groups, again each over periods of a few days.
It was therefore considered advisable to delete the dates on which
forms were completed, and also parts of addresses, mainly tlie county
names. Deletion of the county address was particularly important

in the case of control subjects since all of them lived in Kent.

The records were sent on direct from Le Shan to Worthington.

3,41 Results.

Le Shan identified 24 patients correctly out of the total 42.

Cancer Right choices 15 Wrong choices 8

Control 9 10

This result is not significantly better than chance.

1, “ofthington has not sent his results
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Le Shan reported that he found the task difficult.

The major problem was ny lack of real sensitivity to the
nuances of English society. For example many of the
clues to social class and social mobility which form an
organic part of the P.H. interpretation were completely
inaccessible to me. Also many phrasings and tricks of
speech were unknown to me and I could not judge if they
were idiosyncratic, popular or social class determined.
A further unexpected difficulty was the photographed
nature of my records. This does, I am afraid, complicate
and blur tiie picture somewhat. Often I just could not
read tie writing.

These problems encountered by Le Shan complicate the inter-
pretation of his result* The difficulty he found in reading the B
records cannot be attributed to blurring of the photocopies, since
the handwriting was equally impossible to read in the originals.
This is to be expected from elderly and ill subjects, particularly
as the Personal Histozy has to be completed in pencil. The photo-

copies wore, in fact, clear reproductions. (See Appendix A)

What Le Shan calls his "lack of real sensitivity to the nuances
of English society" does, however, introduce an important complication.
This was considered in planning the study but it was not known then
to What extent the Personal History is culture bound. The Americans¥*
readiness to attempt an analysis of English records indicated that
tliey did not consider cultural boundaries to be insuperable. It
was originally intended to ask an English clinician to analyse the
records using Wortiiington* s system. However, this was impossible
because the analysis method has never published and Worthington

claims that a special training course is necessary.
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There are thus two possible explanations of Le Shan*s failure.
He may have been unable to identify cancer patients because all
obvious clues had been removed in selecting the subjects, or he may
simply have been unable to do a complete personality analysis.
The repetition has therefore failed to show whether or not personality
characteristics are the determining factor in making the predictions

from the Personal History.

3*3 Predictions from Direct Clues

Twenty six independent judges were asked to examine the records
and attempt to identify cancer patients. Two groups of judges were
selected, for knowledge of psychology (13) and for experience with
cancer patients, i.e. experienced nurses (13)-e° Psychologists
included 7 postgraduate students, two with clinical training and
experience, two university lecturers and 4 third year psychology

students.

The nurses were all experienced Ward Sisters doing a post-

graduate course of training in preparation for appointment as

Matrons.

Predictions with no information.

Ten psychologists and 8 nurses were told only that some records
had been completed by cancer patients and some by tuberculosis
patients, and that the two groups were matched for age and sex.

They were asked to select cancer Ps-tients using any clues they
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could find, and to keep a record of the factors which guided their
choices. Twelve of these judges were given photostat copies of

the records and six were given typed, duplicated copies.

Predictions with some hints.

A careful examination of all tlie records failed to produce
any obvious differentiating features. However, it was possible to
prepare an impressionistic account of a *typical* cancer record.
This was given to 8 of the judges with instructions to use it if
it was any help. Apart from the *hints*, these judges (5 nurses
and 3 psychologists) were given the same information as the other
judges.

3.5'f Results.

The predictions made by each of the independant judges are
presented in Tables 6 and 7# Results for each judge were tested
by a chi-square analysis. Only one judge correctly identified
patients at a level significantly better than chance (25 correct
choices, p z: .05). Two other results approached significance

(28 correct choices, p 2. .10 >.05)*

Comparison of psychologists and nurses shows no overall
differences in the number of correct predictions made. Comparison
of judges given clues and those not given clues also shows no over-

all differences in correct choices.

The results in Tables*6 and 7 indicate a trend towards greater

accuracy in identifying cancer patients. That is, in nearly all
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TABLE 6.

Results of predictions from direct clues - without information,

Judges Results

Cancer Tuberculosis
Psychologists Right Wrong Right Wrong
1. 15 8 10 9
2. 15 8 1 8
3. 17 . 6 11 8
4. 17 6 12 7
3. 18 v 5 10 9
6. 1 .. 12 5 .14
7. 14 . . '9 . 7 12
8. 11 o ', 12 6 13
9 12 11 8 11
10. 9 14 8 1
"y '
Nurses v

1 , 17 6 8 1
2 12 11 9 10
14 9 8 11
4 Vv B5 8 nH A 7 12
5 13 10 v/ 10 9
6. . 15 . 8 6 13
7. .17 7 12
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TABLE 7.

Results of prediction from direct clues - with hints

Judges
Cancer Tuberculosis
Nurses Right " Wrong Right Wrong
1. 15 8 n 11 8
2. 14 9 10 9
3. 21 2 4 15
L 19 4 8 11
5. Not completed
Psychologists
1 14 . 5 / 11 8
' 2 15 8 8 11
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cases a higher proportion of cancer patients was correctly identified.
However, this trend is due to the higher number in the cancer group
and to the higher numbers selected as cancer by the judges. When
raw results are corrected by equating the numbers on the two group
(i.e. dividing cancer choices by 1.21) and considering correct
choices as a proportion of the total number selected as cancer and

as tuberculosis, tliere is no significant difference between correct
choices for the two groups. (Results analysed by Mann-Whitney U

test) .

The results were also examined in terms of judge agreement
about individual subjects. Judgements made about each subject
are presented in Tables There appeal’s to be a fairly high
measure of agreement between judges for some of the subjects; in
the cancer group agreement of correct choices and in the tuber-
culosis agreement of incorrect choices. This agreement is obviously
related to the factors discussed above (i.e. more cancer patients
correct because more selected as cancer.) It was possible, however,
that some subjects were more easily identifiable as cancer or
tuberculosis patients. Agreement between judges was therefore
analysed statistically by calculating the expected proportions of
correct and incorrect predictions for each subject. Agreement
between judges is significantly greater than chance for one cancer
patient and for two tuberculosis patients. Related to the total

numbers in each group, tliese results are insignificant. That is.
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TABLE 8

Judgements made about individual cancer patients.
(Results recorded from 22 judges only) e

Subjects Judgements
No. Right No. Wrong

A 12 10
B 15 7
C 13 9
D 13 9
E 12 10
F 16 6
G 7 15
H 18 4
I 16 6
J 7 15
K 14 8

14 8
M 18 4
N 19 3
0 17 5
E 15 7
o) 22 0
R 12 10
S 7 15
T 5 17
U 15 7
v 15 7
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TABLE 9

Judgements made about individual tuberculosis patients
(Results recorded from 22 judges only)

Subjects Judgements
No. right No wrong
A 7 15
B 15 7
C 10 12
D 5 17
E 4 18
F 14 8
G 16 6
H 8 14
I 6 16
J 20 2
K 7 15
L 11 11
M 8 14
N 3 19
0 2 20
P 2 20
Q 14 8
R 11 11
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one significant difference out of 23 (cancer) and two significant

differences out of 15 (tuberculosis) could have occurred by chance.

Judges were asked to keep a record of the factors upon which
they based their decisions. Since they failed to identify the
patients correctly there is little point in examining the clues
they reported. In fact most of the judges had some difficulty in
describing how. they made decisions. This is obviously because
they wefe no clear indicators as to which patients had cancer and
which had tuberculosis. Much of the *judging* was simply guessing,

as the results show.

3.6 Prediction from Hypotheses

The cultural difficulties encountered by Le Shan clearly require
further investigation. It was originally hoped to ask experienced
English clinical psychologists to attempt a full analysis of the
Personal Histories using the Worthington analysis method. This
was not possible because the method was not available. A second,
less adequate approach was therefore adopted of asking experienced
English clinicians to use the Le Shan and Worthington characteristics
as a basis for identifying cancer patients from the Personal History

records.

A clinical psychologist with 5 .years experience in the

psychiatric clinic of a general hospital was asked to attempt this.
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She was given full details of the results reported by Le Shan and
Worthington, that is a full description of the four characteristics
they found associated with cancer. Apart from this she was given

the same information as all other judges.

Resultse
Again the number of correct predictions made was not significantly

better than could have been achieved by chance.

Right Choices Wrong Choices
Cancer 16 * 8
Control 10 9

Since this clinician was unsucessful and in view of the overall
negative results, it was not considered worthwhile to pursue this
approach. It could not provide more than a tenative answer to the
cultural problem, and it was decided that the value of results
would not be sufficient to justify taking up the time of busy

clinicianse

3.7 Discussion

This study has failed to establish that simple direct clues
or intuitive Jjudgements can be used to identify cancer patients
from their Personal History records# It is quite clear that there
were no such clues available which could differentiate between the

cancer and tuberculosis patients. Blind predictions were
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unsuccessful and a careful examination failed to reveal any
differences between the records of the two groups. The results
from independant judges, therefore, provide no support for the
suggestion that Le Shan and Worthington might have used direct

clues in their original experiment.

The study has also failed to establish that personality
characteristics could be used to differentiate between the two
groups of subjects used. Nor, of course, could it show tliat such

characteristics do not differentiate.

The design of this research allowed for a variety of result
combinations, only three of]ﬁhich could provide any clear conclusion.
Had Le Shan been successful and the independent judges failed, there
would be fairly conclusive evidence that personality characteristics
were the determining factors. Had the independent judges been
successful, regardless of Le Shan’s result it would be reasonable
to conclude that personality characteristics were not the determining
factor. Had the clinician succeeded and the other judges failed,

regardless of Le Shan* s result there would have been evidence for

personality factors.

Three major problems have to be considered in discussing these
results.l The limitation of the Personal History for cross cultural
use has already been noted. It is clear from the description of
the test in Appendix B that its analysis method is heavily weighted
with distinctively /unerican social factors and this might well

account for Le Shan* s failure.
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The second problem arises from the removal of clues, both by
matching groups and checking completed records. This might have
handicapped Le Shan but would equally handicap the independent
Jjudges.

Finally, the use of a control group suffering ffom tuberculosis
could have created difficulties for Le Shan. Assuming that cancer
is a psychosomatic disease and that tuberculosis is too, there may
have been a general ’'psychosomatic factor* common to both groups.
There is some evidence to suggest that all ’'psychosomatic patients*
show common personality characteristics in which case Le Shan might
have difficulty in sorting the cancer from the tuberculosis patients.

This would seem unlikely but not impossible.

' The results of the study are inconclusive but they do cast some
doubt on the assumption that cancer patients are identifiable from
personality characteristics as shown in responses to the Personal
History. Further investigation in this country would not be
possible unless Worthington made the analysis technique available.
This study has shown the need for Le Shan and Worthington to arrange
a further blind prediction experiment using carefully matched groups

of American subjects.



CHAPTER k

A QUESTIONNAIRE STUDY

The second research project was originally planned as a further
test of the results reported by Le Shan and Worthington. The
approach adopted was derived directly from the criticisms made in
Chapter 2. That is, the aim of the study was to make improvements
in technique and control as indicated in that discussion, in an
attempt to discover whether or not the Le Shan and Worthington
results could be attributed to defects of their design and method.
However, this aim had to be modified because of difficulties in

finding both a suitable technique and suitable subjects.

4.1 Selection of l-iethod

Several points had to be considered in deciding on a method for

the study.

i. It should relate directly or indirectly to the characteristics
described by Le Shan and Worthington.

ii* It should be possible to make direct and objective ccxnparisons
between cancer and non-cancer subjects and therefore to avoid
a method requiring interpretations to be made prior to
quantifying results.

iii. It should be short since the study would be entirely dependent
on cooperation from hospital staff and hospital patients*

iv. It would have to make some sense to the patients in terms of
the explanation of the study given to them.

All projective tests were excluded because of difficulty in

handling results and also because it would be difficult to explain

(10
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their relevance to the patients* It was found in using the Personal
History test that patients told that the study was concerned with
psychological factors and illness expected to be asked direct
psychological questions. It is difficult to make any indirect method
meaningful to patients with a physical illness, who are more concerned
with physical than psychological problems.

No suitable objective personality inventories could be found
which would fulfil all the requirements, Saadafc Techniques used in
previous studies were considered, particularly the Minnesota
Multiphasic tease Personality Inventory which had proved useful in the
West, KLumberg and Ellis study, but this was considered to be too
long. It was therefore decided to construct a short inventory of
questions relating as far as possible to the characteristics

described by Le Shan and Worthington.

