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This study briefly reviews both historical and recent 

conceptualizations of dependency. In particular, it focuses 

on this concept's applicability to patients with chronic 

illnesses, especially those with allergies. 

Type and degree of dependency were seen as an important 

factor in the approach to the medical and psychological 

treatment of clinical ecology patients. The purpose of the 

study was to develop an objective measure of dependency which 

could quickly identify patients whose dependency conflicts 

interfere with the treatment process. 

The study was divided into three phases. In the first 

phase test responses by 84 inpatients to the CAQ, MMPI, and 

the HAT as well as historical and demographic data were 

analyzed by a series of stepwise discriminant analysis. 

The 53 resulting items were examined for those which most 

concisely discriminated between the two identified groups 

(pathologically dependent and nonpathologically dependent). 

These 15 items were used to test 120 additional patients in 

phase II. Fourteen items were retained and the coefficients 

obtained classified the patients in phase I and II with a 

98.81 percent and 94.17 percent degree of accuracy 



respectively. These classification coefficients were used 

to classify another 30 patients in phase III with a 96.67 

percent rate of accuracy. These results provide exception-

ally strong support for the hypothesis that group 

classification can be obtained through the use of an 

objective screening instrument. 

The pathologically dependent patients tend to focus on 

disease, frequently are unemployed, have histories of 

childhood illnesses, have limited emotional controls, are 

depressed, ambivalent, and distrustful. Additionally, they 

experience difficulty establishing goals or accepting 

personal responsibility. Those patients identified as 

nonpathologically dependent exemplify the more positive 

aspects of these traits. The pathologically dependent 

patients appear to be caught in a dilemma between wellness 

and satisfaction of dependency needs. 

While all patients need an organized approach to 

treatment, the pathologically dependent require an extremely 

structured repititious approach and may require long term 

psychological intervention in order to make positive steps 

toward wellness. 
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A MEASURE OF DEPENDENCY IN PATIENTS WITH 

CHRONIC ILLNESS: CLINICAL ECOLOGY 

Seymour (1977) defined dependence as either pathological 

or authentic. Pathological dependence ensued when individ-

uals saw themselves as helpless, blamed others for their 

helplessness, exaggerated needs, and saw no way to change. 

Authentic dependency was seen as a response to real lacks and 

nequalities. She postulated a cycle that individuals must 

move through to free themselves from dependency: (a) 

dependent, to (b) counterdependent, to (c) independence, to 

(d) interdependence. The process as described was cyclical 

and moved in a spiral. The latter behavior of interdependence 

was described as "autonomous behavior based on choice." 

Saviola (1982), in examining the problems that disabled 

wbmen have faced, defined dependency in several ways. One 

facet was the fact that everyone was dependent in his early 

life and that our various abilities to work this through 

have had psychological ramifications important to both past 

and future relationships. With this as a background, one 

then can look at the actual dependency on others that physical 

disability entails. Newly disabled people have gone through 

a grief process and some have become fixated there and have 

remained in a dependent state, believing themselves to be 



worthless or inadequate. Others have chosen to become over-

dependent and have felt overwhelmed, unable to cope, and have 

relied on others for answers, approval, and decisions. Still 

others have opted for underdependency (pseudoindependence), 

which has entailed an inappropriate appraisal of their situa-

tion and resulted in failure because they denied the reality 

of their situation. It has been possible for these people to 

go through an adjustment process, relinquish dependency, and 

move toward independence and resumption of more appropriate 

roles. 

The current concept of the dependent personality has 

evolved out of the psychoanalytical idea of the oral 

personality. This stage of psychosexual development has been 

looked upon as both a passive and a receptive time. If an 

adult had fixations at this stage he/she will tend to behave 

in a passive, subservient, and dependent manner and will tend 

to be trusting, cheerful, and accepting (Rychlak, 1981). The 

Diagnostic and Statistical Manual of Mental Disorders, Third 

Edition (DSM III, 1980), described the person with a depen-

dent personality disorder as an individual who has 

demonstrated an inflexible and maladaptive manner which 

"passively allows others to assume responsibility for major 

areas of his or her life because of a lack of self-confidence 

and an inability to function independently." Further, the 

DSM III has interpreted that these people have ignored their 

own needs in order to please others. This pattern was 



typical of the person's long-term as well as his or her 

current functioning. Other personality disorders may be 

coexistent as well. Millon (1980) has termed the personality 

just described as the passive-dependent personality and has 

called the histrionic personality the active-dependent type. 

The histrionics actively seek what they need, will be manipu-

lative, and need constant attention and stimulation. 

The psychoanalytic fixation-regression model has also 

been used to describe differences in abnormal behavior. Very 

briefly, this model has held that at some early time in life 

a rather severe frustration occurred and as a result, libido 

was fixated in that developmental phase. Then later in life, 

if a trauma, threat, or conflict was experienced there was 

regression to the behaviorscharacteristic of the phase at 

which fixation occurred. For example, analytic theory has 

stressed the relationship between dependency and fixation at 

the oral stage of development. Alexander (1950), a psycho-

analytic theorist, suggested that many illnesses were the 

result of unconscious emotional conflicts. Disorders which 

have been called psychosomatic or psychophysiological were 

thought to result in functional or structural changes 

believed to have been caused by psychological factors (Adams, 

1981). These illnesses have been associated with the auto-

nomic nervous system and include a broad array of disorders 

such as eczema, hives, headache, asthma, hypertension, ulcers, 

spastic colon, menstrual disorders, enuresis/ and diabetes. 



Although it has been recognized for thousands of years 

that normally harmless substances can cause illness in some 

people/ this phenomenon has only been studied in any formal 

way since the early 1900s. In fact, the term allergy was 

first used by von Perquet in 1906 (Speer, 1970). The field 

of clinical ecology has emerged as an interdisciplinary 

offshoot of this new field of allergic health care. Bell 

(1980) stated: "Clinical ecologists propose that chronic 

exposure to common foods, environmental chemicals, and natural 

inhalants in addition to physical and psychosocial stressors 

can trigger a wide range of mental, emotional and physical 

disorders in susceptible individuals" (p. 13). 

Randolph (1966) has taken a different approach to 

explaining the psychological manifestations of the allergic 

patient. As a clinical ecologist, he has presented evidence 

that mental and behavioral disturbances can be caused by 

"nonpersonal environmental physical exposures" such as foods 

and insecticides, as well as many other substances. While he 

has not denied the possible involvement of personal factors 

in the psychological traits appearing in allergic patients, 

he indicated that the nonpersonal environmental factors have 

been neglected. He has proposed that this imbalance could be 

corrected if the dichotomy between physical and mental health 

could be broken down. 

Knight (1968) has pointed out the need to weight factors 

such as individual constitution, social factors, life 



experiences, immune status, and physical and psychological 

makeup when considering the causes of illness. He has 

considered it ineffective to fragment a person into "psyche 

and soma." In treating the allergic, he believed it important 

to establish a warm relationship with the patient and with 

the family in order to prevent sabotage. In addition, he 

thought one should offer hope without promises, relieve the 

patient's fears and anxiety, try to block the use of the 

illness to obtain secondary gains, encourage emotional 

development, and foster independence. 

Hathaway and McKinley (1943) developed the Minnesota 

Multiphasic Personality Inventory (MMPI) so that a broad 

sampling of an individual's behavior could be examined. In 

this way, it was hoped that a useful description of person-

ality and emotional status could be obtained which would 

distinguish different abnormal groups from one another and 

from normals. This test was constructed empirically and 

produced a set of 14 subtests (four validity indicators and 

ten clinical scales). When first used, the clinical scales 

referred to specific patient conditions such as hypochon-

driasis, depression, schizophrenia, etc. However, in recent 

years these scales have been referred to by number: one, two, 

and eight, respectively. In an empirically derived instrument 

such as the MMPI, the veracity of the subjects' answers was 

not the important factor under consideration. What was 

important was for the test to discriminate between item 



response patterns of criterion groups and those of a normal 

group (Dahlstrom, Welsh, & Dahlstrom, 1972; Greene, 1980). 

Navran (1954) developed a rationally derived MMPI scale 

for the purpose of measuring dependence. A reliability of 

.91 was found between the two derivation samples. Its use 

found dependency differences between normals and both 

neuropsychiatry patients and graduate students. The 

graduate students' distribution suggested that the scale 

measured according to expectation (J curved, low dependency). 

Although not conclusive, Navran considered these results 

promising. 

Zuckerman, Leavitt, and Lubin (1961) found a significant 

correlation between Navran's dependency scale and student 

nurses' ratings of peer dependency. In addition, they found 

that simultaneous elevations on the dependency scale and a 

scale that measures a personality trait called dominance 

(Gough, McClosky, & Meehl, 1951) was the seeming result of 

ambivalence about dependency and could result in passive-

aggressive or passive-dependent behaviors. 

Pruitt and Van de Castle's (19 62) investigation of 

dependency and welfare chronicity also provided support for 

the Navran dependency measure. They found very high or very 

low scores to be associated with dependency as defined by 

greater chronicity in welfare recipients. 

Dependent individuals, as defined by the dependency 

scale, have been described as passive, submissive, dependent, 



and sometimes maladjusted. These traits have been seen as 

arising from a long-term personality style or pattern, or 

could reflect an individual's need for assistance when 

attempting to handle situational crises in their lives 

(Greene, 1980}. 

During the 1960s, the Clinical Analysis Questionnaire 

(CAQ) was developed in response to the need to develop an 

instrument that could measure both pathological and normal 

personality traits in an individual. The CAQ has 16 scales 

which measure normal personality traits and previously 

composed the 16 PF, 12 scales that measure pathological 

factors, and 9 second order factors which help organize the 

primary score information. The test items are the result of 

factor analysis studies on personality structure which began 

in 1946 (Cattell, 1973). Independence is a second order 

factor which involves items from the dominance scale (E), 

imagination scale (M), radicalism scale (Ql), self—sufficiency 

scale (Q2), and the tension scale (Q4). People who score 

high on this scale see themselves as self-reliant and inde-

pendent, while low scorers are seen as controlled by others 

and dependent (Krug, 1980). 

The Health Attribution Test (HAT) was developed to 

assist in determining the degree of personal responsibility 

patients take for their health status and the outcome of 

their treatment (Achterberg-Lawlis, J., & Lawlis, F., 1980). 

Three dimensions are measured: one is an internal locus of 



control and two are external controls (Powerful Others, and 

Chance). The authors have found the overall pattern of 

scores obtained by both burn and pain patients to be 

predictive of success or failure in the rehabilitation 

programs that were designed for them. 

Smith (1962a) used the MMPI to compare the personality 

patterns of both normal individuals and those with allergic 

disorders in an effort to distinguish trends that would 

differentiate the two groups. In general, he found that 

allergic individuals, when contrasted with normals, tended to 

be more concerned with somatic complaints; seemed to be more 

obsessive and compulsive; experienced greater difficulties 

with concentration and cognitive confusion; were more hyper-

active and over-enthusiastic; lacked persistence; and tended 

to undertake too many tasks. Smith interpreted the psychas-

thenia tendencies noted as a defense on the part of the 

allergic patient against actual or possible disruption of 

dependent relationships. 

In a later study, Smith (1962b) administered the MMPI to 

a larger group of allergic subjects and to a matched group of 

subjects who were reportedly free of both allergies and any 

other psychosomatic illnesses, with personality traits 

similar to those which have been found in previously studied 

allergic groups. Smith's analysis of the items in the profile 

which discriminate significantly between the two groups 

suggested the following traits. 



1. Individuals with allergies were described as more 

unhappy with their home life and would have liked to escape 

from this conflict, especially from their parents. 

2. Sexual conflicts were an area in which female 

allergies seemed to experience feelings of guilt. 

3. Allergic males tended to be nonassertive and shy 

socially. Both male and female allergies tended to alienate 

friends by being overly critical and demeaning. In male 

allergies, this pattern of alienation often defeated their 

desire for acceptance. 

4. The allergies as a group tended to be suspicious and 

cynical with these tendencies evidenced in their attitudes 

toward the law and in their unconcern for others, although 

this pattern was stronger in males. Both groups expressed 

negative reactions toward authority. 

5. The allergies described a larger number of physiolog-

ical complaints which seemed to reflect anxiety or defensive 

maneuvers and seemingly these went beyond those engendered 

by their allergic disorders. 

6. The allergies as a group felt weak and inadequate both 

with others and when dealing with their own impulses or 

problems. They tended to be always tired, hard to get along 

with, i.e., irritable and grouchy, as well as depressed. 

7. The allergies evidenced poor abilities to compensate 

for their feelings of inadequacy and inferiority. Indeed, 

Smith believed that this last trait was the one that 
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discriminated the allergic patient most clearly from others 

with different disorders who evidence similar symptom patterns. 

Freeman, Feingold, Schlesinger, and Gorman (1964) sur-

veyed much of the past research on allergies and the role of 

psychological factors in their etiology and process. They 

related the recurrent reporting of dependency conflicts in 

these patients, as well as evidence that this might be common 

to many chronic disease processes. They indicated that much 

of the conflicts surrounding the personality variables involved 

in allergic patients may be the result of poor quality investi-

gations by researchers. They suggest that it might be fruitful 

to investigate further what appears to be an inverse relation-

ship between psychopathology in allergic individuals and their 

degree of immunological involvement. Even though agreement on 

the details of psychological factors in allergic disease 

process have been far from unanimous, there does seem to be 

a consensus that these factors are involved in and important 

to the allergic process. 

Jacobs, Anderson, Eisman, Muller, and Freidman (1967) 

studied three theoretical models: (a) the reciprocal-

interaction model states that allergies may develop when 

there is a strong biological predisposition along with weak 

psychological tendencies or when there is a strong psycho-

logical predisposition and a weak biological one; (b) the 

positive—interaction model holds that allergies develop only 

when biological and psychological predispositions are active 

at the same time; and (c) the summation model suggests that a 
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combination of somatic and psychological factors may be 

present, for instance, the biological factor may be strong 

with a mild psychological factor, or the reverse can be true, 

or both factors may be present in equal amounts. In any case, 

this model implied that the factors must combine to reach a 

certain threshold before allergic symptoms will appear. The 

biological factors were defined by skin test reactions and 

eosinophil response to histamine, while the psychological 

predisposition was defined in terms of overdependency of the 

child on a dominating mother. The results did not support 

an "either-or" model but did support the "and-or" concepts 

of the summation model. In looking at those who do develop 

allergies, it is found that those with a biological predis-

position who have been placed in situations of separation 

with concurrent demands for autonomy placed on them. 

Ford, Glober, and Castelnuovo-Tedesco (1969) studied a 

small group of patients with regional enteritis who also 

experienced a high frequency of allergies. The medical 

patients were evaluated psychiatrically by the use of the 

MMPI and an extensive interview. The assessments indicated 

that a period of acute emotional stress often immediately 

preceded the onset or worsening of the illness. Also noted 

was a high number of obsessive-compulsive traits with a 

tendency to overconcentrate on the small details of the 

process of the illness and to use denial when examining the 

quality of their interpersonal relationships. Patients 
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experienced a high degree of dependency conflicts and were 

either not able to function without the help of others or 

expressed these conflicts by overcaring for their own depen-

dents or by overconcern with money matters. The illness 

was in some cases seen as an alternate method of securing 

positive parental support, especially when the patient had 

previously been unable to meet the parents' achievement 

demands. These patients tended to be somewhat introverted 

socially and displayed a degree of guardedness and rigidity 

which disrupted their ability to form close relationships. 

While no major sexual problems were noted, the patients did 

display a lack of interest in sex. On the MMPI, they showed 

lack of insight, acceptance of long standing physical maladies, 

rigidity, sensitivity, and discomfort in the company of others. 

The women were seen as lacking initiative, brooding, and 

inefficient, while the men were immature and dependent, yet 

showed traits of competitiveness and willingness to work hard. 

Thomas and Britton (1973) examined the perceptions of a 

group of physically disabled persons toward family dependence 

in a study that sought to collect data about individual 

differences in the attitudes held by the disabled toward 

dependence and independence. Their results indicated that 

females found dependence on the family more acceptable than 

did the males, and these differences in attitude may be 

culturally and educationally mediated. In addition, they 

found dependence on the family to be particularly aversive to 

people whose disabilities began early in life. 
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In looking at the dynamic factors that appeared to be 

involved in those disorders termed psychosomatic, as well as 

in those more primarily organically based, Meissner (1974) 

found disruption of dependency needs to be common across 

disorders. Ulcer patients displayed intense oral dependency 

needs, colitis patients often were conforming, passive, and 

dependent, while hypertensives displayed dependency conflicts 

in the inability to handle aggressive, hostile impulses. 

These same conflicts were often seen in hyperthyroid patients 

as well. Patients with tuberculosis displayed needs for 

affection that were in conflict with their dependency needs. 

Diabetics often displayed dependency conflicts as did cancer 

and leukemia patients. 

In looking at asthma patients, Jones, Kinsman, Schum, 

and Resnikoff (1976) summarized the personality patterns of 

asthmatics as having evolved from a conflict which contained 

intense dependency needs. After onset of illness, the 

personality patterns that are often seen in these patients 

are dependency, preoccupation with illness, use of defenses 

to control depression, and alienation. These researchers 

found their asthma patients to have more elevated scores on 

the MMPI than did normal subjects. Especially noted were 

elevations on scales 1, 2, and 3. This 3-1-2 pattern was 

considered to reflect defensive control of depression by 

focusing on unimportant physical and/or psychological 

difficulties. It was noted that this pattern was seen in 
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other chronic diseases as well and may reflect a way of 

coping with the problems of chronic illness. 

Oscar Hill (1977) has examined the status of the psycho-

logical treatment of physical illness from an historical as 

well as from a current perspective. He emphasized the need 

to alter the therapeutic situation with these patients so 

that their dependency needs could be met when needed as well 

as looked at and understood. He said: 

In the treatment of illness it still remains likely that 

a humane and understanding management of the patient's 

anxieties and provision for his dependent needs, 

although undramatic, may be the most potent component 

of the psychological management that we can provide for 

our physically ill patients (p. 123). 

Charles Ford (1978) wrote about individuals who cling to 

the symptoms of their illness past the normal recovery time. 