4,2 Construction of Inventory

The cliaracteristics reported by Le Shan and Worthington were
taken as the starting point, the first step being an attenpt to
define these in a form from which specific questions could be derived.
The incompleteness of Le Shan and Worthington '’'s description of results
made this task difficult and placed a fundamental limitation on the
study. That is, because the authors did not define their results it
is not possible to test them directly. For example "difficulty in
expressing hostility" means little without precise definition of the
terms used as related to the behaviour of the persons studied. The
authors give some examples of such behaviour (failing to list
disliked school subjects) but they do not give a systematic description
of the responses of cancer patients* The second personality

characteristic "feelings of unworthiness and a tendendency to
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self-blame" is not even illustrated by examples. It was therefore
necessary to make certain assumptions about the characteristics and
this meant that the inventory could not be considered as a direct
test of their results.

A second problem arises from the nature of the Le Shan and
Worthington results. The four characteristics these authors found to
be common to a majority of cancer patients are in fact of two types;
personality traits (repression of hostility and feelings of
unworthiness) and life experiences (loss of cathexis and tension in
relationship with parents)* In a short inventory it would obviously
not be possible to inquire into the nature of the subjects’ past
history, and it would certainly not be possible to establish that
cancer patients had experienced a significant loss prior to onset
of the disease. It was assumed, therefore, that the experiences and
traits could be taken together as describing particular personality
characteristics¥*

In formulating questions for the inventory the principal
assumption made was that the particular personality characteristics
described were consistent with Homey'’s Moving Towards type of person (28),
This assumption was made to provide a framework for developing the
inventory. Homey provides a very full description of this personality
type in terms of specific attitudes, interests, actions and reactions
all of which seem to be consistent with the ILe Shan and Worthington
characteristics and also those reported by other researchers. The
impossibility of 'measuring’ the Moving Towards type of person with
a short questionnaire is fully recognised as are Homey'’s warnings
against interpreting her classification as a typology. It must be

emphasised that Homey was used only to give a framework. The
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inventory is not in any way designed to ’‘type’ cancer patients as
Moving Towards or in any other direction, Horney'’s description
simply proved useful in giving concrete examples of behaviour which
could be used for specific questions and Wiich appeared to be
consistent with reported characteristics of cancer patients.

Initially 83 questions were formulated and were first tried on
seven persons, two psychology students, three school teachers a
farmer and a charwoman. On the basis of their comments a selection
of 50 questions was made and given to two groups, 24 undergraduate
students of psychology and sociology and ei”t cancer patimts.

All subjects were invited to comment on the questions and particularly
to point out any which gave rise to difficulty in interpretation,

A number of the questions were rephrased as the result of these

trials and some which were severely criticised were dropped, A

final selection of 38 questions was made and, in accordance with a
suggestion made by several subjects, these were expressed in the

form of direct statements to which the answers True, False or Uncertain
could be given.

Two further questions were added in an attempt to discover some-
thing of the subjects’ life experiences in terms of “at they
considered to have been good fortune and what they consMered to
have worried them most in the past. These were presented in the
form of lists, asking subjects to check experiences of good fortune
and experiences which had caused them most worry. These two questions
were included to try to discover whether or not cancer patients had
a greater burden of worry in the past, in view of general findings
relating to stress experiences in the histories of cancer patients.

The first page of the inventory is shown on page M4 and the full



Confidential
Self Description Inventory
Age; Sex: i*jarital Status:

Occupation:

Please read the Insturctions Carefully.

In the follovdng list of statements you will find some which
describe you and some which do not.
B Please read each statement carefully and decide whether it
It true of you or whether it is not.

If the statement is a true description of you put a circle

round true.
If the statement is not a true description of you put a circle
round false.
Please try to decide in every case whether it is True or False.
If you absolutely cannot decide then circle the ?,

1.

8*

10.

11.

I like to do things with my friends rather than
by myself.

I have devoted much of my time to other people.
I hate to feel dependant on others.

On the whole I am content to be as I am and

would not want to be a different sort of person.

I hate rows.
I like to feel that other people admire me.

I have always tried to keep my troubles to
myself as much as possible.

I usually go to pieces in a crisis.
I get angry rather easily.

When I do get angry everyone who is there
knows about it.

I think that in this world you have to look
after yourself and not worry too much about
others.

True.

True.

True.

True.

True.

True.

True.

True.

True.

True.

True.

False

False
False

False

False
False

False,

False
False,

False,

False,

14



inventory is included as Appendix G. It was given the title of Self
Description Inventory but for convenience will be referred to here

as the inventory*

4*3 Design
Cleariy the results from this inventory could not be directly

related to either to le Shan and Worthington *s results or results of
any of the other studies of cancer patients* Nor could results be
related directly to personality theory* The study therefore became
limited to an empirical investigation, with the possibility that the
inventory would provide for isolation of questions relevant to
personality characteristics of cancer patients. If such results
were obtained it would then be possible to arrange for further
investigation of their nature and meaning in terms of personality
dynamics. As an empirical investigation this has the advantage of
avoiding controversial theoretical problems and limiting conclusions
to an operational definition of responses given by cancer patients.

Tiie aim of the research can thus be stated as first to discover
whether or not cancer patients differ from non-cancer subjects in
their answers to these particular questions, and secondly to identify
any questions which appeared related to personality characteristics
of cancer patients* Use of an untried questionnaire does raise a
special problem for interpreting negative results* However, although
negative results from the inventory would have to be considered as
possibly due to unsuitability of the method, this is not essentially
different from the general problem of dealing with negative results
in research of this kind. Negative results can always be dismissed

on these grounds if one wishes to do so.

It is still possible within the limited scope of the research



to investigate control factors but it was decided to do this as a
second step* That is, to give the inventory a fair trial in relation
to the standards set by previous studies it should first be used
with subjects comparable to those in the Le Shan and Worthington
research, essentially an uncontrolled investigation* If differences
are shown between cancer and non-cancer subjects it would then be
possible to consider uncontrolled variables by selecting a second
group of subjects to provide better control* The research was there-
fore designed in two parts, the first being simply a trial of the

inventory with cancer and non-cancer subjects*

4.4 Trial of Inventory - Part I

4.41 Subjects.

Cancer patients were selected from eight Homes run ty the *larie
Curie temai Memorial Foundation, six in England, one in Scotland
and one in Wales* Patients were selected by the Matrons as being
well enough to attempt the task and the inventories were distributed
by the Matrons, The explanation given to subjects was the same as
that wed in the Personal History investigation, a comparison of ill
and healthy persons to investigate possible differences in
personality* Fifty four cancer patients, 38 females and 16 males,
completed the inventory* As with subjects used in the Personal
History study, it was not possible to discover whether or nob these
patients knew they had cancer.

Non-cancer subjects were students attending a University of
London Adult Extension General Summer School, These subjects were
told the real purpose of the investigation and were volunteers*

No inouiries were made about their health but since they were able

16
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to participate in a Summer School they are assumed not to ha# have
been ill. Thirty five subjects completed the inventory, 23 females
and 9 males and three who did nob state their sex# Further information

about all subjects is presented in Tables 10-12*

4«42 Results#

Completed inventories were first examined from the viewpoint of
the hypotheses used in formulating the questions. That is, certain
expectations about the way in which cancer patients might answer the
questions were implicit in the design of the inventory, A preliminary
survey of answers from this point of view showed that cancer patients
had quite clearly not answered the questions in accordance with
expectation. This was not surprising, nor did it necessarily mean
that the inventory had failed# Examination of the answers given by
the two groups shwed that some of the statements were capable of
differentiating between them in terms of total answers. Group
responses to individual statements were tested by a X2 analysis and
a total of 17 statements were found which had produced . significantly
different responses from the two groups#** These statements are shown
in Table 13#

From a practical point of view it would be useful to investigate
the possibility of developing a screening device, and these results
could be considered as a basis for such a device. It would have
initially to be regarded only as useful for identifying cancer patients,
anl there are far more efficioit ways of doing this. However, it
can be tentatively assumed that results from this study do ncb
necessarily describe only cancer patients bub mL*t be relevant to

persons with a psychological predisposition to cancer. Thus a

». “VRWlea Bcepjrek Ancd Iiifrié, -f
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TABLE 10.

Ages of Cancer and Ncm-oancer subjects - Self Description Inventory Part I,

Age Cancer Non-cancer
Males Females Males Females
20 - 30 1 2 1
30 - 40 2 2 2 6
40 - 49 2 2 3 9
50 - 59 1 16 5
60 — 69 6 8 1
70-79 3 5
80 - 89 2 4
Not Known 1 2
3
le" 38" 8 24

Total 54 35
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/!

119

Marital Status of Cancer and Non-cancer sitjecta - Self Description Inventory,

Part I,

Marital Status

Married

Not Known

Cancer

Maies

Females

Non-Cancer
Maies Females
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TABLE 12

Diagnoses of Cancer patients - Self Description Inventory Part I.

Site Male Female
Breast 15
Cervix 8
Stomach 2 1
Bronchus 1
Rectum 1 1
Lung 4 1
Hodgkins Disease 1
Lumphosarcoma 1
Colon 3
Bladder 2 2
Prostate 3
Kidney 1
Pancreas 1
Malignant Melanoma 1
Myeloid Leukemia 2
Uterus 1

Total 16 38
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10.

11.

12.

13.

14.

15.

16.

17.

TABLE 13.

Self Description Inventory Statements Showing Significant

differences between Cancer and Non-Cancer subjects; Part I#

P TrilE

Ca NCa
I hate to feel dependant on others. 94 74
On the whole I am content to be as
I am and would not want to be a 81 51
different sort of person.
I have alv/ays tried to keep my troubles
to myself as much as possible. 98 57
I like to have strong attachments
with my friends. 78 43
I nearly always agree with the
opinions of ly friends. 30 6
I feel embarassed being with sameone
who is unhappy and upset. 48 31
I have found that it is a wonderful
experience to comfort someone who 91 66
is unhappy and upset.
V/hen I get angry I usually try not
to show it. 81 60
I rather despise people who are soft
and give in to others. 46 31
I sometimes feel I have not done
enough for others. 63 83
I have always been an obliging person .94 57
I feel better if I give in in an
argument than I would if I tried to 46 23
get ny own way,
I think I can feel satisfied with
what I have done with my life so far. 72 31
It takes a lot to make me angry. 85 57
I feel very uncomfortable when people
show their feelings in public. 80 46
I think most people who know me well
would say I am pretty easy person to 091 57
get on with.
I think I can cope quite well with 68 55

any crisis?

$ FALSE
Ca NCa
23
15 40
2 29
15 46
52 83
41 69
2 20
7 40
31 63
35 11
2 26
26 71
17 57
4 34
7 43
2 23
9 31

12

% 7

Ca NCa

4

4

0 14

7 11
18 11
11 0

7 14
12 0
23 6

2 6

4 17
28 6
11 12
11 9
13 11

7 20
23 14



successful screening technique could justifiably be tried as a
prediction technique for cancer prone persons. (These points are
discussed further in Chapter 5)# The differences shown appeared
sufficiently great to provide a possible basis for a ’screening’
technique# That is, it appeared possible that a scoring system
oould, be devised which would differentiate between cancer and non-
cancer subjects. The score was built up by assigning a weighting
to each of the questions in terms of the way it had been answered
by cancer patients. Questions showing greater differences between
cancer and non-cancer were given a wei”t of 2 and those showing a
smaller difference were given a weight of 1, giving a total score of
25. The score was designed to show majd.mal difference between the
two grotps. The resultant score could then be assumed, tentatively,
to relate to cancer. A high score would mean "more like cancer
patients" and a low score "more like non-cancer subjects" (more
accurately, more like Adult Extension Summer School students). All
the inventories were then scored and means and standard deviations
calculated. Results are shown in Table 14. Mean score for cancer
patients was 15.8, SD 3.32, and for non-cancer 9.6, SD 3,2. It can
be seen from Table 14 that by taking a score of 12 as the cut-off
point it would be possible to identify 8Q* of the cancer group and
83~ of the non-cancer group,

A further analysis of the meaning of this score in terms of the
differentiating questions was not done because the groups were small
and control was minimal. It would obviously be necessary to try the
inventory on more subjects to see whether the differences would be

maintained before these results could be interpreted as significantly

related to cancer.



TABLE 34

Comparison of Cancer and Healthy subjects on

Self Description Inventory Score, Part I.