Often secondary financial gains were thought to be a factor 

in these individuals' disability neurosis. This stance has 

overlooked the instances in which the secondary gain has been 

the gratification of dependency needs. These people, have 

often through reaction formation, covered their dependency 

needs through hard work. These defenses often have fallen 

after an injury because the accustomed defenses were gone at 

the same time that the very strong dependency needs have been 

met by family and medical personnel. 
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Weinstein (1978) described an accident process that can 

lead to sometimes inexplicable chronic disability. The first 

of the key features was the development of stress and tension 

which led to depression and self-appraisals of inadequacy; 

next was a personality style of strong dependent and passive 

qualities; and coupled with these was the occurrence of the 

injury which allowed the person, usually a man, to ask for 

help and whose situation was not understandable and accept-

able both to himself and to others. Finally came the 

development of the pattern of disability as a way of life. 

The author explored ways to intervene in this process so that 

individuals* needs were met, but in ways that did not involve 

a descent into chronic disability. 

Green and Kiprowski (1981) found complex reasons to 

explain why nonpsychotic persons remained sick, such as 

satisfaction of dependency needs, hopes for a better life, 

relief of guilt, and freedom from responsibility. Originally 

these patients sought assistance in dealing with symptoms 

resulting from some sort of situational stress. It was 

thought that through the process of therapy they learned "how 

to be sick rather than well." To avoid this situation, they 

suggested involving patients in realistically evaluating 

assets as well as liabilities and in ways of moving toward 

realistic goals. 

Greenberg and Dattare (1981) were able to use premorbid 

data to determine if it could predict the later development of 
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cancer. The subjects consisted of individuals who developed 

cancer, benign tumors, essential hypertension, ulcers, and a 

group who developed no disease. They pointed out that the 

literature suggests that characteristics such as frustrated 

dependency, helplessness and hopelessness, oversensitivity to 

object loss, and depressive tendencies may predispose indi-

viduals to the later development of cancer. However, more 

recent investigations have suggested that these oral depen-

dent personality characteristics may have a more general 

effect and might predict several kinds of illnesses such as 

ulcers, hypertension, colitis, musculoskeletal problems, and 

allergies. Their results gave strong support to the latter 

hypothesis that characteristics of dependency may predispose 

men to illness in general rather than to a specific disease 

process such as cancer. 

King (19 81) has put forth three possibilities to account 

for the physical and/or psychological symptoms experienced by 

allergy patients. These are (a) the allergic symptoms are 

caused by or made worse by psychological factors, (b) the 

physical symptoms effect the psychological state of the 

person; and (c) the allergic reactions were directly respon-

sible for the physical and/or the psychological symptoms 

noted. The first factor is the one the author stated has 

most often been studied. King's double-blind experiment 

provides strong support for the latter notion that 

psychological symptoms alone or in combination with somatic 
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symptoms can be produced by contact with allergens. These 

findings strongly suggest that the psychopathology often 

noted in behavioral observations of allergy patients and in 

objective tests such as the MMPI can be accounted for at 

least in part by exposure to common environmental substances. 

King suggested that allergic reactions should be considered 

when evaluating patients with such symptoms as "nervousness," 

depression, "mental blankness," and "mental fogginess." 

In a study that focused on a chronic illness population 

which included those with chronic low back pain, migraine 

headache, hypertension, and diabetes, Naliboff, Cohen, and 

Yellon (1982) found a significant relationship between 

functional limitation ratings and emotional disturbance on 

MMPI scales. They believed the results suggested that an 

underlying dimension existed which was described as "self-

reported limitation of activities due to the chronic 

illness." It was thought that this attitude was held across 

illnesses and was independent of amount of pain, type of 

illness, or chronicity of the illness. Perceived limitation 

rather than actual limitation seemed to be the most important 

factor in the MMPI elevations in these patients. 

Wright (1983) found that an ecological group of patients 

surveyed displayed more psychopathology on objective psycho-

logical testing than did a group of chronic pain patients. 

Another consistent factor noted in both of these groups of 
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patients with chronic illnesses was that of emotional 

alienation. 

The previous articles surveyed have examined dependency 

as a personality trait to be measured through instruments 

such as the MMPI, CAQ, and psychological or psychiatric 

interviews. Other studies have examined dependency from the 

standpoint of the degree of assistance persons need in 

activities that are ordinarily conceived as self-care 

endeavors. For instance, Ludwig and Collette (1970) hypo-

thesized that the amount of physical limitation and the 

resulting dependency and social isolation would have 

detrimental effects on the individuals' mental health. They 

measured dependency in terms of the amount of help needed in 

personal care and in terms of amount as well as sources of 

personal income. They found that both of these factors had a 

negative but independent influence on mental health. 

Wilkinson and Graham-White (1980) described the develop-

ment of a dependency rating scale, the Psychogeriatric 

Dependency Rating Scale (PGDRS) to assist nurses in determining 

the patients' dependency status. Dependency was defined as 

"nursing time demanded by patient." The Clifton Assessment 

Procedures for the Elderly (CAPE) is another instrument that 

looks at the cognitive and behavioral deficits of the elderly 

and defines dependency in terms of self-care ability (Pattie, 

1981). 
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A recent study has directly examined the issue of 

dependency in clinical ecology patients (Jones, 1984). 

Dependency which was defined as authentic or pathological 

was seen as a component important to the treatment of patients 

with chronic illness. It was hypothesized that a significant 

portion of ecology patients assessed would meet the criteria, 

which were adapted from DSM III, for pathological dependence 

and that those identified as pathologically dependent would 

differ on psychological and physiological parameters from 

those who did not meet these criteria. The study strongly 

supported the first two hypotheses and found that those 

identified as pathologically dependent displayed a greater 

degree of psychopathology than those who were classifed as 

nonpathologically dependent. It did not find that the two 

groups differed in the degree of physiological involvement in 

their illnesses. One hundred eleven variables were surveyed. 

Fifty-two showed significant differences between the groups 

and 29 were significant at greater than the .0001 level. A 

discriminant analysis was used to determine the least number 

of orthogonal variables that best discriminated between the 

groups. These were the MMPI Clinical Scales 8 (Schizophrenic), 

and 3 (Hysteria), the MMPI subscale Ma2 (ps 

tion), employment status, and early childho 

identification of these factors was thought 

aspect of effective treatment planning for 

In order to obtain those variables which mo 

ychomotor accelera-

od illness. Early 

to be an important 

individual patients, 

st effectively 
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discriminate these two groups of patients it was necessary 

to administer a lengthy psychological test battery which 

included the MMPI, CAQ, and the HAT, as well as factors 

obtained from the historical data (medical and psychological) 

on each patient. It was noted that this lengthy time commit-

ment delayed the onset of the medical assessment and treatment 

period, although this information was needed to guide the 

development of workable assessment and treatment plans. 

These need to be inacted from the outset of contact with 

individual patients with chronic illnesses. Because of this 

it was determined that a more economical measurement of 

dependency was desirable. 

The current study is an outgrowth of the Jones (1984) 

investigation and its primary purpose is to develop an 

efficient single assessment instrument which will quickly 

differentiate those patients who are pathologically dependent 

from those who are nonpathologically dependent. 

The pathologically dependent are patients who are 

unnecessarily dependent which becomes part of the chronicity 

of the illness. Dependency adds to individual stress and 

detracts from or inhibits the wellness process. The dependency 

process observed would appear to extend beyond the parameters 

of the illness. 

The nonpathologically dependent are patients who are 

necessarily dependent because of their illness which necessi-

tates a degree of reliance on others. This does not, however, 
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inhibit their move toward wellness and is discarded as soon 

as possible. It is hypothesized that the dependency measure 

to be developed in this study will be able to discriminate at 

initial screening those who meet the criteria for pathological 

dependence from those who do not. 

Method 

Phase I; Criterion Group 

Subjects 

The subjects were chosen from patients as they were 

admitted into the Carrollton Community Hospital Ecology 

Treatment Unit (ECU). All subjects were undergoing treatment 

for allergies and environmental sensitivities at the time of 

testing. They were all under medical supervision. The group 

was composed of 86 subjects (13 males and 73 females). Their 

ages ranged from 20 to 65 years and the mean age was 38.8. 

Instruments 

Three clinical instruments were used in the test battery 

from which the items for the discriminant analysis were drawn. 

Those chosen were the Clinical Analysis Questionnaire (CAQ; 

Cattell, 19 73), the Minnesota Multiphasic Personality Inventory 

(MMPI; Hathaway & McKinley, 1943), arid the Health Attribution 

Test (HAT; Achterberg & Lawlis, 19 80). 

The CAQ was developed to measure both pathological and 

normal personality factors. The validity of this instrument 

was determined by eight major factor analytic studies, all of 

which reported significant results (Krug, 1980). The validity 
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of the CAQ is reported to range from .45 to .86 and the 

reliability is reported to range from .51 to .90. 

The MMPI was developed as a personality inventory which 

would discriminate between different types of clinical 

populations. Reliability of the MMPI subscales range from .73 

to .97 on one day interval administrations and from .32 to .61 

on tests given at three year intervals (Dahlstrom, Welsh, & 

Dahlstrom, 1975). The overall validity of the MMPI has been 

reported to range from .62 to .91 (Dahlstrom et al., 1960). 

The HAT was developed to measure locus of control in 

medical patients. The validity of the HAT is reported to 

range from .29 to .49 (Achterberg & Lawlis, 1980) and the 

reliability from .86 to .92. 

Procedure 

The clinical instruments (CAQ, MMPI, and HAT) were 

administered to the ecological patients by professionals 

trained in psychometric procedures. They were administered 

and scored under the recommended, test standardization 

procedures. The demographic data was obtained from the 

medical and psychological histories gathered at the time of 

admission to the ECU. The dependency ratings were obtained 

from the psychological histories by three independent judges. 

Each rating was based on the DSM-Ill's criteria for Dependent 

Personality Disorder (passive dependent), Histrionic Person-

a l i ty Disorder (active dependent), and some aspects of the 

relationship problems noted in the Narcissistic Personality 
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Disorder (see Appendix A). Other factors considered were the 

current and past history of ability to care for self and 

others, as well as past history of achievements. Only 

pre-treatment scores were used in this study. The raw scores 

of each test item were used in the data analysis. 

Other factors measured were the degree of family inter-

action in the patients' progress, number present outside the 

normal range of 17 immune factors (see Appendix B), length of 

illness as measured since time of onset of acute symptoms, 

employment, educational level, marital status, and presence of 

early childhood illness in the history. 

Phase II; Validation Group 

Subjects 

The subjects were chosen as they were admitted into the 

North East Community Hospital Ecology Treatment Unit (ECU) in 

Bedford, Texas. The group was composed of 120 subjects (28 

males and 92 females). Their ages ranged from 17 to 71 with 

a mean age of 42.2. All of the patients showed ecological 

sensitivities and were tested under environmentally controlled 

conditions. 

Instruments 

The test (Interaction Scale, Phase II) utilized consisted 

of 14 items which best discriminated between the two groups 

(pathologically dependent and nonpathologically dependent) 

identified in Phase I. 



24 

Procedure 

The dependency test (see Appendix C for Interaction 

Scale, Phase II) was administered to 120 additional subjects 

by professionals trained in psychometric procedures. Demo-

graphic information was obtained from the psychological 

histories obtained at the time of the patients admission into 

the ECU. Three independent judges rated each subject on the 

presence or absence of pathological dependency using the 

DSM-III criteria as stated in Appendix A. 

Phase IIIt Cross Validation 

Subjects 

The subjects were chosen as they presented from patients 

admitted into the North East Community Hospital Ecology 

Treatment Unit (ECU) in Bedford, Texas. The group was composed 

of 30 subjects (1 male and 29 females). Their ages ranged from 

27 to 72 with a mean age of 38.9. All of the patients showed 

ecological sensitivities and were tested under environmentally 

controlled conditions. 

Instruments 

A final version of the dependency scale (Interaction Scale, 

Phase III, see Apendix D) consisting of 14 items which best 

discriminated between the pathologically dependent and 

nonpathologically dependent patients in Phase II was adminis-

tered to 30 subjects. 
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Procedure 

The final form of the dependency test (Interaction Scale, 

Phase III) was administered by professionals trained in 

psychometric procedures. The patients were asked to provide 

the demographic data and historical information required on 

the test form. Three independent judges rated each subject 

on the presence or absence of pathological dependency using 

the DSM-III criteria (see classification criterion in Appendix 

A) . 

Results 

Phase I 

The data obtained from the CAQ, MMPI, and HAT as well as 

the immune system factors, the demographic data, and historical 

data were analyzed by a step-wise discriminant analysis. The 

memory capacity of the computer facilities available was not 

able to construct a matrix large enough to analyze the data 

in its entirety which necessitated partitioning the data into 

two parts for the initial analysis. One step—wise discriminant 

analysis was done on the MMPI items obtained in Phase I and 

the other step-wise discriminant analysis was done on the 

CAQ, HAT, immune system parameters, demographic data, and 

historical data obtained in Phase I. Eighty—eight items which 

best discriminated between the two groups were retained from 

the partitioned analysis and used together in another step—wise 

discriminant analysis (see Appendix E, Table 1 for significant 

univariate F's). On the basis of this combined analysis, 53 
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items were identified which best discriminated between the 

two groups. Table 2 describes these items and their classifi-

cation function coefficients (Fisher's Linear Discriminant 

Functions) and Table 3 in Appendix E describes all of the 

univariate F's and their significance levels. There was one 

canonical discriminant function with an Eigenvalue of 

6100.74894 which accounted for 99 percent of the variance with 

a canonical correlation of 0.999181. The Wilks* Lambda was 

0.0001639 with a Chi-Square of 405.31, df = 53, £ < .00001. 

Table 4 in Appendix E describes the unstandardized canonical 

discriminant function coefficients. Canonical discriminant 

functions evaluated at group means (group centroids) were 

66.47573 for the pathologically dependent group and -89.32677 

for the nonpathologically dependent group. The percent of 

"grouped" cases correctly classified was 97.62 (see Table 5 

for classification results). 

From these 53 items, 15 were chosen which best discrim-

inated the two groups under consideration. These items and 

their classification function coefficient (Fisher's Linear 

Discriminant Functions) are described in Table 6. One function 

with an Eigenvalue of 8.4765 and a canonical correlation of 

.9457564 which accounts for 90 percent of the variance was 

obtained. The Wilks* Lambda was .1055448 with a Chi—Square 

of 148.81, df = 14, ̂  < .00001. Table 7 in Appendix E 

describes the unstandardized Canonical Discriminant Function 

Coefficients. The Canonical Discriminant Functions evaluated 
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Table 2 

Dependency Groups Classification Function Coefficients 
(Fisher's Linear Discriminat Functions) Combined 

Analysis of Partitioned Data—Phase I 

Test Items Pathological 
Dependent 

Not Pathological 
Dependent 

MS (Marital Status) 289.3678 100.9971 

EMP (Employment) -8844.692 -3191.065 

ERLYILL (Early Illness) -16636.10 -6045.437 

IGM -1663.842 -527.0451 

*M55 -225.0225 -69.28619 

M99 -165.5678 -69.68458 

M124 643.8710 251.8068 

M154 -260.0761 -116.1192 

M180 263.9439 106.2311 

M242 430.9272 182.1758 

M313 279.4382 129.2350 

M365 -241.6934 -90.59325 

**CI1 2396.427 847.4875 

CI8 2172.781 779.7357 

CI14 -1122.911 -380.9213 

CI23 -3571.043 -1252.869 

CI25 2425.729 874.8540 

CI35 4525.635 1626.146 

CI 4 5 4262.003 1543.072 

CI58 8388.784 3052.744 

CI64 883.6841 322.3866 



Table 2—Continued 28 

Test Items 
Pathological Not Pathological 
Dependent Dependent 

CI65 759.2990 295.5492 

CI69 3222.861 1156.681 

CI77 1161.407 407.7688 

CI91 559.9699 186.1688 

CI98 -754.4540 -268.5301 

CI100 1342.965 519.0811 

CI107 -1829.534 -662.5534 

CI124 6836.762 2529.067 

CI125 -8013.426 -2818.825 

*CII2 1277.521 487.8523 

CI 16 -2883.901 -1028.606 

CII10 1866.812 688.4542 

CII11 8798.304 3169.901 

CII19 -254.3545 -87.37827 

CII22 656.3811 258.2314 

CII23 -2305.756 -821.9024 

CII47 -593.3606 -194.1195 

CII53 4119.509 1512.065 

CII56 -7618.305 -2742.030 

CII79 831.0051 329.2626 

CII93 3458.403 1271.631 

CII102 -854.0810 -293.5227 

CII103 1061.. 373 388.5072 

CII1Q4 2385.574 856.2788 

CII106 6987.446 2537.193 



Table 2—Continued 29 

Test items Pathological 
Dependent 

Not Pathological 
Dependent 

CII109 7037.379 2569.926 

HAT 3 5233.040 1894.000 

HAT 6 -1431.423 -513.5777 

HAT 11 -268.2192 -91.66439 

HAT 13 -1306.788 -463.7505 

HAT 16 -2305.826 -828.9330 

HAT 2 2 -2483.938 -884.8897 

(CONSTANT) -30830.30 -4901.143 

*MMPI 

**CAQI 

***CAQII 

Table 5 

Predicted Dependency Group Classification Results 
Combined Analyses of Partioned Data—Phase I 

Actual Group 

Group 1 

Pathological Dependent 

Group 2 
Not Pathological Dependent 

Number of Predicted Group 
Cases Membership 

1 2 

51 

33 

49 
96.1% 

0 
0. 0% 

2 
3. 9% 

33 
100.0% 

Note. Percent of "grouped" cases correctly classified = 

97.62%. 