SCORE CANCER HEALTHY
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54 35

Mean 15#8
SD. 3.32
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4.5 Trial of Inventory - Part II

The second part of the study was approached with two questions

in view;

a. would, the score be effective with new groups of subjects?

b. were variables other than cancer affecting results? 1In particular
illness and age seemed likely to be iEC)ortanto

4.51 Subjects.

Several requirements were specified for subjects for the second
part of the study but it was not possible for practical reasons to
fulfil all of these, A second group of cancer patients was obtained
in the same way as for the first part, 44 patients with a variety of
kinds of cancer, 24 women and 10 men (two did not state their sex) e

To investigate the possible influence of illness on results it
was hoped to find two groups of subjects with similar symptoms one
of which had cancer and the other a non-malignant disease in the
sa”e site. Ideally such subjects should be asked to complete the
inventory before the nature of the disease had been itmm diagnosed,
when patients in both groups were in the early stages of illness and
with similar symptoms.

On medical imAmmr advice it was decided to use stomach cancer
and peptic ulcer patients and to try to see patients in out-patients
clinics before diagnosis. Inquiries showed that pre-diagnosis
patients would be hard to find since most outpatients' clinics cannot
provide for psychological inventories, however short they may be.
Discussion with almoners working in a large gastric clinic also
disclosed that many patients attending the clinic were very tense
and anxious and found it difficult even to give simple facts

about themselves to the hospital staff.



IM. attendit was then made to find a growg) of stomach cancer and
peotic ulcer patients who had recently undergone surgery. This also
proved difficult and had to be abandoned largely because many of the
patients available with stomach cancer were not well enough to be
approached. ”* It finally appeared that stomach cancer ines not a
suitable site to have chosen for the study because it often is not
detected until fairly well advanced, is a rather rapidly progressing
disease and from the viewpoint of the patients* experiences it is
not very similar at any stage to peptic ulcer. For example, patients
with stomach cancer often do not experience pain in the early
stages of the disease whereas ulcer patients do.

Ulcer patients were more easily obtained and were seen at
four London hospitals. All were post-operative patimts with
stomach or duodenal ulcers. A total of 40 ulcer patients agreed to
complete the inventory. Of these two were not used because they
were too young, four had to be discarded because they did not finish
the inventory and one was discarded because the subject had not
taken it seriously, having given facetious answers. Six of those
discarded had been attempted by women which meant that there were
fewer women than men in the final group.

Efforts to find healthy subjects were also not very *
successful. Seventeen women serving as control subjects in a

research project conducted by the Claybury hospital were founds

1. It was difficult to obtain permission to enter hospitals.
Those hospitals (4) 'wdiich did give permission had an
approximate average of 2 Ca stomach patients per month.
Of the patients seen in three months (19) five were too
ill and two were senile. One hospital provided names
and addresses of patients discharged in the past year.
Inquiries from their own doctors disclosed that 10 had
died and two would be disturbed by the study.
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TABLE 15.

Ages of Cancer and Non-cancer subjects ~ Self Description Inventory, Part II

Age Cancer Ulcer Healthy
Males Females Males Females Females
20-29 1 4
30 - 39 3 1 3
40 - 49 2 5 8 3 2
50 - 59 6 6 5 4 7
60 - 69 2 5 3 4
70 - 79 5 5 1
80-89 2 1
Not Known 1 2 1
2
18 24 20 13 17

44 33



TABLE 16

Marital Status of Cancer and Non-cancer subjects - Self Description

Inventoiy, Part ITI*

Marital Status Cancer Ulcer Healthy
Males Females Males Females Females
Married 7 10 18 8 10
Single 2 7 1 4
Widowed 4 5 1 5 1
Separated 1
Divorced
Not Known 5 2
2
18 24 20 13 17

44" 13



Diagnoses of Cancer patients - Self Description Inventory,

Site

Breast

Cervix

stomach

Bronchus

Rectum
i-tolignant Reticulosis
Lung

Hodgkins Disease
Colon

Duodenum
Prostate

Kidney

Skin

Myeloid Leukemia

titeris

Not knoim

TABLE 17

Male

18

Female

10

4

24

Part II.

128
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Arrangements were also made with a large factory for employees to
complete the inventory but after three months the completed
inventories have not arrived. However, inadequate though they are,
the additional groups obtained are sufficient at least to test the
score and also to provide for investigation of possible effects of
illness and age.

Further information about the subjects is shown in Tables 15-17-»

4»52 Statistical Results

Since the score developed from the first two groups of subjects
had been devised to identify cancer patients, it was first applied
to the new group of cancer patients. The mean score for these
patients was 14,54; SD 3.6, and as can be seen in Table 18, although
the range extends well below a score of 12, the proportion of cancer
patients which could be *screened* out is still quite high, being
just over 774,

The score was then applied to the ulcer patients with the
result that they fell into approximately the same range as the cancer
patients, with a mean score not significantly different from the
cancer patients 13,66, SD 5,0, (See Table 18) Had the score been
used to make blind predictions, taking a score of 12 and under for
*on-cancer *, 60.6" of predictions would have been ivrang. Thus in
terms of the score, ulcer patients are more like the cancer group
than the non-cancer group.

The score was then applied to the new group of healthy women.
Although there are only 17 of them it is still possible to see whether
or not their scores fall in the cancer or non-cancer range. With
these subjects the score was slightly more successful (see Table 18)

but blind predictions would have been wrong in 41* of cases. Taking



together the new subjects used as a test of the score, of a total of
50 predictions, only 23 would have been correct. Thus it appears

that the questions used as the basis for the score cannot be

considered as differentiating between cancer and non-cancer subjects.

However, it is clear that the inventoiy still produced
differences in responses between cancer and non-cancer subjects,
since the mean scores of the two groups (taking together all non-
cancer subjects) are still significantly different. To investigate
these differences further all subjects were combined in two groups,
cancer and non-cancer and the individual questions examined again
using the X test. Thirteen of the questions were found to show
significant differences between responses of the two groups, and
one other to show a difference closely approaching significances
(X» 5,33, df 2). Of these questions 12 were also significant in
the first part of the study so that five of the original questions
no longer differentiate between the groups. (See Table 19,) To
see what difference these new findings would make in screening out
cancer patients, a new score was developed in the same way as the
first one, using 14 questions and with a total score of 18. All
the inventories were rescored and means and standard deviatims
calculated for cancer and non-cancer and for ulcer and healthy
subjects separately. These results are shown in Tables 20 and 21,
Differences between 'Wie mean scores of all groups are significant
at the 1* level, that is méa: between Cancer and Healthy, Cancer
and Ulcer ani Ulcer and Healthy. The greatest difference occurs
between the Cancer and Healthy groig¢)s and the least between Cancer

ard Ulcer. These results are similar to those obtained with the
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TABLE 18

Comparison of Cancer, Ulcer and Healthy subject

(Second Sample) on Self Description Inventory Score.

Part lo
SCORE CANCER ULCER HEALTHY
1 3 '
2
3
4
5 1
6
7 1 1
8 1 1
9 1 1 3
10 3 2 2
11 2 5 2
12 2 3
13 2 2 2
14 7 1 1
15 4 5 1
16 4 4
17 5 3
18 4 3 1
19 3 1 1
20 4 1
21 2 1
23
24
25 - —_——
44 33 17
Mean 34.54 13*66 12,

SD 3.6 5.0



TABLE 19.

Self Description Inventory Statements showing significant

difference between Cancer and Non-Cancer subjects;

No* in Statement
Inventory

1. I have already tried to keep my troubles
to myself as much as possible.

12* I like to have strong attachments with
my friends.

13. I nearly always agree with the
opinions of my friends*

17. When I get angry I usually try not to
ahow it*

19. I rather despise people who are soft
and give in to others¥*

23. I sometimes feel I have not done
enough for others¥*

26* I feel embarrassed being with someone
who is unhappy and upset.

27. I have always been an obliging person.

28* I feel I have missed a lot because I
have not gone out enough and met

people.

29. I feel better when I give in in an
argument than I would if I tried to get

my own way.

33. I think I can feel satisfied with idiat
I have done with ny life*

34. I don't like being tied to other people.
35. It takes a lot to make me angry.

36. I feel very uncomfortable when people
show their feelings in public*

20

77

28

71

51

62

51

88

49

45

68

67

78

76

Part II

Responses
Cancer

F ? T
4 4 60
15 6 48
51 19 14
20 7 51
31 16 30
26 10 67
38 9 31
4 6 63
45 4 27
29 24 29
18 12 37
19 12 46
9 11 54
11 11 50
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Non-Cancer

F

15

25

62

31

45

47

10

49

46

35

29

22

23

10
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TABLE 20.

Comparison of Cancer and Non-Cancer Subjects on

Self Description Inventory Score, Part II,

MEAN

SD

CANCER

VoNoWRRERRR

10,89

3.2

t « 6.00 p <

NON-CANCER

BN OCOJUNREOAR WD

85

33
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Comparison of Cancer,

TABLE 21.

on Self Description Inventory Score,

CANCER ULCER
1
1
1 1
1
1 3
3 1
6 8
7 1
9 2
5 5
14 5
20 3
12 2
5 2
8
3
1 m
98 33
= 10*89 9*12
- 3,2 2.7

Differences Between Means

Cancer - Ulcer
Cancer - Healthy
Healthy - Ulcer

Part II*
t 3.0
t 7.45
t 3.17

Ulcer and Healthy Subjects

HEALTHY

RO D EOOWB N

N

52

7.09
2.9

P <
p< *01
*01
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TABLE 22.

Self Description Inventory Score Part II - Random Halves,

SCORE CANCER ULCER HEALTH!
1 2, 1 2. 1, 2,
1. 1
2. 1 1 3
3* 1 1 1 1
4, 1 2 2
5% 1 1 2 2 1
6. 1 2 1 3 7
7. 4 2 5 3 8 1
8, 5 2 1 3 1
9. 3 6 1 1 2 3
10, 2 3 1 4 1 3
11, 6 8 3 2 2 2
12, 9 11 2 1 1
13. 7 5 1 1
14. 3 2 1 1 1 1
15. 5 3
16. 2 1
17. 1
18.
49 49 16 17 26 26

MEAN « 10,79 10,98 9.44 8.82 7.12 7.08
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first scoring system but show a greater difference between Cancer
and Ulcer subjects and a smaller difference between Cancer and
WkK Healthy subjects.

It is clear that it would not be possible to consider the
inventory as an efficient screening device for identifying cancer
patients since there is a good deal of overlap in the scores. However,
the results could be interpreted as indicating that cancer patients
differ in the responses they give from ulcer patients and from healthy
subjects. A further check was made on the scoring method by taking
random halves of each group to see whether the differences would be
maintained in randan samples from the same populations. Results
are shown in Table 22 and it is clear that differences between means
of the random samples are significant.

Before examining the nature of these differences in terms of
the actual questicns used it was necessary to consider possible
reasons for the differences shown. Tables 10, 11, 15, 16, show that
the groups used for this study were not well matched for age or sex
and that marital status also varied. 1In comparing the groups so far
these variables have not been considered and this has been justified
on the grounds that the inventory would not be given a fair test if
method and control were altered simultaneously (see page 1/6), Since
the method has proved successful in showing differences between
cancer and non-cancer subjects same control factors can now be
examined. It is not possible with the subjects available to do this
in as much detail as would be desirable but some possible sources of
variation can be considered. Since the scoring method was designed
to bring out maximal differences betvaen the cancer and non-cancer

group it seems reasonable to use this for an exanrfjiation of control factors.
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4.521 Sex Differences

The three groups were divided into males and females and the
mean scores compared. No sex differences were found within the
group, (Cancer, Females 10.84, Males 11.06; Ulcer Females 9,08,
Males 9.15; Healthy Females 7.5, Males 6,6.) It therefore appears

that the inventory is not showing sex differences.

4.522 Marital Status

There are ccnsiderabljr more unmarried females in the Healthy
group than in the Cancer and Ulcer groups. To investigate the effect
of this the Healthy group was split into married and unmarried subjects
arid the two compared. Again it appeared that this factor had not
influenced the results, there being no difference in mean scores

for these subjects, (i*Tarried 6.9, Unmarried 7.2)

4.523 Age Differences

The considerable differences in age, particularly between the
Cancer and Healthy subjects could possibly account for the differences
in scores. Two methods were used to investigate the effects of age.
a. Each group was divided into two, above and below the mean age
for the group. Results are shown in Tables 23, 24, 25. 1In all three
groups of subjects the older members show higher mean scores than the
younger members. None of the differences above and below mean age is
significant but it appears from these data that age has some effect
on scores,
bit Cancer patients were approximately age matched with both the
Ulcer and Healthy groups by eliminating all cancer patients older
than the oldest subject in the other groups and all non-cancer

subjects younger than the youngest cancer patients. Results are



TABLE 23.