30 

Table 6 

Dependency Groups Classification Function Coefficients 
(Fisher's Linear Discriminant Functions) 
15 Optimal Discriminant Variables—Phase I 

Test Item Pathological 
Dependent 

Not Pathological 
Dependent 

EMP 6.401797 15.50762 

ERLYILL 4., 318593 18.49390 

M265 12.66499 17.73633 

CI 2 3 3.621686 7.416066 

CI 5 8 5.824642 -1.617091 

CI 6 4 4.229575 1.647339 

CI69 1. 113591 -1.991580 

CI 12 5 49 i6i414 57.60646 

CI 16 9.610067 15.00104 

CII11 5.589448 .7608462 

CII56 6.039600 14. 21574 

CII106 .5662374 -6.235417 

HAT 3 -2.221635 -6.169858 

HAT 6 1.913923 3.712947 

(CONSTANT) -127.7763 -164.4989 

at the group means (group centroids) were -2.47761 for the 

pathologically dependent group and 3.32928 for the nonpatho-

logically dependent group. The percent of "grouped" cases 

correctly classified was 98.81 which represents a slight 

improvement on the classification as based on the 53 items as 

described above (see Table 8 for the classification results). 
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Table 8 

Predicted Dependency Group Classification Results 
15 Optimal Predictive Variables—Phase I 

Actual Group 

Number of Predicted Group 
Cases Membership 

1 2 

Group 1 

Pathological Dependent 

Group 2 
Not Pathological Dependent 

51 

33 

50 
98.0% 

0 
0 . 0% 

1 
2.1% 

33 
100.0% 

Note. Percent of "grouped" cases correctly classified: 98.81%. 

Figure 1 presents these results in graphic form. All but one 

of the 15 items was retained. 

Phase II 

In Phase II the response of 120 additional subjects to 

the 14 items derived in the initial analysis were submitted 

for step-wise discriminant analysis. This analysis retained 

the 14 items derived in Phase I. The Classification Function 

Coefficients (Fisher's Linear Discriminant Functions) for 

these items are given in Table 9. One Canonical Discriminant 

Function with an Eigenvalue of 2.11165 was retained. The 

Canonical Correlation of this function was .8237881 which 

accounted for 68 percent of the variance with a Wilks' Lambda 

of .3213731 and a Chi-Square of 126.0, df = 14, £ < .00001. 

The Unstandardized Canonical Discriminant Function Coefficients 

for each item are given in Table 10 (Appendix E). The 

Canonical Discriminant Functions evaluated at the group means 
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Table 9 

Dependency Groups Classification Function Coefficients 
(Fisher's Linear Discriminant Functions) Phase II 

Test Items 
Pathologically 

Dependent 
Nonpathologically 

Dependent 

EMP -1.507592 .6428371 

ERLYILL 12.06543 18.44030 

INT2 2.740153 .6063911 

INT 3 3.852752 2.354817 

INT 4 .1174913 -.4592077 

INT5 9.496009 11.95836 

INT6 4.119875 6.319723 

INT7 3.826286 4.175466 

INT8 82.6286 84.63011 

INT9 2.908190 3.996281 

INT10 1.344915 .5753199 

INTll 6.826759 8.130817 

INT 12 9.377404 8.151064 

INT13 4.048201 3.024457 

(CONSTANT) -174.4917 -187.6783 

(Group Centroids) were —1.03810 for the pathologically 

dependent group and 2.00024 for the nonpathologically 

dependent group. The percent of "grouped" cases correctly 

classified was 94.17 (see Table 11 for Classification results) 

Figure 2 presents these classifications in graphic form. 

All 14 items were retained in the Phase II analysis. 
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Table 11 

Dependency Groups Classification Results Phase II 

Number of Predicted Group 
Cases Membership 

Actual Group 1 2 

Group 1 79 74 5 
Pathological Dependent 93.7% 6.3% 

Group 2 41 2 39 
Not Pathological Dependent 4.9% 95.1% 

Note. Percent of "grouped" cases correctly classified: 94.17%. 

Phase III 

In Phase III the responses of 30 additional patients to 

these 14 items (Appendix D describes the Interaction Scale, 

Phase III) were analyzed by a step-wise discriminant analysis. 

This analysis identified eight items as the best discriminators 

between the pathologically dependent and the nonpathologically 

dependent. The items and their Classification Function 

Coefficients (Fisher's Linear Discriminant Functions) are 

given in Table 12. One Canonical Discriminant Function with 

an Eigenvalue of 3.50378 was retained. The Canonical Correla-

tion was 0.8820230 which accounts for 78 percent of the 

variance. The Wilks* Lambda was 0.2220355 with a Chi-Square 

of 38.118, df = 8, £ < .00001. The Unstandardized Canonical 

Discriminant Function Coefficients for these eight items are 

given in Table 13 (Appendix E). The Canonical Discriminant 

Functions evaluated at the group means (Group Centroids) 
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Table 12 

Dependency Groups Classification Function Coefficients 
(Fisher's Linear Discriminant Functions) Phase III 

Pathologically Nonpathologically 
Variables Dependent Dependent 

SEX .3231560 1.052032 

ERLYILL -17.31826 -6.208005 

INT2 13.09072 8.846533 

INT5 3.647794 5.759289 

INT6 -5.201138 -1.380238 

INT9 21.90211 18.93805 

INT10 10.48343 8.803650 

INT 13 .9820437 -.1402321 

(CONSTANT) -58.27940 -50.78990 

were -2.06795 for the pathologically dependent group and 

1.58137 for the nonpathologically dependent group. The 

percent of "grouped" cases correctly classified was 96.67. 

Table 14 further defines the Classification results and this 

information is presented in grciphic form in Figure 3. 

The Classification Coefficients derived in Phases I and 

II were used to predict Phase III subjects' group placements. 

Phase I coefficients accurately predicted 28 of the 30 subjects' 

group placement. Phase II coefficients accurately predicted 

29 of the 30 subjects' group placements. As noted above, the 

DSM-III criterion used to rate group membership also predicted 

29 of 30 people accurately. 
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Table 14 

Dependency Groups Classification Results Phase III 

Number of Predicted Group 
Cases Membership 

Actual Group 1 2 

Group 1 13 12 1 
Pathological Dependent 92.3% 7.7% 

Group 2 17 0 17 
Not Pathological Dependent 0.0% 100.0% 

Note. Percent of "grouped" cases correctly classified: 96.67%. 

Information about the administration and scoring of the 

screening test developed in this study can be found in Appendix 

F, while the test itself is illustrated in both Appendix B 

and C. Instructions for scoring and classifying the patients 

is also provided in Appendix F. 

Discussion 

The results of this study provide exceptionally strong 

support for the hypothesis. Group identification (i.e., 

classification into the pathologically dependent or the 

nonpathologically dependent group) could be obtained through 

the use of a concise objective screening instrument. 

The initial analysis of the data suggest several areas 

of significant differences between the two patient groups 

identified in this study. The individuals identified as 

pathologically dependent tend to focus excessively on their 

disease process and on the deteriorating state of their 
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health. In contrast, the nonpathologically dependent patients, 

while recognizing their illness as a problem area for them, 

do not focus on it to the exclusion of all else. Both clinical 

observation of patient's behavior and objective psychological 

evaluation would tend to lead a health care provider to the 

conclusion that those in the pathologically dependent group 

are more seriously ill physiologically. However, this study 

as well as the one on which it is based (Jones, 19 84) show no 

significant differences between the groups on measures of 

immune system dysfunction or length of illness. Both groups 

display abnormal medical test results and have been ill long 

enough for their health problems to be considered chronic. 

The pathologically dependent group endorse items that suggest 

that they experience perceptual distortions and unusual 

olfactory sensations more frequently than the nonpathologically 

dependent group. This pattern of responses tends to elevate 

psychopathology scales on personality instruments but could 

also be suggestive of more frequent disruption of Central 

Nervous System functioning among this group. Those in the 

pathologically dependent group more frequently experience 

problems with depressive ideations, and tend to be more labile 

in their expression of emotion. in addition, they are more 

likely to feel that their state of health is a matter over 

which they have little if any control, while the nonpatho-

logically dependent group tend to see themselves as responsible, 

in control of their health care, and are able to modulate 
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emotional responses more effectively. The pathologically 

dependent group ; tends ; to have a poor self-imatgfe and they 

appear to lack a sense of trust in others which puts them in 

somewhat of a "double bind" because they also look to others 

for solutions to their problems. This type of approach-

avoidance conflict is further reflected in a lowered ability 

to perceive a purpose in their lives or to be able to set and 

meet realistic goals. One of the most stable differences 

between these two groups of patients is the tendency for the 

nonpathologically dependent group to maintain their employment 

in spite of their chronic health problems while those in the 

other group tend to see themselves as too disabled to work. 

Another difference between the two groups is the more frequent 

occurrence of early childhood illnesses in the histories of 

the pathologically dependent group. It is possible that these 
• 

early illnesses laid a foundation in which these patients 

"learned" to expect others to care for them when unwell as 

well as learning to meet emotional needs through illness 

rather than learning to be independent in resolving these 

issues in positive ways. 

The test items which most economically discriminate 

between the two groups still reflect the same issues which 

are seen in the larger grouping of test items. Again, 

employment history and early childhood illnesses discriminated 

between the two groups (the pathological group tended not to 

work and to have had more childhood illnesses). The objective 
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test items continued to reflect the importance of personal 

responsibility for self-care, purposeful direction in life, 

focus on health matters, as well as trust and approach to 

others as significant issues which discriminate between the 

groups. The patholgically dependent patients reflect the 

negative end of the continuum while the nonpathologically 

dependent group tends to reflect the more positive health 

attributes. 