Self Description Inventory Score Part II; — Cancer Subjects

above and below Mean Age.

SCORE CANCER CANCER
Under 60 Over 60
le V1
2% 1
3. 1
4. 1
5. 1
d. 3
T* 3 3
8o 5 2
9. 4 5
10* 3 2
11. 10 4
12. 7 13
13. 6 6
14 5
15. 3 5
16. 1 2
17. 1
18.
47 51
MEAN = 10.34 11.39

t » 1,667 P > .05



TABLE 24.

Self Description Inventory Score Part II; Ulcer Subjects

above and below Mean Age.

SCORE ULCER ULCER
Over Under
1
2
3 1
4
5 2 1
6 1
7 4 4
8 1
9 1 1
10 4 1
11 1 4
12 1 2
13 2
14 1 1
15
16
17 o
16 17
Mean m 9.76 8.43
SD = 2.8 2.7

1.34 P > ..05

39
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TABLE 25.

Self Description Inventory Score Part II; Healthy Subjects

above and below Mean Age.

CORE HEALTHY HEATLTHY
Under Over
1
2 3 2
3 1
4 1 2
5 2 1
6 3 6
7 4 4
8 1 3
9 2 2
10 2
11 1 1
12 1
13
14 1 1
15
16
17
21 23

Mean 6,67 6,96
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TABLE 26.

Comparison of Age Matched Cancer, Ulcer & Healthy Subjects

on Self Description Inventory Score; Part II,

SCORE CANCER ULCER CANCER HEALTHY
Under 74 Under 60
1,
2, 1 4
3, 1 1 1 2
4, 1 4
5- 1 3 1 3
6. 3 1 3 10
7. 4 8 3 9
8, 6 1 5 4
9. 8 2 4 5
10, 4 5 3 4
11, 12 5 10 4
12, 17 3 7 1
13. 10 2 6
14. 2 2 2
15. 5 3
16. 1 1
17. 1
18. _ _ _
77 33 47 52
MEAN e 10,68 9.12 10.34 7.09

t« 2.60 p< .05 t= 5.6 p< .01
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shown in Table 26, and althou” differences between mean scores are

reduced they are still statistically significant*

4*524 Illness

For reasons mentioned on page )24it was not possible to investigate
the effects of illness as thoroughly as was at first intended. However,
the inclusion of the peptic ulcer group does provide for some already
been given (Table 21) and two interesting facts have emerged: the
progressive increase in score from Healthy to Ulcer to Cancer and the
somewhat greater similarity between Cancer and Ulcer subjects than
between either of these groups and the Healthy subjects. With the
information available it is not possible to explain these findings.

Two alternative explanations could be offered which could be the
subject of further research.

The results might be attributed to illness as such, on the
assumption that cancer is a more serious illness than peptic ulcer.
Thus it mi*t be that the score relates to degree of illness. It is,
hoivever, not very clear what degree of illness might mean or how it
could be measured, particularly since it is not known whether or not
cancer patients knew they had cancer. Length of illness is not
particularly helpful since some of the ulcer patients had been
suffering from stomach disorder for many years and had had considerable
pain and discomfort. None of the subjects, either cancer or ulcer
patients, were feeling very ill at the time they completed the
inventory, since this was one of the criteria for selection. One
way in which this problem might be investigated would be to break

doivn the cancer group by site, length of illness and treatments
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received, to see whether those vho had not been ill so long and had
not undergone stressful treatment experiences obtained lower scores.
Such a breakdown would not be possible for this sctmple because
although general information is available regarding the diagnoses
and length of illness for the group this cannot be attached to
individual subjects because the inventories were completed anonymously.
A second explanation mi“*t be suggested if the assumption could
be made that both cancer and ulcer patients are 'psychosomatic types¥*.
There is some evidence to suggest that persons who suffer from
psychosomatic complaints often have more than one such complaint at
different times. From this evidence it mi“t be concluded that
there is a type of personality which constitutes a psychosomatic
predisposition. The marked similarity in personality traits reported
to be associated with various psychosomatic diseases is further
evidence for this. The score from the inventory mi“t be related
to some such personality traits of a general psychosomatic nature,
and the similarity between cancer and ulcer patients could then be
interpreted as evidence that cancer patients would come under a
general 'psychosomatic type*, This would not be easy to investigate
since so many illnesses are now thought to be psychosomatic and it
would be difficult to find a group of persons with a sufficiently

serious illness which was definitely not psychosomatic,

4,53 Differentiating Questions
The results discussed so far clearly indicate statistically
that cancer patients were giving different responses to approximately

one third of the questions used in the inventory. The difference



has been expressed purely statistically as results from responses
to individual questions and as a score related to the way in which
cancer patients answered. In dealing with the data this way each
question has been treated as a separate unit and has been used as
such for a statistical analysis. Obviously individual questions

of this kind are of very limited value in describing anything

about cancer patients. We can conclude nothing about what cancer
patients are M M 1like from the statistical, fact that they give
different answers to each of 14 questions. Furthermore, the 14
questions cn which results have been based are thos differentiating
between cancer and all non-cancer subjects and do not necessarily
all represent differences between cancer patients and each of the
other t™p groups. Thus two further 1ld.nds of analysis should be
dene in an attempt to malce the statistical data more meaningful,

an examination of questions differentiating between three groups
(cancer, ulcer and healthy) still using the X test, and an

examination of the nature of these questions,

4.531 Comparisons between Groups.

Chi square tests were applied to answers given by each group,
comparing cancer - healthy, cancer - ulcer and ulcer— healthy.
Differentiating questions are shown in Tables 2? and 28, and a
summary of the results is presented in Table 29.

Between cancer and healthy subjects, 12 questions were found
to differentiate, one (question 11) not having been included in the
original 14 questions used for the screening score. Between ulcer

and healthy subjects 8 questions differentiate, again including one

44
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not used for the score, (question 30), Between cancer and ulcer
subjects only two questions differentiate, an interesting result in
view of the significant difference between mean scores based on 14
questions. Summing the result» for cancer - ulcer for all the
original 14 questions it becomes apparent why the score showed a
significant difference between these two groups CX? 29.35 df 18 p ~ ,05).
However, it is also clear that the difference in scores was due
largely to two questions only. This analysis shows that the score
results were misleading and that cancer and ulcer patients are

more different from the healthy subjects than they are from each other.
One exception appears in answers to question 17 (see Table & 29),
where cancer and healthy subjects gave similar answers, both differing
from the ulcer subjects. Little can be said about one question, but
this finding casts doubt upon the meaningfulness of the statistical
analysis,

4.532 The Nature of Differences,

Discussion of the nature of differences as shown by the
questions used in the inventory cannot be more than speculative. It
is nevertheless of some possible use in providing ideas for further
study. It mi“*t also throw further light on the statistical results
which are clearly not very meaningful. The principal problem in
having treated results in the way adopted here is that it has worked
from groMp frequencies end obscures variation within the groups. It
also obscures the nature of variation between the groups as has been
shown above. Clearly, if the 14 questions used for the score, taken
together, mean anything about cancer MiEisjxk patients then the
majority of cancer patients should have answered them all in the

same way and the other m## subjects should have answered them all
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TABLE 27

Self Description Inventory statements showing significant differences
between Cancer & Healthy Subjects; Part II.

Cancer Healthy
T p 2 T F 2
7. I have always tried to keep ny
troubles to myself as much as 90 4 4 33 10 5

possible.

11. I think that in this world you
have to look after yourself and 32 59 7 4 44 1
not worry too much about others.

12. I like to have strong attachments
with By friends. 77 15 6 26 19 4

13. I nearly always agree with the
opinions of my friends. 28 51 19 7 38 4

19. I rather despise people who are
soft and give in to others. 51 31 16 15 31 3

26. I feel embarrassed being with
someone who is unhappy and upset. 51 38 9 23 35 1

28. I have missed a lot because I have
not gone out enough and met people. 49 45 4 12 33 4

29. I feel better idien I give in in an
argument than I would if I tried 45 29 24 12 34 3
to get ny own way.

33. I think I can feel satisfied with

wdiat I have done with my life. 68 18 12 18 26 5
34. I don't like being tied to other

p eople. 67 19 12 23 23 3
35. It takes a lot to make me angry. 78 9 11 33 13 3

36. I feel uncoBifortahle when people
show their feelings in public. 76 11 11 25 19 5



Self Description Inventory Statements,
between Cancer & Ulcer subjects and Ulcer and Healthy subjects;

1,

17.

35.

2.

11»

17.

26»

29.

30.

33.

34.

36.

TABLE 28.

Cancer-Ulcer

When I get angry I usually try
not to show it.

It takes a lot to make me angry.

Ulcer-Healthy

I think that in this world you have
to look after yourself and not
worry too much about others*

IVhen I get angry I usually try not
to show it.

I feel embarrassed being v/ith someone
wdio is unhappy and upset.

I feel better when I give in in an
argument than I would if I tried
to get my O'/n way.

I agree with people who think our
personal misfortunes are often a

sort of punishment for things we

have done wrong in the past»

I think I can feel satisfied with
wiiat I have done with my life.

I don*t like being tied to other
people »

I feel very uncomfortable when
people show their feelings in public¥

71

13

18

17

12

19

23

25

Cancer
F 2
20 7
9 11
Ulcer
F ?
16 2
16 0
12 3
12 4
16 5
9 5
6 4
4 4
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showing significant differences

Part II»

Ulcer
T F ?
15 16 O
21 9 3

Healthy
T F ?
4 44 1
35 14 0
13 35 1
12 34 3
6 35 8
16 26 5
23 23 3
25 19 5
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TABLE 29. *

Sxammary of questions showing différences between cancer, ulcer and
healthy subjects. Self Description Inventory, Part II,

Question No. Cancer-Ncn Cancer  Cancer-Healthy Cancer-Ulcer>Ulcer-Healthy

7 X X
11 X
12 X X u
13 X X
.17 X X X
19 X
23 X
26 X X X
27 X
28 X X
29 X X
30
33 X X
34 X X
35 X X X
36 X X
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in the same way and the other subjects should have answered tham all
differently, whereas neither is the case. Results from the # analysis
show differences in distribution of ansvrers over the three alternatives
(True, False, ?), For the purpose of demonstrating statistical
differences this is quite adequate, but it is not meaningful in
relation to characteristics of cancer patients. Of the 14 questions
only 8 were answered in the same way by a clear majority of cancer
patients. For the purpose of this analysis a clear majority is
considered to be two thirds. It is considered that if cancer patients
do have any personality characteristics in common and these questions
are relevant to such characteristics, then more then one third of
“deviants* would be difficult to account for.

Questions “describing* cancer patients are therefore reduced in
number from 14 to 8, Furthermore for these questions to have any
meaning in relation to cancer patients they should all have been
answered in the same way by the same subjects. It was therefore
necessary to examine the composition of the groups of cancer patients
making up the majority for each of the 8 questions. Again a two
thirds majority was taken as the requirement ; that is, only questions
all answered the same way by a two thirds majority of the same cancer
subjects were selected. Interrelationships between the 8 questions
are shown in Table 30. Five questions fulfilled the requirements as
stated and it is maintained here that only these five questions can be
considered relevant to personality characteristics of cancer patients.

However, if the answers given are characteristic of cancer
patients they must obviously be different from answers given by the

non-cancer groups. Compared with Healthy subjects four of the



Differentiating statements answered in same way by a two thirds

TABLE 30.

majority of Cancer patients;

Statement 7 12 17

12.

35%

36.

35.

7
12
17
27
33
34
35
36

X 83 74
X 60

Cancer - Healthy

I have always tried to keep my troubles to myself as much

as possible.

I like to have strong attachments with

It takes a lot to make me angry.

Self Description Inventory Part IT.

27

88

73
69

x

72
62
5s
68

X

4 5
67 80
53 64
52 63
65 74
54 62
X 56
X

friends.

26

80
67
60
73
55
57
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I feel uncomfortable when people show their feelings in public.