Display 1 

Characteristics of the Pathologically and 
Nonpathologically Dependent 

Pathologically Dependent Nonpathologically Dependent 

Focus on disease Focus on health 

Depressed (negative) Appropriate affect (positive) 

Labile Appropriate expression of emotion 

Limited controls Behaviorally appropriate 

Distrustful Trustful 

Dependent Interdependent 

Ambivalent Makes decisions 

No goals Goals 

Unemployed Employed 

It is possible that the pathologically dependent patient, 

in terms of dynamics, may engage in stress responses which 

could exacerbate symptoms as well as produce a psychological/ 

physiological cycle which may escalate and intensify 
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Sympathetic Nervous System responses, Lymbic System interaction 

and hypothalomic triggering so that symptom progression may 

actually worsen. It is possible that the dynamics of the 

pathologically dependent condition reflects conflict between 

the progress toward wellness and the pathological dependency 

needs which are mutually exclusive. The wellness progress 

should diminish the pathological dependency needs but if the 

patient's dynamics and interaction modes relies on helplessness 

and dependency as a reason for current behavior, then the 

release of the pathological behaviors becomes increasingly 

difficult. For example, two subjects in this study have been 

told by their husbands that they will stay with them only until 

they are well enough to care for themselves. 

The pathologically dependent patient's dilemma is often 

not so obvious, however. For example, when these patients 

are told that they are beginning to improve physiologically, 

they often intensify efforts to convince the physician and 

staff that they are "really ill." These efforts may consist 

of criticisms of their medical treatment as well as attempts 

at "splitting" the staff. Often the patients have seen many 

physicians prior to admission to the ECU and as a result have 

acquired some knowledge of medical tests and procedures. As 

a result, their criticisms may consist of demands for additional 

medical tests and questions about the physicians competency in 

prior interpretations of test results, etc. For many of these 

patients, a move toward wellness will intensify their fears of 
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being alone and result in a cycle of emotional responding 

which prolongs their pathologically dependent state. It is 

as if the prospect of wellness represents a negative turn of 

events for them that they equate with loss. 

The ability to classify Clinical Ecology patients into 

pathologically dependent and nonpathologically dependent groups 

at the onset of treatment is important because the most advan-

tageous approach to both psychological and medical treatment 

of these two patient groups are quite different. While it is 

quite possible to very accurately utilize the DSM-III criteria 

given in Appendix A to classify these two patient groups, this 

can only be accomplished after having worked with a patient 

for some time. Most inhospital units dealing with patients 

with chronic health problems are limited by financial realities 

to three week stays and it is frequently the case that these 

judgements based on clinical observations can only be made 

when it is time for the patient to go home. A short screening 

test certainly does not replace the individual information 

gained from more complete psychological evaluation but it can 

be very useful in early treatment planning so that the approach 

to each patient can be accomplished in the way most likely to 

result in positive long term benefit to the patient. 

The intervention techniques used with the pathologically 

dependent patient need to be quite structured. Care needs 

to be taken to avoid the establishment of harmful dependency 

relationships with these patients. A carefully structured and 
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repetitious approach to the educational aspects of all ther-

apies needs to be implemented with them and they need to be 

assisted in effective planning and goal setting to a greater 

degree. Therapeutic issues of importance for these patients 

may center around the positive resolution of interpersonal 

issues as well as the reframing of ideas about responsibility 

and dependency. 

While the nonpathologically dependent need to be educated 

about health issues in an organized manner, they are more 

likely to be able to process and utilize this information in 

a timely manner without a great deal of extra support from 

their health care providers. In addition, their greater 

ability to see themselves as responsible goal—oriented persons 

does not often lead them to attempt the establishment of 

unhealthy dependency relationships with other people. Although 

they may benefit from psychotherapy aimed at crisis intervention, 

they are less likely to require the lohg-t^rm psychological 

support which is often needed if the pathologically dependent 

patient is to make significant progress toward health and more 

effective interdependent functioning. 
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Appendix A 

Criteria for Pathological Dependence 

Histrionic Personality Disorder (active—dependent) 

A. Behavior that is overly dramatic, reactive, and 

intensely expressed, as indicated fay at least three 

of the following: 

1. Self-dramatization, e.g., exaggerated 

expression of emotions 

2. Incessant drawing of attention to oneself 

3. Craving for activity and excitement 

4. Overreaction to minor events 

5. Irrational, angry outbursts or tantrums 

B. Characteristic disturbances in interpersonal 

relationships as indicated by at least two of the 

following: 

1. Perceived by others as shallow and lacking 

genuineness, even if superficially warm and 

charming 

2. Egocentric, self-indulgent, and inconsiderate 

of others 

3. Vain and demanding 

4. Dependent, helpless, constantly seeking 

reassurance 

5. Prone to manipulative suicidal threats, 

gestures, or attempts. 
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C. They may also show more narcissistic personality 

traits and may have some of the following 

characters'-tics of disturbances in the interpersonal 

relationships: 

1. Entitlement - expectation of special favors 

without assuming reciprocal responsibilities, 

e.g., surprise and anger that people will not 

do what is wanted 

2. Interpersonal Exploitativeness - taking 

advantage of others to indulge own desires or 

for self-aggrandizement; disregard for the 

personal integrity and rights of others 

3. Relationships that characteristically 

alternate between the extremes of over-

idealization and devaluation , 

4. Lack of Empathy - inability to recognize how 

others feel, e.g., unable to appreciate the 

distress of someone who is seriously ill 

II. Dependent Personality (passive-dependent) 

A. Passively allows others to assume responsibility 

for major areas of life because of inability to 

function independently, e.g., lets spouse decide 

what kind of job he or she should have. 
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B. Subordinates own needs to those of persons on whom 

he or she depends in order to avoid any possibility 

of having to rely on self, e.g., tolerates abusive 

spouse. 

C. Lacks self-confidence, e.g., sees self as helpless 

stupid. 

The above are characteristic of the individual's current 

and long-term functioning, are not limited to episodes of acute 

illness, and cause either significant impairment in social or 

occupational functioning or subjective distress. 

Criteria for Those Who Are Not Pathologically Dependent 

They may exhibit some of the above mentioned behaviors 

because of their illness, but they are not thought to be 

typical of the persons' long-term functioning. One would 

expect to find a history of employment, ability to care for 

self and others when not ill, and a support system that indi-

cates the ability to form satisfying relationships, even 

though they may be strained by the illness. 
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Appendix B 

Immune System Factors 

A. Cl esterase 14-20 mg/dl 

B. CI 55-120 mg/dl 

C. C3 55-120 mg/dl 

D. C3 activator 12-30 mg/dl 

E. C4 2 0-40 mg/dl 

F. C5 7.3-19.0 mg/dl 

G. Total complement percent 7-120%; 

range 300-750 

H. IgA 60-360 mg/dl 

I. IgG 800-1,800 mg/dl 

J. igM 25-170 mg/dl 

K. Igd 0-4 0 mg/dl 

L. White blood count 4.0-11.6 

M. T cells percent 60-80 

N. T cells absolute greater than 1,000 

0. B cells percent 20-40 

P. B cells absolute greater than 500 

Q. IgE RAST 
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Appendix G 

Interaction Scale, Phases I & II 

Please fill out the following questions. Do not leave 

any of the questions blank. 

Date: 

Name: Age: Sex: 

Address: Phone; 

A. Marital status: M S W D Circle one. 

B. Education (in years) 

C. Employment Yes No Describe: 
(a) (b) 

D. Were you often or seriously ill as a child (this could 

be frequent illnesses or one long serious illness)? 

Yes Ho If yes, describe. 
(a) (b) 

Read each numbered statement and decide which answer most 
applies to you at this time. Draw a circle around the letter 
of this answer. Be sure to answer each question. 
Example: I would like to be a singer. 

(a) true (b) false 

1. I get into moods when I feel low and depressed. 
(a) often (b) occasionally (c) hardly ever 

2. Threats never disturb me. 
(a) true, they don't (b) in between (c) false, they do 

3. People never say that I'm much too orderly. 
(a) true, they don't say that (b) uncertain, 
(c) false, people think I am that way 

4. If I don't catch a cold or flu or have an accident once 
a year it is because I am very lucky. 
(a) Strongly disagree (b) Disagree somewhat 
(c) Slightly disagree (d) Slightly agree 
(e) Agree somewhat (f) Strongly agree 



Appendix C—Continued 50 

5. I seem to be clumsy and shaky in handling things. 
(a) always Cb) sometimes Cc) rarely 

6. I feel my health is run down and I should see a doctor soon, 
(a) true (b) uncertain (c) false 

7. Thinking positive thoughts can help me get well and stav 
well. x 

(a) strongly disagree (b) disagree somewhat 
Cc) slightly disagree (d) slightly agree 
Ce) agree somewhat (f) strongly agree 

8. "Big" means the same as: 
(a) fat (b) tall Cc) large 

9. It is safer to trust nobody. 
(a) true (b) false 

10. I'd rather feel my way to a decision slowly than decide 
quickly by logic or reason. 
(a) true (b) uncertain Cc) false 

11. It takes a lot to make one of my family angry. 
(a) true (b) in between (c) false 

12. I know pretty well what worthwhile thing I want to do in 
life. 
(a) true Cb) in between (c) false 

13. I have often felt that I'd like to get away and travel 
like a gypsy. 
(a) true (b) perhaps Cc) false 
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Appendix D 

Interaction Scale/ Phase III 

Pl6ds6 fill out the following questions# Do not leave 
any of the questions blank. 