Cancer - Ulcer

It takes a lot to make me angry.
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questions can be considered to cone into this categey, but coupared
v/ith ulcer patients only one of the questions does so. This leaves
very little to be said about the cliaracteristics of cancer patients
as shewn by the inventory. They report that they have always tried
to keep their troubles to themselves as much as possible, they like
to have strong attachments with their friends, they iiave always been
obliging people, it takes a Igb to make them angry and they feel
very uncomfortable wiien people show their feelings in public. Looking
back at the responses given to these questions by the two non-cancer
groups it appears first that ulcer patiats describe themselves in
the same way except that slightly more than one third evidently
require less to make them angry. Secondly, healthy subjects are more
evenly divided about these questions though in most cases more than
half are on the side of the cancer patients, and they consider themselves
to be almost equally as obliging.

Thus, although the inventory can be used to provide statistically
significant differences between the three groups of subjects used,
it appears that these statistical differences are rather empty of
meaning. One final point must be noted in connection with the
inventory questions which raises further doubts as to the meaningfulness
of the results. As far as can be judged from the questions used and
the answers given the technique appears not to be highly reliable.
This is hardly surprising and was certainly expected. As a rough
check on reliability several questions were repeated in a different
form and obvious inconsistencies of answers have occurred in a number
of cases (approximately 15 of cancer patients, 10 of ulcer patients,

no healthy subjects). Since there is little to be “cwn from results
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about characteristics of cancer patients it is not considered important
to examine reliability in any detail. The statistical results stand

on their own loerits as statistics, but unreliability of the data
provides additional support for the contention that the statistics do
not mean a great deal.

It is possible that some of the inconsistencies shown in answers
are related to the fact that both cancer patients and ulcer patients
showed rather a marked inclination to answer questions as True.

The proportion of True responses given by cancer patients was compared
with that of the healthy subjects and the difference is significant
(X~ 3.8, p ~.05). Fifty seven percent of both the cancer and the
ulcer responses were True as compared with 4 4 of the healthy
responses. It is possible that this difference is a reflection of
some aspect of personality. It might be related to reports that
cancer patients are typically anxious to please. If so ulcer patients
are equally anxious to please. It mi“t also be suggested that both
cancer and ulcer patients, being ill, were either unwilling or unable
to give their full attention to the questions and tended to take an
BSr easy way out. None of the patients was obviously uncooperative

but it seems quite likely that illness would not help with concentration.

4*533 Good Fortune and Worry.

The two final questions included in the inventoiy remain to be
discussed. Cnee again cancer and ulcer patients gave responses
which differed little or not at all. The check list relating to
experiences of good fortune produced no differences either in the

number or nature of experiences reported by any of the groups.
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Responsens of Cancer, Ulcer and Healthy subjects to check list of

worrying experiences.

Work
Money

Relationships vdth other people
in general

Relationships with the opposite sex
Relationship with spouse
Relationships >dth parents

Children

Ov/n ill health

Illness of close relatives or friends
Own faults

Failure to achieve wdliat one wants

Difficulties through no fault of one’s
own.

% of Subjects

Cancer

6

12

18

18

12

Ulcer

12

14

15

13

12

(approximate)

Healthy

6

8

16

23

33

155
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The check list of worries, however, did produce differences between
cancer patients and healthy subjects in the nature of worrying
experiences, Resnonses are shown in Table 31. The differences occur
in responses to 4 of the experiences listed. It is hardly surprising
that cancer patients have worried more about their am ill health.

It is, ha/ever, or some interest that considerably more of the healthy
subjects have worried aboiTb their own faults and about their

relationship wdth their parents.

4.6 Conclusicns

The statistical analysis of data has sham significant differences
between cancer and non-cancer subjects in answers to 14 of the
inventory questions. Stated in the form of a scoring system, results
show significant differences between cancer and all non-cancer, cancer
and ulcer, cancer and healthy and ulcer and healthy subjects. It is
not possible, however, to use the inventory results for a cancer
screening technique. Age differences appear to have influenced results
to some extent bub do not account for the significant differences
between cancer and non-cancer subjects. The inventory has also Eiown
that cancer and ulcer patients report having worried about similar
problems b’"jt that the worries of both these groups have been somewhat
different from those of the healthy subjects.

It is apparent from the later more detailed analysis of results
that cancer and ulcer patients differ very little in responses to
the inventory questions, differences between mean scores having been
due largely to only two questions. It also became evident that when

attention is focused on similarities among cancer patients rather
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than purely on differences between them and non-cancer subjects, the
inventory has provided little evidence of distinctive personality
characteristics.

This investigation was originally planned to correct soiie of
the faults apparent in earlier research. Because of the various
difficulties explained above it has only succeeded in repeating
most of these faults and adding some new ones. However, although
unsuccessful in making improvements, it has the advantage of
exposing its own defects. 1Its principal value appears to be in its
having laid bare some of the methodological problems which can
easily occur in research of this kind and viiich have not been
seriously considered by most of the authors whose work was discussed
in Chapter 1. 1In fact by using a method with no pretnsions, allowing
it a fair trial and then demolishing it, the study has shown how
defective research in this field can be.

The statistical results as expressed by the scoring system
do not seem essentially different from restilts in many of the previous
studies, except that differences here are defined purely in terms
of the questions used rather than in terms of personality dynamics.
Had Le Shan and Worthington stated their results in the form of
actual responses to Personal History questions they would be of the
same kind as the results presented here. On this basis cancer
patients have been shown to differ from both groups of non-cancer
subjects. Since the inventory must be considered a psychological
technique, the differences are clearly psychological. When examined

from the point of view of cancer patients, however, it appears that

they mean very little.
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The study has also exposed sampling and control problems. The
significance of results was decreased 'bv the addition of 44 more
cancer patients and 50 more non-cancer subjects» It mi“*t be
further decreased if more subjects were added. Both cancer and
healthy subjects almost certainly constitute a biased sample. In
relation to cancer patients, the bias was mentioned in Chapter 3
(page ?3). Most of the patients in the Marie Curie Memorial
Foundation Homes are there because they have no-one to look after
them at home. Most of the healthy subjects were students at an
Adult Extension Summer School end although they may be representative
of persons v/ho attend Summer Schools, these are a very small
proportion of the total population. Ulcer patients can perhaps be
considered more representative, at least of persons viio go into
a public ward when thqy require treatment for peptic ulcer.

It seems likely that age influenced the scores of cancer patients
rather more than appears from the calculation of mean scores above
and below mean age. Although the difference between the means is
not statistically significant, it would be were there nob three of
the older group with very low scores. These patients were all over
80 and while their answers were not obviously unreliable the
combination of advanced age and illness might well have affected their
understanding of the questions.

The most interesting finding from this study was that cancer
and ulcer patients are more alike than either group is like the
healthy subjects. This may mean only that the two groups of patients
are not like persons who attend Summer Schools, but it seems reasonable

to conclude tentatively that the result relates to illness. It is
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not possible to say whether this reflects just the effects of illness
or whether there is some general ’psychosomatic* factor common to
both groups. From the data available it can only be said that cancer
patients and ulcer patients are known to have been ill at the time
they answered the questions, whereas the healthy subjects were
well enough to continue with their ordinary everyday activities.
There are many unanswered questions arising from this study and
failure to answer them means that no definite conclusions can be
drawn from the research. It would be possible to correct some of
the weaknesses and solve some of the problems by further research,
and by further investigation of the inventory itself. However, the
experience gained from the two research projects reported here and
from the detailed review of the literatur®e has led to the conviction
that the gap between vihat should be done and what can be done in

this field of research is too great to be bridged.
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CMFTiE 5

CCKCLUDDIG EYALIATiq.'i

llie preceding chapters have been concerned exclusively with
research method and results. Criticism of the literature led tea
largely negative conclusion concerning an association between
personality characteristics and cancer. The two research projects
reported in Chapters 3 and 4 are incomplete and inconclusive but
although no conclusions can be drawn about the hypothesised association,
the research has served to emphasise methodological probisms inherent
in this type of research. A pessimistic view was expressed at the end
of ihe last chapter of prospects for improvements in research. This
view applies to research concerned with personality characteristics
of cancer patients and stems from the opinion that with the methods
available very little can be achieved towards providing the ’proper
foundation' asked for by Weinberg (see page fO ). This refers only
to a proper foundation for correlation between personality factors
and cancer. What is really required for the claim with which this
thesis is concerned is a proper foundation for the conclusion that
personality factors may cause cancer.

In chapter 2 a division was made between the p“chosomatic and the
experinféntal hypotheses underlying this research on cancer. This was
considered a necessary distinction betause research evidence is nob

obviously relevant to the claim that psychological factors are
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causally associated with cancer. It seems that at least some of the
confusion and disagreement noted in the introduction results from
failure to make ohe distinction explicit. For example, Perrin end
Pierce have published a highly critical review of the literatiore,
making many of the same criticisms expressed in this thesis. 1In
their concluding remarks, however, (see page (2 ) they fail to make
clear whether tiiey consider the evidence inadequate because it does
not establish an association between personality and cancer or because
it does not establish a causal association, or both. Hie conclusion
quoted refers to an association with the "growth and development of
the disease", which seems to imply that their principal objection is
to postulating causality from the available evidence. On the other
hand Le Shan and Worthington and lowal believe that the evidence is
sufficiently strong to support an etiological hypothesis. In general
it seems to be taken for granted either that the association is causal
or that it is not, but the arguments for or against have not been
discussed by either side. It is quite obvious that none of the
research has provided evidence that personality factors Actually cause
cancer or affect the development of the disease. The problem lies in
the fact that some researchers and reviewers consider there is
justification for assuming that it does, and before rejecting the
evidence as Perrin and Pierce do, this justification should be examined.
The history of psychosomatic research provides adequate precedent
for those who maintain a psychosomatic origin of cancer from the
evidence available. Ultimately the justification for this view rests

on the theory of specificity which holds that specific “emotional

disturbances may produce specific physical symptonys. The cancer



research is clearly following the lead first of Dunbar (15) who
constructed typologies characteristic of patients with particular
diseases, and also of Alexander (1) who is currently the chief
exponent of the specificity ''fie7, basing his theory on the following
postulates;

1. All healthy and sick human functions are psychosomatic#

2. Emotions are always associated vdth concomitant action

T patterns expressed through a portion of the autonomic

aervous system and its innervated organs#

3. For specific emotions there are appropriate
concomitant vegetative patterns#

44 Emotions repressed frcm overt expression lead to
chronic tensions, thus intensifying in degree snd
prolonging in time the comcanitent vegetative
innervation.

5. The resulting excessive organ innervation leads to
disturbance in function which may eventually end in
morphological changes in the tissues#

Only if one holds that particular diseases result from specific
emotional disturbances can the research on cancer be interpreted as
having etiological significance. As Brown has made clear (9)j]
clinical research involving personality studies of groups of patients
is based on the specificity view of psychosomatic illness. This is,
of course, a theory and provides only a general theoretical
justification for the cancer claim. However, it appears that those
wiio maintain that cancer is a new psychosomatic syndrome must do so
by interpreting the specificity view as something rather more than
just one possible theory. The argument has not been explicitly
stated but there are suggestions that some writers are assuming

specificity to have been proven. The bare outline of the argument

would seem to be as follows; certain emotional disturbances are

60
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correlated with cancer, specificity theory holds that certain emotional
disturbances cause a number of other diseases, tnerefore emotional
disturbances cause cancer. Since the evidence for the specificity
theory is in fact only that emotional distui'bances appear to be
correlated with certain diseases, this argument is obviously circular.
The question of causation remains open, depending entirely on
speculation about the link between the emotional disturbance and the
disease symptoms. Brax®n has said '"the psychologist has shown great
ingenuity in spanning the gap between symptoms and personality wn.th
speculation rather than facts,, .but the problem of causality is still
elusive". 9)

Causation therefore cannot be assumed by falling back on the
theory of specificity. However, specificity based research may in
the future come up with some facts to span the gap. The problem of
causation is elusive at present but if research is pursued it may be
caught and solved.

This position raises two questions, both general problems related
to specificity theory. Support for the theory must come from two
sources, the establishment of clear correlations between specific
emotional disturbance and particular diseases, and evidence that the
emotional reactions have physiological concomitants which can produce
observed structural damage. As has been stated, the second source
of support is lacking, except for what Brown has called "shrewdly
conceived hypotheses". If it is ever to be more than this the
emotional disturbances, or as Anexander calls them, constellations,
must be described in such a way as to show first that they are

characteristic of persons who develop the particular physical syg*toms
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and secondly that they do have the appropriate physiological concomitants*
In fact not even the first has been established. Many studies have
appeared in which attempts are made to describe specific personality
characteristics without, it is now generally agreed, very much success.
Specificity theory is currently subjected to strong ®extM criticism

on the grounds that research has failed to show correlations, and that

i the characteristics described cannot be shown to have etiological
significance.

Research on various diseases has produced monotonously similar
lists of traits and has also shovm that the same person may at different
times develop different psychosomatic sjcuptanSc Alexander holds that
not traits but unconscious emotional constellations should be studied.
However, his approach has also resulted in variations on the same theme
and leads little further towards specificity. This results to a large
extent from the limitations of techniques for studying personality and
the basically limited understanding of perscnality dynamics. Brown
has pointed out that psychologists do not know what they mean by
traits and the psychoanalysts are using terms which "have flims}
operaticffial concomitants and hazy external referents". Hence, with
little understanding of the concepts employed at the psychological
level, it is difficult to see ha/ attempts to specify physiological
effects could succeed. Brown and Hamilton have both laid the problem
squarely on the psychologists* doorstep,

With so much uncertainty at the bedrock of personality

theory, it is not surprising that so much research in
psychosomatic medicine has come to floundering, piecemeal

conclusions. (9)

Attempts to explain predisposing factors in psychological
terms are unsatisfactory, partly because general psycholop-
has not yet developed an adequate theoiy of personality. (26)
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It mi”t still be held that the only way to improve the position
vrould be to continue with better techniques and try to develop better
concepts. Grinker, however, presents rather strong arguments to
suggest that even if this were possible it x/ould not be profitable
tov/ards understanding etiology. The trait approach he dismisses
with Dunbar's typologies, from x/hich it is a direct descendant, and
from which the cancer research has also descended.

Personality profiles and disease s”uidrames cannot
logically be considered as two aspects of the same
process, since the disease is considered as a
3tereot] ;pe and the profile as a statistic in Dunbar's
hands. The resulting impasse xd.11 continue no matter
how much the profile pattern is refined. (23)

Grinker maintains that Alexander's position, althou” less
superficial does not ccme closer to providing the links between
psyche and soma.

Although consisting of unconscious character traits
uncovered only by psychoanalytic procedures, they are
still very close to the personality profiles of Dunbar.
The monotonous formulations of dependency, frustration
and aggression even though juggled into so-called
specific dynamic configurations, are unsharp
universais. They are so far removed from processes
influencing psyche and soma that they can only be
considered as characterological precipitates derived
from these action processes or in reaction to them. (23)

One might object to Grinker's terminology, but his fundamental
argument appears unansx/erable. Neither psychologists nor psychoanalysts
can define their concepts in a form which is meaningful physiologically.
Looking at the characteristics said to be associated with cancer the
problem is thrown sharply into focus. Repressed hostility, extraversion,
masochistic character structure are psychologically vague concepts and

quite meaningless physiologically.

Specificity theory has also been attacked on the grounds that it
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over-simplifies the problem and is in danger of substituting a causal
concept of disease no less narrow than the organistic conception from
which psychosomatic medicine has revolted, handler has traced the
origin of specificity to two sources, the uedical ideal of a single
cause and the psychoanalytic concern with choice of neurosis. (5)
Success in medical research in locating causes of many diseases led

to the hope that all disease including mental illness would be found

to result from specific physical causes. The psychoanalytic concept

of neurosis led to a search for specific ccnflicts as causes of
particular neurotic syndromes. Kubie (35) has discussed the choice

of neurosis problem in relation to psychosomatic specificity theory

and argues that since it has proved difficult if not impossible to
trace specific links in the «BBIEEKK neurotic chain it is unlikely

that psychosomatic research will be more successful. Choice of symptom
is perhaps the weakest point of the psychoanalytic theory of neurosis
and it seems probable that the psychoanalytic conception of psychosomatic
symptoms must come up against the same problems.

The parallel between a specificity approach to psychosomatic
illness and the organistic approach to disease in general has been
sharply drawn by C-aldston (20), and his point of view may be taken as
representing those who consider psychosomatic medicine to be a way of
thinking about disease rather than a medical specialisation concerned
with the diagnostic category 'psychosomatic disease'. Psychosomatic
medicine, Galdston maintains, "constitutes a movement to counterbalance
and correct some of the erroneous and corrupting ideas and viewpoints
progogated in organicist medicine". He says tiiat the concepts of

specificity and time-sequential causality fall into the very errors
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that the psychosomatic movement is trying to correct. For the
organicist the somatic event preceeds the psychological, for the
psychosomtist the psychological event proceeds the physical. Thus
he points out that in adopting the specificity theory" "the evil is
not corrected, only multiplied".

Relating all this to cancer research it becomes apparent that
with the questioning of the specificity concept of psychosomatic
disease the foundation for the whole approach to cancer becomes
decidedly unstable. It is relevant here tc note handler's statement,
in discussing research based on specificity theory.

It is of special interest that v/ith the recent

extension of the psychosomatic movement to the neo-
plastic diseases, many of the same questions are

being asked again in spite of the fact that the
psychosomatic movement has largely abandoned this

approach tov/ards the classical psychosomatic diseases". (5)

It seems strange that nothing has been learned from the
difficulties Tvhlch led to abandoning the approach. Bandler, hov/ever,
continues; "Typology it appears is an important and necessary
descriptive and classificatory stage in the development of any
science". He seems here to imply that the cancer research is not an
extension of the psychosomatic movement, but an entirely new develop-
ment. This is obviously not the case, if only because the approach
to cancer is undoubtedly based on theory developed from research on
the classical psychosomatic diseases. It is maintained here that if
there have been good grounds for the psychosomatic movement to abandon
the approach it must be unprofitable for it to be resurected for
studying cancer.

In addition to the general weaknesses and unfruitfulness of

specificity research, there are some problems which arise directly
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from the nature of the neoplastic diseases. One has been briefly
discussed with reference to the Ie Shan and Worthington research and
the two projects reported here, namely the difficulty of defining the
scope of the disease. It has been pointed out ly several writers
(Ruesch, for example (77)) that correlations between broad
abstractions of 'personality* and a 'disease syndrome' are not very
meaningful. This is even more true of cancer, an abstraction v/hich
includes many and varied sjmdromes. Selection of one site also raises
some problems. For example, breast cancer has been the most commonly
studied but it is knoxvn that some breast carcinomas are harmone
responsive (possibly 50% of cases (27)) and some are not. It therefore
appears even cancer in a specific site cannot necessarily be regarded
as one disease syndrome. There are also known causal agents of certain
types of c/incer, particularUy the many industrial cancers which have
been recognised, and these facts should be considered, together vdth
epidemiologLcal data, in deciding upon a disease to be studied.
Research designed to isolate etiological factors must obviously take
all Imown causative agents into account, and a specificity approach
clearly necessitates the study of a specific disease, UMaxa /n analogy
might be drawn between a study of all types of cancer and one of all
types of ulcer.

The possibility must be considered that any perscnality
characteristics associated with cancer are an effect of the disease.
This is perhaps more likely to be true of cancer than of many of the
other diseases which have been studied in the same way. Psychological
effects of being very ill, knowing or suspecting that it is

cancer and therefore facing death, could account fcr the characteristics
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found. A number of studies have been published concerned with the
psychological effects of having cancer. One such study reports that
reactions of some cancer patients are very similar to neurotic

symptoms, being defenses against a real as opposed to an imaginary
tnreat. The authors describe reactions of anxiety, increased dependency,
paranoid mechanisms, suicidal thought, inferiority feelings, feelings

of rejection, aggression, xvithdrawal and isolation (3)*

These are, of course, studies of patients xvho know they have
cancer. However, although patients are often not told, many must
suspect and it is reported that cases of obvious denial are not
infrequent (39) * It is interesting that nui'ses and medical staff with
whom this question has been discussed report that cancer patients often
do not ask for their diagnosis. This is sonetimes used as an argument
in favour of not telling them they have cancer. It would seem reasonable
to assume that patients don't ask because they fear they have cancer and
do not want to Icnow defjnitely. A reaction of this kind would almost
certainly have some psychological repercussions.

The effects of treatment and the physical strain of a very serious
illness may also produce psychological side-effects. Just being ill
has been suggested as a possible explanation of the results reported in
Chapter 4* The two groups of patients differed more from healthy
subjects than they did from each other. This may be because the
particular questions used showed illness differences and not anything
else, but the results do suggest that differences between cancer and
non-cancer subjects found in other research may be effects of illness.
Finally there is the possibility that physiological changes brought

about by the neoplastic development may provide a physical basis for
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psycholo”cal changes. These alternative explanations of the
correlation between persona,lity and cancer have been discussed in
sane detail by Meerloo. (50)

It idB't be argued that the characteristics reported common to
cancer patients are of the kind which x/ould not be affected by
having the disease. For example, one rai”t suggest that having cancer
is unli-kely to make the patient more extraverted. However, it is
possible that cancer patients give 'extraverted answers' to
questionnaires because of their present state, ill and in hospital
and therefore rather isolated from social contact. They mi*t, as
patients ill and facing death, be answering as they would like to
have been rather than as they were. It is, in fact, impossible to
sift out preceedent from antecedent characteristics when so little
is kna-m about personality, the characteristics described are not
properly defined and the psychological impact of disease is so little
understood. A longitudinal study would help to solve this problem
and one such has been reported by Hagnall..” Subjects given an
extraversion - introversion inventory were followed up some years
later and the scores of those who subsequently developed cancer were
examined. It was found that they had higher than average extraversion
scores. An approach of this kind is obviously . an improvement on

post-diagnosis research, but the problem of causation is not thereby

1, It has not been possible to read this report, and it was
therefore not included in the literature review, A summary
of the results was obtained from Mrs. Maryse Metcalfe.
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Methodological problems, which have been discussed at same
length in the three preceeding chapters, are not peculiar to the
research on cancer, but would seem to be more difficult to solve.
Trie nature of the disease must impose a strict limit upon what cne
can hope to achieve. Personality studies of patients with other
types of psychosomatic illness have not been limited as much by the
physical state of the patient and none of them have been concerned
with a disease which is almost always fatal. itcperinBnts with
psychotherapy, which have been suggested by Askervold (2) as a way
out of the causality impasse, are clearly impossible with cancer
patients. Psychotherapy could be, and has been tried (39) but this
could never be done without also using physical treatments. Neither
would it be possible to perform personality experiments requiring
elaborate apparatus and laboratory conditions with patients who are
seriously ill. It seems that very little can be done beyond the
questionnaire, projective test and interview methods which have

already been tried. 1In general with these techniques it is true to
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say that we know very little about what is being measured in terms of

personality and behaviour and we certainly cannot say what is being

measured in physiological terms. Furthermore it is difficult to check

results because in this field one can never be sure that the
technique is adequate. It is always possible to dismiss negative
results on the grounds that an inappropriate method was used, or

that it was improperly interpreted. Direct testing of results is

also difficult because most of the terms used to describe personality

traits or emotional disturbances are imjprecise and not operationally

I
defined.
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It is impossible to find a control group which does not include
persons who will later develop cancer or already have it. Strictly,
a control group could only be found when all subjects were dead and
autopsy data available.

There is also the problem of dealing with group results as though
'a group of cancer patients' had seme separate existence apart from
the indivj.duals mal-dng it up. This is particularly noticeable in
clinical research wiiere a number of aspects of personality are being
considered. This point was brought out clearly in the previous
chapter. Many of the studies of cancer patients have concentrated on
demonstrating differences between cancer and non-cancer subjects and
partially neglecting the question of whether the cancer patients are
themselves alike. Even studies not using a control group, and hence
net being directed towards finding differences between cancer and
mmwrrnimmrr non-cancer, have fallen into the error of discussing
majority figures for several characteristics which are not necessarily
shared by the same patients. Bacon, Aenneker and Cutler list majority
figures for their five characteristics but do not say how these were
distributed amongst their 40 patients. Le Shan and IVorthington show
percentage results for their two groups, emphasising the differences
which are quite large. However, the four characteristics they found
in their second study were obviously not shared by a majority of
their cancer subjects. One was 'found* in 11% of cancer patients, one
in 64$, cne in 30$ ard one in 79%. Thus only a maximum of 38$ of
cancer patients could have shared all characteristics, but on the
information provided by the authors it could be that in fact only 2$

had all four characteristics in common, that is assuming that most of
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the 38$ were not included in the 64$, This is not intended to imply
that no results are of any value unless they show in detail how can
patients are alike, but it does seem to point to a mistaken conception
of the aim of the research. Dealing with groups results in this way
could only be fully justified if it were true that groups get cancer.