Date: 

Name: Age: Sex: 

Address: Phone: 

A. Marital status: M S W D Circle one. 

B. Education (in years) 

C. Employment Yes No Describe: 
(a) (b) 

D. Were you often or seriously ill as a child (this could 

fos frequent illnesses or one long serious illness)? 

Yes No If yes, describe. 
(a) (b) 

^ Read each numbered statement and decide which answer most 
applies to you at this time. Draw a circle around the letter 
of this answer. Be sure to answer each question. 
Example: I would like to be a singer. 

(a) true (b) false 

1. Threats never disturb me. 
(a) true, they don't (b) in between (c) false, they do 

2. People never say that I'm much too orderly. 
(a) true, they don't say that (b) uncertain, 
(c) false, people think I am that way 

3. if i don't catch a cold or flu or have an accident once 
a year it is because I am very lucky. 
(a) Strongly disagree (b) Disagree somewhat 
(c) Slightly disagree (d) Slightly agree 
(e) Agree somewhat (f) Strongly agree 
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4. I seem to be clumsy and shaky in handling things, 
(a) always (b) sometimes (c) rarely 

5. I feel my health is run down and I should see a doctor 
soon. 
(a) true (b) uncertain (c) false 

6. Thinking positive thoughts can help me get well and stay 
well. 
(a) strongly disagree (b) disagree somewhat 
(c) slightly disagree (d) slightly agree 
(e) agree somewhat (f) strongly agree 

7. "Big" means the same as: 
(a) fat (b) tall (c) large 

8. it is safer to trust nobody. 
(a) true (b) false 

^• X d rather feel my way to a decision slowly than decide 
quickly by logic or reason. 
(a) true (b) uncertain (c) false 

10, It takes a lot to make one of my family angry, 
(a) true (b) in between (c) false 

11. I know pretty well what worthwhile thing I want to do in 
life. 
(a) true (b) in between (c) false 

12. I have often felt that I'd like to get away and travel 
like a gypsy. 
(a) true (b) perhaps (c) false 
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Appendix E 

Additional Statistical Analyses 

for Phases I, II, and III 
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Table 1 

Significant Univariate F-Ratio and Wilks' Lambda 
(U-Statistic) from Combined Analyses of 
Partitioned Data (df 1, 73) Phase I 

Based on 53 Test Items 

Test Items WiIks' Lambda F E 

EMP 0.74182 25.41 <0.0001 

ERLYILL 0.73571 26.22 <0.0001 

M22 0.88621 9.373 0.0031 

M107 0.73467 26.36 <0.0001 

M114 0.80778 17. 37 0.0001 

Ml 17 0.90805 7.392 0.0082 

M119 0.76532 22.38 <0.0001 

M15 4 0.84396 13.50 0.0005 

M157 0.92443 5.968 0.0170 

M170 0.84086 13. 82 0.0004 

M178 0.91507 6.775 0.0112 

M216 0.88160 9.804 0.0025 

M238 0.83340 14.59 0.0003 

M242 0.85465 12.41 0.0007 

M264 0.88894 9.12 0 0.0035 

M265 0.92339 6.056 0.0162 

M2 85 0.93659 4.943 0.0293 

M29 9 0.85963 11.92 0.0009 

M326 0.94604 4.164 0.0449 

M334 0.93521 5.058 0.0275 



Table 1 — Continued 

Test Item Wilks' Lambda F E 

M345 0.87146 10. 77 0.0016 

CIl 1.00000 .0 1.0000 

CI14 0.85398 12.48 0.0007 

CI 35 0.83688 14.23 0.0003 

CI 5 8 0.82980 14.97 0.0002 

CI 91 0.91219 7.028 0.0098 

CI 12 0.85322 12.56 0.0007 

CI 16 0.90048 8.068 0.0058 

CIIll 0.92292 6.096 0.0159 

CII19 0.79281 19.08 0.0000 

CII53 0.88547 9.443 0.0030 

CII55 0.85001 12.88 0.0006 

CII56 0.88890 9.124 0.0035 

CII 79 0.70446 30. 63 0.0000 

CII90 0.78634 19.84 0.0000 

CII93 0.90916 7.294 0.0086 

CII104 0.86224 11. 66 0.0010 

HAT 3 0.84396 13.50 0.0005 

55 



Table 3 

Univariate Frs df (1, 73) from Combined Analyses 
of Partitioned Data Phase I 

56 

Items F Significance 

MS 1 . 5 6 0 0 . 2 1 5 6 

EMP 2 5 . 4 1 < 0 . 0 0 0 1 

ERLYILL 2 6 . 2 2 < 0 . 0 0 0 1 

IGM . 6 7 9 0 0 . 4 1 2 6 

M55 . 2 5 2 0 0 . 6 1 7 2 

M99 . 1 9 3 1 0 . 6 6 1 7 

M124 . 2 5 2 5 0 . 6 1 6 9 

M154 1 3 . 5 0 0 . 0 0 0 5 

M180 . 2 8 5 7 0 . 5 9 4 6 

M242 1 2 . 4 1 0 . 0 0 0 7 

M313 . 8 6 1 6 0 . 3 5 6 4 

M365 1 . 886 0 . 1 7 3 9 

C I l . 0 1 . 0 0 0 0 

CI 8 1 . 4 6 3 0 . 2 3 0 4 

CI 14 ro
 

• 00
 

0 . 0 0 0 7 

CI 2 3 3 . 798 0 . 0 5 5 1 

CI 2 5 2 . 3 6 4 0 . 1 2 8 5 

CI 35 1 4 . 2 3 0 . 0 0 0 3 

CI 4 5 . 4 7 7 2 D - 0 1 0 . 8 2 7 7 

CI 5 8 1 4 . 9 7 0 . 0 0 0 2 

CI 6 4 . 7903 0 . 3 7 6 9 

CI 6 5 1 . 0 3 4 0 . 3 1 2 6 
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Items Significance 

CI 6 9 

CI 77 

CI91 

CI 9 8 

CI 100 

CI 10 7 

CI 12 4 

CI 12 5 

CI 12 

CI 16 

CII10 

CIIll 

CI 119 

CII22 

CII23 

CII47 

CII5 3 

CI 15 6 

CII79 

CII93 

CII102 

CII103 

CII104 

CHIOS 

CII109 

.5506D-04 

.2245 

7.028 

.5671D-01 

.1769D-01 

.6157 

1.384 

2.059 

12.56 

8.068 

.3515D-01 

6.096 

19.08 

1.546 

.9379 

3. 487 

9.443 

9.124 

30. 63 

7.294 

.2847 

.4279 

11. 66 

2.55 8 

1. 831 

0.9941 

0.6371 

0.0098 

0.8124 

0.8946 

0.4352 

0.2433 

0.1556 

0.0007 

0.0058 

0.8518 

0.0159 

0 . 0 0 0 0 

0.2177 

0.3360 

0.0659 

0.0030 

0.0035 

0 . 0 0 0 0 

0.0086 

0.5952 

0.5151 

0.0010 

0.13,41 

0.1802 
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Items Significance 

HAT 3 13.50 0.0005 

HAT 6 .1385 0.7108 

HAT 11 1.637 0.2047 

HAT 13 .3431D-Q2 0.9535 

HAT 16 .3525 0.5545 

HAT 2 2 2.248 0.1381 
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Unstandardized Canonical Discriminant 
Function Coefficients From Combined 

59 

Items Function 1 Items Function 1 

MS 1.209035 EMP -36.28714 

ERLYILL -67.97492 IGM -7.296398 

M55 -.9995755 M99 -.6153512 

M12 4 2.516418 Ml 5 4 -.9239699 

M180 1.012261 M242 1.596582 

M313 .9640615 M365 -.9698183 

CIl 9.941683 CI 8 8.941099 

CI14 -4.762373 CI 12 3 -14.87892 

CI 2 5 9.954111 CI 35 18.61003 

CI 45 17.45114 CI58 34.24875 

CI 6 4 3.602622 CI 6 5 2.976523 

CI 6 9 13.26154 CI77 4.837136 

CI91 2.399199 CI 9 8 -2.118845 

CI 100 5.288003 CI 10 7 -7.490128 

CI 12 4 27.64843 CI125 -33.34094 

CII2 5.068394 CII6 -11.90799 

CII10 7.563151 CIIll 36.12524 

CII19 -1.071718 CII22 2.555477 

CII23 -9.523939 CII47 -2.562482 

CII5 3 16.73557 CII56 -31.29780 

CII79 3.220375 CII93 14.03554 
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I tems Function 1 Items Function 1 

CII102 -3.597877 CII103 4.318709 

CII104 9.815601 CII106 28.56343 

CII109 28.67382 HAT 3 21.43124 

HAT 6 -5.891083 HATll -1.133196 

HAT 13 -5.410940 HAT 16 -9.479264 

HAT 2 2 -10.26330 (CONSTANT) -177.8487 
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Table 7 

Unstandardized Canonical Discriminant Function 
Coefficients 15 Optimal!Discriminators Phase I 