Bacon, Renneker and Cutler report that they were continuing with
more intensive studies of a few patients. This is more in line with
the specificity approach as advocated by Alexander, and also more in
line with Wolf 's theory which makes specific conflicts specific to
the individual, (75) For a p”chosomatic approach to any particular
disease to be meaningful it must be based on individuals and not on
groups. However, a few studies of individual patients are unlikely
to be accepted as evidence of disease etiology. A frequent criticism
of p*chosomatic research has been that too much weight is given to
individual studies. Papers in psychosomatic journals have too often
been individual case histories.

This raises the question again, of whether one considers
psychosomatic medicine to be a way of approaching all disease or as a
speciality within general medicine concerned with a particular
diagnostic category. As a way of approaching disease it claims no
more than that psychological factors can be of importance in
predisposing towards or precipitating an illness or influencing
remissions and exacerbations. In practice this means making a science
of the bedside manner, or trying to systematise the principles on which
the family doctor has been working for generations. From this point of
view psychosomatic medicine is concerned with treating 'the whole

person' as far as this is possible, and psychosomatic research is aimed
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at trying to understand the furdamental relationships between
psychological and somatic processes, in order to discover experimentally
how 'the whole person' is involved in becoming ill.

There is a great deal of confusion about this question, some
wishing to show that certain diseases are p”chosomatic in the sense
of having a psychological 'first cause'. Alexander iias apparently
solved the conflict between the specificity view of particular diseases
and the more general concept, by maintaining a position lAich almost
amounts to saying that all diseases are psychosomatic but some are more
so than others. Alexander lists nine possible causal factors and
states that psychosomatic medicine has only added one more to the list
which may be of importance in same cases but not in others. This
leaves open the question of which are the cases where the psychological
factor is important. Those who talk of somatopsychic illness tiirow
the subject into even greater confusion, leading to a view that there
are several different categories of disease. Mrgett (49) has suggested
that we should construct frames of reference when thinking in terms of
psychosomatic medicine, whether one is dealing with functional manifestations
of emotion (Ammm: for example, anxiety) ; symbolic dysfunction of emotion-
determined origin (example, conversion hysteria); structural disease
with emotional disturbance possible predominating as a 'causative'
factor (example, ulcerative colitis) and most important, sickness per se
in which the \diole person, r&ind and body, is disturbed (example, any
illness). Margett emphasises that in view of our present ignorance of
specific causation this can only be a theoretical schema and no more
than that. This schema would find, general support from psychosomatists,

but in practice many are thinking of the first tiree . "frames of
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reference” as separate disease categories and not as temporary
classifications resulting more from ignorance than anything else*
i'J.eander is most insistent that there is no reason to believe

the most outstanding etiological factor in any disease to be
ps“rchological.

Multicsusality and the varying distribution of

psychological and non psychological factors from case

to case, invalidates the concept of psychosomatic

disease as a specific diagnostic category* (1)

Hamilton has suggested a useful solution to the problem by
referring it to a practical test.

Classifications have their importance as a mode of
ordering one”s thinking, but in the end the value of
a classification is determined by its practical use*
For example, the wvalue of classifying diseases into
infective and non-infective lies in the action that

is tai:en in treating the former and preventing their
occurrence. The practical value of psychosomatic
theory/ lies on the whole still in the future* Vdiether
a given disorder is or is not a psychosomatic one will
be decided in the end by the practical difference it
makes to the physician* Good classifications, like
good definitions, come 6t the end of a scientific
investigation not at the beginning. (26)

Multi-causation is generally accepted but for practical purposes
it would seem that most important or *first* cause i*ill be identified
as the one about wliich something can be done* The classification of
infective diseases does not imply that infection is the only cause, or
even the most inipoi‘tant. Lowered resistance to infection is equally
as important. It is, however, more useful to deal first with the
infection, both in prevention and treatment. Strengthening
resistance is also important, but this aspect of causation is less easy
to control and usually comes as a second step in prevention and treatment,

lowered resistance to infection, of course, covers a variety of causal

factors and here again it is those about which something can be done



174

which are specified as the important ca'cses; poor diet and low standards
of hygiene for example. Tuberculosis is an interesting example to
consider in relation to this problem. In this case it appears that
psychological factors may operate in addition to infection in causing
the disease. For prevention and treatment it is the infection which is
considered as the cause, any form of psychological .~<li?: therapy being
an extra and unessential refinement*

With present iuiowledge of cancer it is quite clear that the
practical usefulness of a ’psychological cause’ would be minimal. As
Le Shan has pointed out, one does not attempt to stop a forest fire by
extinguishing the match which started it. (3&) P'ran the treatment
point of view it may be of little use to Paiow that the 'match’ was a
psychological event and not a physical one. Prevention could perhaps
make use of psychological cause if it were possible to identify cancer
prone persons and treat them before the disease developed. The idea of
a screening tecl'inique discussed in the previous chapter was related to
this possibility. However, psychological techniques for screening and
therapy are quite [inadequate at present to attempt such a preventive
progi’amme. Prevention of recurrence mi“t also be approach
psychologically but further difficulties arise here because of the
nature of the disease. It is rare for patients to be cured completely,
and if any malignant celle remain after surgery of other treatment one
is still faced with the fire rather than the match.

Ultimately the practical usefulness of any etiological factors
must depend on knowledge that they are causes and on knowing hovi they
operate. It has been maintained here that the cancer research is

based on a naive view of specificity theory and a naive view of
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psychosomatic medicine. The research has been floundering in the
confusion of persoiality theory and in the confuoion of psychosomatic
theory. The aim has been to ’'prove’ that cancer is a psychosoimtic
disease by showing that specific emotional disturbances are correlated
wndii development end growth of neoplasm. It has been argued here that
we do not know what a psychosomatic disease is and we certainly do not
know that any diseases have specific emotional causes. The conclusion
from this argument must be that for both methodological and theoretical
reasons research of the kind being done on cancer can never provide

a proper foundation for anything.

The great advance made by psychosomatic medicine has been in
attempts to systematise ideas about mind-body relations in health and
disease, beginning in 1935 “ith Dunbar’s great contribution of
collecting, abstracting and synthesising the literature on M relationships
between emotd cns and bodily changes (15). Its greatest mistake has
been in attempting to apoly these data to particular diseases before
psychosomatic relationships were even partially understood. Grinker

has noted some of the errors into xdiich the ’'psychosomatic specialist¥*

has fallen.

Uncontrolled conclusions based on incomplete studies of
only a few examples of specific syndromes were applied

to all cases. The enthusiastic quest for knowledge by

a plethora of post war graduate students seduced their
gratified teachers into throwing caution to the winds,
into stirring up even more interest amongst physicians
and into making doubtful therapeutic promises to layraoi
through popular lectures and articles of questionable
accuracy. .. .Far more serious for the patients was the
acceptance., of labelled syndromes as diagnostic
categories, serving to evoke psychological pronouncements
of etiology and prognosis without reference to the
specific forces at work vjithin and around the individual
patients.,.. As a result psychosomatic formulations have
become stereotypes into which each patient*s life history
and situation is moulded by special focusing, selective
interpretation and omission or neglect of the incongruent* (23)
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The psychosomatic approach to cancer is considered to be in this
tradition, to be heading towards the same serious mistakes and to be
XK unaware of them. The present thesis began as an attenpt to evaluate
the research wdiich has been published, accepting that it was a
legitimate attempt to contribute to the problem of cancer etiology,
but that it was not very good research. As the result of examining
methodological theoretical and practical problems it is now concluded
that the research can contribute nothing to an understanding of cancer
or of psychosomatic problems. This position is inevitable as long as
pegearch is concerned fit'st with cancer and only secondarily with
psychosomatic processes. For a useful contribution to be made the
orientation should be the other way about, and research should be

concentrated on basic processes both in health and disease, leaving
cancer aside until more is known about the interrelationships of psyche
and soma. This statement expresses full agreement with Grinker in
his proposal for an approach to psychosomatic research, and the
following quotation states effectively the conclusion of this thesis.

To overcome the many obstacles to research in psycho-
somatic medicine and to fulfill certain criteria, of
scientific evidence it would seem that two general
methodolo”cal principles should be employed. One is

the study of the maturation and differentiation of
psychosomatic processes (genetic - not exclusively
psychogenic). The other is the use cf multi-dispiplinary,
simultaneous, prolonged observations of many phases of

integration and disintegration of psychosomatic
processes. (23)

Such a programme ob'/ionsly involves the psychologist but it is
not a programme which can be planned by a psychologist. Hence it is
not possible here to outline specific proposals for further research.

In fact this programme is intended to lead to the ’proof’ discussed
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in the Introduction as the only real foundation for a conclusion that
cancer is a psychogonic disease. One must still maintain that such
proof is a distant prospect and tdiat disproof is equally distant but
what Grinker suggests is strictly psychosozetic research. It must
be from a focus on psychosomtic processes that useful answers to
problems of disease etiology will be found. If psychotherapy

proves useful wi.th. some physical diseases then studies of patients
are useful and indeed necessary. It is difficult to see hew
psychotherapy could be useful to cancer patients except in helping
them to accept their fate, but even if psychological treatment were
effective, psychological research alone could never establish that

cancer is ”a new ps”Tchosomatic s**ndrame,”
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Pauia Notes Qii the Personal Kiatoiy Techniqw -

Woitnington developed the vPersoxial History as a projective IX
technique after discovering that job application forms seemed a
fruitful souroce of information about aspects of the applicant's
personality. 8) The Personal History was apparently an attempt to
systenatise intuitions derived from this type of information. The
rationale for the test rests on the assumption that all aspects of
behaviour, reflect personality and that meaningful interpretations can
be made from-biographical facts and any form of wvn*itteén expression*

An elaborate method of analysis has’been devised for the Personal
History. This is-based on psychoanalytic theoiy together with a fairly
heavy emphasis on social class factors, nach item ofxinformation is
subjected to a 'depth' interpretation in terms of either form or
content or both, in relation to the Personal History, form means the
way. in which the information is expressed, and content the actual facts
stated. Ths analysis is organised under three major areas of .

personality,-£. 1. Character structure, for example, passive, dependant,

narcissistic, homoerotic, r u
2. Mechanisms of defense, for example, hysteroid,
paranoid, schizoid, - - I

3* Hersaiality facets, which are described as symptoms
of the “relative goodness of. the functioning of character structure and
defense mechanisms. They are indicators which may tell how well the
individual's security is functioning. For example, aggression, tension,
anxiety, lability and ideation are -regarded a.s facets.

..As outlined in Worthington's thesis, (8) the analysis begins with

an fliapt elaborate estimate of social class origin, attained social' #



class and social mobilit*z, based on direct inforimtion such as
occupation, and on indirect clues such as the use of Jnr or Roman III
or IV after the name, indicating upper middle or upper class status¥*
An estimate of I.Q. and intellectual fimctioning is then made and
related to the grades used in the Wechsler-Bellvue scale. The

direct assessment of personality involves assigning a score of 1 or

3 to each aspect of the analysis system. For example in dealing with
defense mechanisms, hysteroid characteristics, designated by the
symbol R, are said to be reflected in items left blank vjhen the
analyst is reasonably sure that they would ordinarily be indicated.
This is given s score of R3. Rl is assigned if there is evidence of
WwAwm histrionic trends as for example if the subject states an
interest in dramatics. Neologisms or narrelevant statements are taken
to indicate schizoid reactions, (E3). A score of HI is given if an
answer is placed on the line following the correct space, but only in
answers to items having to do with the future. A similar system is
adopted for personality structure and for personality facets. For
example a score of aggression 3 is given to all expression indicating
overt hostility. Tension is indicated by erasures and retracings, all
of which are given a score of 3* Interests as expressed in favourite
school subjects and hobbies are assigned direct scores. V/orthingbon
gives an exhaustive list of possible interests in these areas each of
which is assigned one or more scores for character structure, defense
mechanisms or facets or E all three. For example, a liking for
arithmetics gets a score of Dc3 (compulsive), dislike of mathematics
a score of B, a3 (schizoid, high anxiety). Fishing as a hobby for

males is scored ag-3 (aggression), x. (psychopathic), h, (homosexual),



dm (oral sachistic); while for females also x, h, dm and ag, with the
addition of £ (oral demanding).