Item Function 1 

EMP 1.568107 

ERLYILL 2.441117 

M265 .8733304 

CI 2 3 .6534270 

CI 5 8 -1.281535 

CI 6 4 -.4446847 

CI 6 9 -.5347389 

CI 12 5 1.362575 

CI 16 .9283756 

CIIll -.8315294 

CII56 1.408006 

CII106 -1.171307 

HAT 3 -.6799202 

HAT 6 .3098083 

(CONSTANT) -5.898129 
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Table 10 

Unstandardized Canonical Discriminant Function 
Coefficients Phase II 

Item Function 1 

EMP .7077636 

ERLYILL 2.098141 

INT2 -.7022780 

INT3 -.4930107 

INT4 -.1898070 

INT5 .8104261 

INT6 .7240289 

INT 7 .1149244 

INT 8 .8048201 

INT9 .3581197 

INT10 -.2532944 

INT11 .4292006 

INT12 -.4036212 

INT13 -.3369415 

(CONSTANT) -3.859014 
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Table 13 

Unstandardized Canonical Discriminant Function 
Coefficients Phase III 

Item Function 1 

SEX .1997290 

ERLYILL 3.044470 

INT2 -1.163008 

INT5 .5785993 

INT6 1. 047016 

INT9 8122244 

INTlO -.4602988 

INT13 -.3075299 

(CONSTANT) 1.809012 
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Appendix F 

Determination of Group Membership 

Step 1: To use the simplified weights* in Table 15 circle 

the patient's response (a, b, c, d, e, or f) to each test 

item. 

Step 2: Transfer both weights on the line with the circled 

response to the blank lines provided for each response. 

Step 3: Add each column separately. 

Step 4: The column with the largest total designates the 

individual patient's group membership.** 

Step 5: See Table 16 for means and standard deviations for 

each group,, based on difference scores. 

*Weights are derived from the Classification Function 

Coefficients (Fisher's Linear Discriminant Functions) taken 

from Table 6. A constant was added to each coefficient to 

eliminate fractional numbers. Each coeficient was then 

squared to eliminate negative numbers. The squared number 

was multiplied by all raw score values of each item and 

rounded off to eliminate decimals. 

**See Table 16 for an example of the use of these weights. 
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Table 15 

Item # 

Scoring Weights for Interaction Scale 

Pathologically Nonpathologically 
Dependent (PD) Dependent 

C(Emp) 6. 40 15.51 
0 0 

ERLYILL 0 0 
4.32 18.49 

1. 5.83 - 1.62 
11.65 - 3.23 
17.47 - 4.85 

2. .57 ~ 6.24 
1.13 -12.47 
1.70 -18.71 

3. - 2.22 - 6.17 
- 4.44 -12.34 
- 6.67 -18.51 
- 8.89 -24.68 
-11.11 -30.85 
-13.33 -37.02 

4. 9.61 15.00 
19.22 30.00 
28.83 45.00 

5. 6.04 14.22 
12.08 28* 43 
18* 12 42.65 

6. 1.91 3.71 
3.83 7.43 
5.74 11.11 
7.66 14.85 
9.57 18.57 
11.48 22.28 

7. 49.69 57.61 
99.39 115.21 

149.08 172.82 

8. 12.67 17.74 
38.00 53.21 

9. 4.23 1.65 
8.46 3.30 

12.69 4.94 

10c 3.62 7.42 
7.24 14.83 

10.87 22.25 

11. 5.59 .76 
11.18 1.54 
16. 77 2.31 

12. 1.11 - 1.99 
2.23 - 3.98 
3.34 - 5.98 

Constant -127.78 -164.50 

Total* 

PD - NPD = 

raw 
score 

(circle) 

a 
b 

a 
b 

a 
b 
c 

a 
b 
c 

a 
b 
c 
d 
e 
f 

a 
b 
c 

a 
b 
c 

a 
b 
c 
d 
e 
f 

a 
b 
c 

a 
b 

a 
b 
c 

a 
b 
c 

a 
b 
c 

a 
b 
c 

PD NPD 
weights weights 

(enter) 

-127.78 -164.50 

(PD) (NPD) 

i s f p a t L w f ?? fcne i s h i g h e s t t h e Patient's group designation 
i-ho Dependent. If the total on the right is highest 

patient s group designation is Nonpathologically Dependent. 
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Table 16 

Means and Standard Deviations 
Scoring Weights for Interaction 
Scale Based on Difference Scores 

Group Mean 
Standard 
Deviation Number 

Pathologically 
Dependent 18.1419 10.8366 140 

Nonpathologically 
Dependent 13.124 8.0515 84 

Note. Total N = 224, 
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Appendix F 

Scoring Example 

Interaction Scale 

Please fill out the following questions. Do not leave 
any of the questions blank. 

Date: 7 - ( o ~ 1 T S " 

Name: J ! A . Age: Sex: 

Address: — Phone: 

A. Marital status: M < D W D Circle one. 

B. Education (in years) J~f 

C. Employment: (a) Yes Describe: + o l U C K 
d s g u i d e in a n a r y v a 5 e m e » i i p a r k 

D. Were you often or seriously ill as a child (this could 
be frequent-illnesses or one long serious illness)? 
(a) Yes ([^]/No YeS/ describe. 

Read each numbered statement and decide which answer most 
applies to you at this time. Draw a circle around the letter 
of this answer. Be sure to answer each question. 

Example: I would like to be a singer. 
(a) true (b) false 

1. Threats never disturb me. 
(a) true, they don't (b) in between (fcj) false, they do 

2* Pgople never say that I'm much too orderly. 
true, they don't say that (b) uncertain, 

Cc) false, people think I am that way 

3. If I don't catch a cold or flue or have an accident once 
a-^ear it is because I am very lucky. 
fiay Strongly disagree (b) Disagree somewhat 
fc) Slightly disagree (d) Slightly agree 
(e) Agree somewhat (f) Strongly agree 

4. I seem to be clumsy and shaky in handling things. 
(a) always ([bj> sometimes (c) rarely 

5. I feel my health is run down and I should see a doctor soon, 
(a) true (b) uncertain tfca false 
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6. Thinking positive thoughts can help me get well and stay 
W6 X X • 
(a) strongly disagree (b) disagree somewhat 
Xfij) slightly disagree (d) slightly agree 
(lej; agree somewhat (f) strongly agree 

7. "Big" means the same as: 
(a) fat (b) tall © large 

8. it is safer_̂ to trust nobody. 
(a) true ^b)) false 

9. I'd rather feel my way to a decision slowly than decide 
quickly by logic or reason. 
(a) true fibj) uncertain (c) false 

10. It takes a lot to make one cif my family angry, 
(a) true (b) in between (Cc)/ false 

11. I know pretty well what worthwhile thing I want to do in 
W f -
^ 7 true (b) inbetween (c) false 

12. I have often felt that I'd like to get away and travel 
U±e a gypsy. 
((a)) true (b) perhaps (c) false 
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Scoring Weights for Interaction Scale 

Item # 

C(Emp) 

ERLYILL 

Pathologically 
Dependent (PD) 

6. 40 
0 

4.32 

1. 5.83 
11.65 
17.47 

2. .57 
1.13 
1.70 

3. - 2.22 
- 4.44 
- 6.67 
- 8.89 
-11.11 
-13.33 

4. 9.61 
19.22 
28.83 

5. 6.04 
12.08 
18.12 

6. 1.91 
3.83 
5.74 
7.66 
9.57 
11.48 

7. 49.69 
99.39 
149.08 

8. 12.67 
38.00 

9. 4.23 
8. 46 

12.69 

10. 3.62 
7.24 

10.87 

11. 5.59 
11.18 
16.77 

12. 1.11 
2.23 
3.34 

Constant -127.78 

Nonpathologically 
Dependent (NPD) 

15.51 
0 

0 
18.49 

- 1.62 
- 3.23 
- 4.85 

- 6.24 
-12.47 
-18.71 

- 6.17 
-12.34 
-18.51 
-24.68 
-30.85 
-37.02 

15.00 
30.00 
45.00 

14.22 
28.43 
42.65 

3.71 
7.43 

11.11 
14.85 
18.57 
22.28 

57.61 
115.21 
172.82 

17.74 
53.21 

1.65 
3.30 
4.94 

7.42 
14.83 
22.25 

.76 
1.54 
2.31 

- 1.99 
- 3.98 
- 5.98 

-164.50 

Total* 

PD - NPD = 

raw 
score 

(circle) 

PD NPD 
weights weights 

(enter) 

_Q O-
a 

O 
a 
b 

© 

c 
d 
e 
f 

d> 
a 
b 
c 
d 

(*> 

a 

(<b 
© 

(B 
C 

a 

< b 

< D 
b 
c 

'LIZ L ML 

LUTL 

.51 

&JZ JIQJBO 

IS. 11 TFA.-LS' 

257 J&S7 

I 4 M J1X.4Z 

3&OO £^_2J 

I.% 3.3Q 

IMJ J2,XSR 

LUL-ZL33 

-127.78 --164.50 ISI.II M.30 
3SL92^M~ ' l m r 

i S h if h e s t t h e Patient's group designation 
is Pathologically Dependent. If the total on the right is highest 

P a t l e nt s .group designation is Nonpathological ly Dependent. 
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