Tliere is said to be constant cross checking of interpretations so
that scores assigned to particular items are reevaluated in terms of
other evidence. It is not clear how this is done. The scores are
totalled and organised in a profile when analysis is complete and it
appears that this is a simple summing of all scores for a specific
characteristic.

An example of analysis given by Worthington, presents a final
personality description of personality dynamics (defense mechanisms),
characteriological picture (character structure), intellectual
functioning, behavioural picture, diagnosis, and prognosis.

There have been few validation studies done with this test.
References cited are primarily concerned with the use of the test in
industry, particularly in personnel selection. Some of these
references do not appear to provide any direct evidence of wvalidity
(eg. Le Shan's studies of accident proneness which was not concerned
with validation (1,2)). Those which are in fact validation studies
indicate that the Personal History is useful in predicting sales
success and work output in a factory. The methods employed in these
studies appear to be perfectly adequate for the purpose, and in so far
as the Personal History is an instrument for personnel selection, they
appear to provide adequate evidence of its usefulness. However, it is
by no means clear from this work that the success of the instrument is
the result of the detailed 'depth' interpretations of personality* It
mi*t be possible to make correct predictions in the industrial field

-9
on the basis of quite superficial indicators in the records. Success



in personnel predictions is not sufficient evidence that the Personal
Hi.story is a suitable technioue for personality studies of cancer
pati“nt8p
A search for clinical validation studies has produced little. 1In

a paper read to the Office Management Association of Chicago (9),
Worthington refers briefly to two such studies. One is a comparison
of Personal History and T.A.T, analyses for 157 cases.

Competent psychologists have estimated that the degree

of correlation between the two reports is in the

neighbourhood of ,90, which would make a percentage

agreement of about 85.
The study has not been published and this very brief stategaent is the

only reference available. The other study wvhich Worthington mentions
appears to be that which he reported in his Ph.D, dissertation.
Subjects used were 8 patients attending & Veterans Association
Mental Hygiene clinic, Worthington analysed their Personal History
forms and prepared a list of statements describing each patient.
Tliese were checked in four cases by the patient's own therapist and
by a clinician idio had results from other tests, "the Rorschach and
Weschler-Bellvue as a minimum". 'The remaining four cases were
evaluated on the basis of test results only, Worthington described one
case in detail, giving a full Personal History analysis and complete
validation results. For the whole group, hov;ever, he give? only total
results, that is, the amount of agreement on all statements describing
all subjects. Overall agreement vias approxiimtely 53> that is,
therapists and clinicians agreed with 63% of the® total number of

statements prepared by Worthington,

Essential information is obscured by presenting only total results.
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1b is quite possible that some cf the agreensnt resulted from inclusion
of general statements wvdtich could describe anyone. It is also possible
that total agreement is spuriously raised by one or two cases in wiiich
Personal History analyses happened to strike significant personality
characteristics. This is not a satisfactory method of presenting
validation results,

Worbhin/i”on acknowledges that the design cf the study could have
been improved, iTlino matchings would provide a more objective and
pure test of the accuracy of Personal History interioretations. It
would also be desirablf- to have validation data based on more than 8
subjects.

In his thesis Worthington does not mention norms for responses, but
in their outline of analysis method, Hpencer and Worthington (6) suggest
an extremely detailed laiowledge of 'standard responses*. For example
they state mth confidence that "very few men give their sisters'
married names when they use their mother's first namei. It is very
doubtful whether norms of this nature could have a sound quantitative
foundation, and certainly no mention is made of normative studies.
However, even if Spencer and Worthington could prove conclusively that
very few men give their sisters' married names when they use their
mother's first name, there are many items in the Personal History to
wliich norms caild not be applied.

The question has been raised as to whether the Personal History
is in fact a projective test, () In terms of the strict definition,
as applied to the Rorschach or Thematic Apperception Test, biographical
facts and forms of expression are not projections, Murray has drawn

attention to the unjustified extension of the term 'projection*

19



If the term (projection) is used to denote all forms
of expression - a man’s characteristic postures and
gostm*es, his style cf vralking, talking end waiting,
the way he cocks his hat and buttons up his overcoat -
then we iiust find a new word for the process of
projection (as traditionally used). If projection
means everjihiug, it means nothing, (4)
Van Lennep is also troubled by the application of the term to
"all kinds of utterances end expressions of the subject, as far as
these are personal and not determined by the rules of hI5 society". (?)
In fact many of the so-called projective techniques tnould not
come within a strict definition of projection, and none of them make
use in interpretations of the mechanism of projection alone. Ms.cFarlane
and Tuddenham have stated the coirmmon characteristic of the projective
methods as being that "the ambiguity of the task permits the subject
to respond in hie own way". @) They point out the explicit assumption
of the projective methods is that "every subject’s responses are not
the result of sheer accident, but are determined by the psychological
attributes of the subject". It is implicitly assumed that, since it
offers wide latitude to the subject to reveal himself, the particular
sample of responses supplied by the protocol mirrors the subjects
basic personality organisation.' This account of projective techniques
would allow for "all. kinds of utterances and expressions, in so far as
these are personal" to be considered as mirroring basic personality.
Hovrever, dt is difficult to accommodate the Personal History even
within this wider definition of projective method. It does not appear
to offer very wide latitude to the subject to reveal himself and it is

not clear how one decides ivhether the subjects responses are personal

and not determined by the rules of his society, Worthington states

that although the Personal History appears to be rather structured.
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"in actuality, subjects can show considerable idiosyncratic choice in
answering any particular item." Spencer and Worthington refer to
the design of items permitting "opportunity for unstructured responses'"*
It is not very clear what they mean by unstructured responses, but one
can say the Personal History avoids predetermined responses by nob
giving instructions as to how the form should be completed.

A further problem arises from the assumption that a limited range
of EEMEmpEg biographical details, interests and forms of expression
can provide the basic data for a complete assessment of personality
structure and functioning. This, of course, is a problem shared by all
the projective techniques. As MacFarlane and Tuddenham maintain, it
has not been established that the particular range of responses elicited
by any projective stimulus is an adequate mirror of personality
organisation. In the case of the Personal History the biographical
material available to the subjects differs so widely that more can be
no guarantee of having comparable data from each - e.g. not everyone
has a married sister, ability of S and characteristics of his school
affect the degree of his dislike for any school subject regardless of
his readiness to express it. The projection screen is not like a TAT
picture controlled by E, not like the blank card controlled by S; it
is largely outside the control of either. It cannot be said that
material such as responses to the Personal History should not be
subjected to *depth* interpretations. However, the information
available on the Personal History does not provide adequate theoretical
justification for the interpretations, nor evidence of the completeness

and accuracy of the personality descriptions thus derived.



preferences

1. IE sHM, L1*

2. U SHAN, L.

3* MGFARLANB, J.W. &
TUDDIISHAM, R.E.

5% PIIREIN, G.K. & '
PIERCE, I.E.

6. SPENCER, G. &

7. VAN lamp, D.j.

8. WORTHINGTON, R.E.

9. WORTHINGTON, R.E.

197

Dynamics In accident - prcne behaviour¥*
Psychiatr?/. 15s 73, 1952*

The safety prone: an approach to the accident-
free person. Psychiatry. 13: 465, 1952.

Problems in the Validation of projective
teclviiques.

in Anderson, H.H. and Pnderwm, G.L. An

Introduction tod*pJeg”* TechniQu”
Prentice-HallL Inc. New York, 1955.

Foreword, in Mderaon, H.H. end Anderson, G.L.
An Introduction to Projective Tec”mioues
Prentice-Hall Inc. New York, 1955e

Psychosomatic Aspects of Cancer. Psychosora.
1~., 21: 397, 1959.

Validity of a projective technique in predicting
sales effectiveness. Personnel Pgyctiol. 5: 125, 1952.

The Four Picture Test, in A%iderson, H.H. and
Anderson, G.L. An Introduction to Projective
Techniques. “?rentic©-Hall, New York, 1955.

Use of the personal history form as a clinical
instrument. Unpublished %.D. thesis.
University of Chicago, 195D.

Application blanks in personnel testi%. The
of the Office Ikmagment /*saociatiaa
of Ohioan. 1950.



1%

APPENDIX C.

SH#S



Confidential*
Self Description Inventory 7

Ages 9595 Sex; Marital Status;
Ccc-upatioac

Please read the Instructions Carefully*

In the following 1list of statements you will find some which
describe you and some which do not.

Please read each statement carefully and decide whether it is
true of you or whether it is not.

If the statement 1is a true description of you put a circle
round true*

If the statement is not a true description of you put a circle
round false.

Please try to decide 1in every case whether it is True or False.
If you absolutely cannot decide then <3ircle the 2.

1. I* l1ike to do things with ny friends rather than fTru” ? False
by myself. -

20 I have devoted much of my time to other people. (sr~” ? False

3* I hate to feel dependant on others. Jhfrun ? False.

4-, On the whole I am content to be as I am and True. ? ("Fals”

would not want to be a different sort of person.

5% I hate rows. Truey [~ False.
6* I like to feel that other people admire me. ("True”~ ? False.
7. I have always tried to keep my troubles to True.) °? False.

myself as much as possible.

8. I usually go to pieces in a crisis. True. False
9 * I get angry rather easily. True.) °? False.
10. When I do get angry everyone who is there knows True. ? (Fals”
about it. A —
11. I think that in this world you have to look after-True. 2. (False.,

yourself and not worry too much about others.



12.

1311

14-.

15"

16.

1711

180

19!!

20.

21.

22.

23-

24-.

25.

26.

27!!

28.

2.
I like to have strong attachments with my friends.
I nearly always agree with the opinions of my
friends.

When things go wrong for me I feel I am more to
blame than anyone else.

I like to feel that I am master of myself and can
decide what I will do without worrying about what
others think.

I have found that it i1s a wonderful experience to
be able to comfort someone who 1is upset.

When I get angry I usually try not to show it.

On the whole I have never been a very happy person”

I rather despise people who are soft and give
in to others.

I feel that the pain and misery I have suffered
has done me more gcod than harm.

I have nearly always solved my 'problems by
myself without help from anyone.

I do not 1like giving otders.

(fruez)

True.

True.;

(true”

~TrueT)

Trued

True.

True,

True.

True.

True.

)

.}

I sometimes feel I have not done enough for others . (True.)

I nearly always show how I am feeling,even
though it may upset someone else.

On the whole I haven’t much confidence in myself.

True.

True,

I feel embarrassed being with someone who 1is unhappV Tru”

and upset.

I have always been an obTiglng person.

I have missed a lot because I have not gone out
enough and net people.

True.

True.
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? False.

?y False..

? False.

? False,

? False,

? False.

? Fadse.

? Faise.

?C Faise

?A False

? (False.

? False.

? (Pals”

? (Fals”

? False,

False.

? (False



29.

30.

31.

32.

33.

34.
35.

36.

37.

38.

39.

I feel better when I give in in an argument
than I would if I tried to get my own way.

I agree with people who think our personal
misfortunes are often a sort of punishment
for things wvje have done wrong in the past,

I don’t often feel like putting myself out
to help other people.

I often feel better after a good row.

I think I can feel satisfied wv;ith what I have
done with my life.

I don’t like being tied to other people.
It takes a lot to make me angry.

I feel very uncomfortable when people show
their feelings in public.

I think most people who know me well would
say I am a pretty easy person to get on with.

I think I can cope quite well with any crisis.

True.

True.

True.

True.

True.

True.

True.

True.

True.

True

26\

?I false.

? Cfalse,

?( false.

? (false

? B6°false.
? I false

? rFalse.
? False.
? False.
? False.

If T had to say which of the follov/ing were my greatest pieces
of good fortune I would choose those I have ticked.

tick as many or as few as you like. )

(You may

Good health in the main (apart from any present illness.)

The good start my childhood home gave me.

The understanding and sympathy I had as a child.

Satisfying work.
Happiness with my hu»hand/wife.
Happiness through my children.

Good friendship.
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A good education.

Enough free time to do what I enjoy.

Add here any other good fortune you have had*

40.

If I had to say which ofthe .following have
caused me most worry and trouble I would
choose those I have ticked. (You may tick as
many or as few as you like.)

My work.

Money.

relationships with other people in general.
My relationships with my parents.

My relationships with the opposite sex.

My relationship with my husband/wife.

My children.

My own 1ll health.

Illness of those close to me.

My own faults.

My failure to achieve what I wanted.

The difficulties I have had through no fault of my own.

Add here an’ other things which have caused a lot of worry:



