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Dependency is defined as authentic or pathological and

is seen as a component important to the treatment of patients

with chronic illness. It is hypothesized that a significant

portion of ecology patients will meet the criteria for

pathological dependence and differ on psychological and

physiological parameters from those who do not. This study

strongly supports the first two hypotheses but does not find

that the two groups differ physiologically. One hundred

eleven variables are surveyed. Fifty-two show significant

differences between the groups and 29 are significant at

greater than the .0001 level. A discriminant analysis was

used to determine the least number of orthogonal variables

that best discriminate between the groups. These are MMPI

Scales 8, 3, subscale Ma2, employment status, and early

childhood illness.
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DEPENDENCY IN THE CLINICAL ECOLOGY PATIENT

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

inequalities. 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

women 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
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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 notion 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 (D.S.M. III, 1980), described the person with a

dependent personality disorder as an individual who in an

inflexible and maladaptive way "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 D.S.M. III has inter-

preted that these people have ignored their own needs in

order to please others. This pattern was typical of the

persons' long-term as well as their current functioning.

Other personality disorders may be coexistent as well.



3

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 manipula-

tive, 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 behaviors characteristic 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 psychomatic 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
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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

nonpersonall 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
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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).
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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

neuropsychiatric 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 (1962) 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
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could reflect an individual's need for assistance when

attempting to handle situational crises in their lives

(Greene, 1980).

During the 1960's, 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



8

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

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

which discriminated significantly between the two groups

suggested the following traits.

1. Individuals with allergies were described as more

unhappy with their home life and would like to escape from

this conflict, especially from their parents.
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2. Sexual conflicts were an area in which female

allergics seemed to experience feelings of guilt.

3. Allergic males tended to be nonassertive and shy

socially. Both male and female allergics alienate friends by

being overly critical and demeaning. In male allergics, this

pattern of alienation defeats their desire for acceptance.

4. The allergics 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 allergics described a larger number of physio-

logical complaints which seemed to reflect anxiety or

defensive maneuvers and seemingly these went beyond those

engendered by their allergic disorders.

6. The allergics 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 allergics evidence poor abilities to compensate

for their feelings of inadequacy and inferiority. Indeed,

Smith believed that this last trait was the one that discrim-

inated 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
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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 confusion surrounding the personality variables

involved in allergic patients may be the result of poor

quality investigations by researchers. They suggest that it

might be fruitful to investigate further what appears to be

an inverse relationship between psychopathology in allergic

individuals and their degree of immunological involvement.

Even though agreement on the details of psychological factors

in allergic disease process is 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

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,
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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 over-

dependency of the child on a dominating mother. The results

did not support an "either-or" model but did support the

"Iand-or" concepts of the summation model. In looking at

those who do develop allergies, one finds those with a

biological predisposition 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

experienced a high degree of dependency conflicts and were

either not able to function without the help of others or
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expressed these conflicts by overcaring for their own

dependents or by overconcern with money matters. The illness

was in come 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, accaptance of long standing physical mala-

dies, 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 their 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

overlooks the instances in which the secondary gain. is the

gratification of dependency needs. These people, often

through reaction formation, cover their dependency needs

through hard work. These defenses often fall after an injury

because the accustomed defenses are gone at the same time

that the very strong dependency needs are being 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 now 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 see 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 holplessness, 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 (1981) 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 felt the results suggested that an

underlying dimension existed which was described as "self-

reported limitation of activities due to the chronic

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

illnesses and was independent of amount of pain, type of

illness, or chronicity of the illness. In other words,

perceived limitation rather than actual limitation seemed to

be the most important factor in the MMPI elevations in these

patients.

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
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standpoint of the degree of assistance persons need in

activities that are ordinarily conceived as self-care

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

sized 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).

The primary purpose of the current study was to determine

the extent to which pathological dependence would manifest in

a group of clinical ecology patients and to develop appro-

priate measures of the dependency factor in an ecology group.

It was hypothesized that a significant portion of ecology

patients would meet the criteria for pathological dependence

and that they would significantly differ on psychological
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and physiological parameters from those determined not to be

pathologically dependent.

Method

Subjects

The subjects were randomly chosen from patients admitted

into the Carrollton Community Hospital Ecology Treatment Unit

(ECU). All subjects were being treated 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. These ecolog-

ical patients were admitted to the ECU with varying

complaints, but all showed ecological sensitivities and all

were tested under environmentally controlled conditions.

Instruments

Three clinical instruments were used. Those chosen were

the Clinical Analysis Questionnaire (CAQ, Cattell, 1973), the

Minnesota Multiphasic Personality Inventory (MMPI, Hathaway &

McKinley, 1943), and the Health Attribution Test (HAT,

Achterberg & Lawlis, 1980).

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 MMPI subscales (Harris & Lingoes, 1955) were con-
structed to help differentiate among psychological factors
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contributing to the clinical scales. Their construction

included the use of items from within the MMPI which seemed

similar and appeared to measure common elements. The overall

validity of the MMPI has been reported to range from .62 to

.91 (Dalstrom et al., 1960). The validity of the HAT is

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

Procedure

The clinical instruments were administered to the

ecological patients by professionals trained in psychometric

procedures. The MMPI, the CAQ, and the HAT were administered

and scored under the recommended test standardization proce-

dures. The MMPI subscales and the second order factors from

the CAQ were extracted and scored for the purpose of greater

precision of interpretation and understanding. The immuno-

logical tests were taken and tested by medical personnel

trained in these procedures. The demographic data were

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

D.S.M. III's criteria for Dependent Personality Disorder

(passive dependent), Histrionic Personality Disorder (active

dependent), and some aspects of the relationship problems

noted in the Narcissistic Personality Disorder (see Appendix

A). Other factors considered were the current and past
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history of ability to care for self and others, and past

history of achievement.

Psychological testing was a standard part of the patient

services at the ECU so both pre- and post-treatment evalua-

tions were available. However, only pre-treatment scores were

used in this study.

The CAQ was scored for all clinical and normal person-

ality traits as well as for the second-order factors (see

Appendix B). The MMPI was scored on all 10 clinical scales,

on the 28 experimental subscales developed by Harris and

Lingoes (1955) as seen in Appendix C, and on an adaptation of

the Navran dependency subscale (Navran, 1954). The 22-item

HAT was scored to determine the scores of each subject on the

three dimensions measured (see Appendix D). In addition, the

overall pattern of each patient was assessed.

Other factors measured were degree of family interaction

in the patients' progress, number present outside the normal

range of 17 immune factors (see Appendix E), length of hospital

stay, number of physical complaints, 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.

Results

These data from 86 cases were submitted for analysis.

Three cases were excluded because of missing data which left

a total of 83 cases that were analyzed. The initial step
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derived the means, standard deviations, univariate F's, and

significance levels for one group, identified as "patho-

logically dependent," and the other group, identified as

"nonpathologically dependent."

Of the 111 variables surveyed, 52 showed significant

differences between the 2 groups of clinical ecology patients

and 29 were significant at greater than the .00001 level. On

the clinical scales of the MMPI, all of the scales were

significantly different, and with the exception of Scale 5,

the pathologically dependent group had the more elevated

scores: Scale 1 (p < .00001); Scale 2 (p < .00001); Scale 3

(p < .00001; Scale 4 (p < .00001); Scale 5 (p < .0354);

Scale 6 (p < .00001); Scale 7 (p < .00001); Scale 8 (p <

.00001); Scale 9 (p < .0077); Scale 0 (p < .0125). Scale F

of the MMPI validity indicators was found to be significantly

more elevated in the pathologically dependent patients.

These results are presented graphically in Figure 1.

The Harris and Lingoes subscales of the MMPI also showed

significant differences between the two groups of patients,

and in each instance the pathologically dependent group was

the most elevated. The D scales, which form the subscales of

Scale 2, showed: Dl (p < .00001); D3 (p < .00001); D4 (p <

.00001); and D5 (p < .00001). The Hy scales, which form the

subscales of Scale 3, showed: Hy3 (p < .00001); and Hy4 (p <

.00001). The Pd scales, which form the subscales of Scale 4,
showed: Pdl (p < .0003); Pd4A (p < .00001); and Pd4B
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(P < .00001). The Mf scales, which form the subscales of

Scale 5, showed: Mfl (p < .0001). The Pa scales, which form

the subscales of Scale 6, showed: Pal (p < .0193); and Pa2

(p < .0002) . The Sc scales, which form the subscales of

Scale 8, showed: SclA (p < .00001) ; SclB (p < .0073) ; Sc2C

(P < .00001); and Sc3 (p < .00001). The Ma scales, which

form the subscales of Scale 9 showed: Ma2 (p < .00001).

These results are presented graphically in Figure 2. The

adaptation of the Navran Dependency Scale significantly

differentiated the two groups as well (p < .00001).

Six of the scales which make up the normal personality

traits of the CAQ showed significant differences. These were

C (p < .001), E (p < .0004), F (p < .04), N (p < .0136), 0

(p < .00001), and Q4 (p < .03). Eleven of the clinical

factors on the CAQ were found to be significantly different.

These were Dl (p < .00001) ; D2 (p < .0003) ; D3 (p < .0027) ; D4

(p < .00001) ; D5 (p < .00001); D6 (p< .00001); D7 (p <

.0022) ; Pp (p < . 00001) ; Sc (p < . 00001) ; As (p < . 0001) ; and

Ps (p < .00001) . These results are presented graphically in

Figure 3.

Five of the items extracted from the patients' medical

and psychological histories were found to be significantly

different. These were age (p < .0076); educational 'level

(p < .0248); employment status (p < .00001); family accep-

tance (p < .00001); and early childhood illness (p < .0001).

The immune parameters, the HAT, and the second order factors
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of the CAQ did not differentiate between the two groups.

These results are summarized in Table 1, Appendix F.

Because so many dependent variables were involved, a

discriminant analysis that utilized a stepwise variable

selection procedure was chosen to determine the least number

of orthogonal variables which would best discriminate between

the two groups. The stepwise selection was stopped after

Step 5 because, at this point, all of the F's to remove were

still significant. At Step 6, the Navran Dependency Factor

was included in the analysis, but since its inclusion lowered

the contribution of M8, the use of more stringent criteria

was chosen and the stepwise analysis was halted at Step 5.

Table 2 in Appendix G summarizes these steps.

Scale 8 of the MMPI was found to discriminate between

the two groups most strongly (p < .00001). The other four

factors in order of their contribution and inclusion into the

discrimination were Scale 3 of the MMPI (p < .00001), employ-

ment status (p < .00001), the Ma2 subscale of the MMPI (p <

.00001), and early childhood illness. See Table 2 (Appendix

H) and Table 4 (Appendix I), for a summary of the discrimi-

nant analysis and the classification function coefficients.

Table 5 (Appendix J) shows the canonical discrimination

functions. The standardized cononical discriminant function

coefficients indicate that the pathologically dependent group

displays more of the factors measured by Scales 3, 8, and Ma2

than the nonpathologically dependent group. In addition,

members of the pathology dependent group are more often



28

Actual No. of Predicted group membership

group cases 2

Group I:

Pathologically 52 46 6

dependent 88.5% 11.5%

Group II:

Not pathologically 34 2 32

dependent 5.9% 94.1%

Percent of "grouped" cases correctly classified: 90.70%.

Figure 4. Predicted group classification results.

unemployed and present a history of more early childhood

illnesses than the nonpathologically dependent. Table 6

summarizes this information (see Appendix K).

The final analysis consisted of comparing the actual

group memberships with those predicted by the discriminant

analysis. The pathologically dependent group actually

contained 52 cases. The predicted group membership of these

52 cases was 46 (88.5%) for pathologically dependent, and six

(11.5%) for nonpathologically dependent. Of the 34 cases that
were actually in the latter, 32 (94.1%) were predicted to belong
to that group, and two (5.9%) were predicted to belong to the
former. These results indicated that 90.7% of the actual

grouped cases were correctly classified. Figure 4 summarizes

this information. This information is further clarified by
the histograms presented in Figures 5 and 6.
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Discussion

The results of this study provide strong support for the

hypothesis that a significant portion of the ecology patients

surveyed meet the criteria for pathological dependence and

that they differ significantly on many psychological para-

meters from those who do not meet these criteria. It was

also hypothesized that the two groups would be significantly

different on physiological parameters. This latter hypoth-

esis is found not to differentiate between the two groups in

any way. The immune parameters that were surveyed show that

both groups displayed similar degrees of immune system

dysfunctions.

The pathologically dependent group in contrast to the

nonpathologically dependent group is quite depressed. The

members of the former display an obsession with the state of

their health, while those in the latter show a more average

concern for their health problems. The pathologically

dependent spend more time brooding, are more anxious, admit

to more physical malfunctioning, feel mentally dull, gloomy,

sad, and, in general, seem to experience a sense of

subjective depression that is not noted in the other group.

As previously mentioned, both groups display a similar degree

of physiological malfunctioning, yet the pathologically

dependent group expresses a significantly greater number of

somatic complaints, as well as reporting a greater degree of

malaise and lassitude.
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The nonpathologically dependent report a greater amount

of family discord than the other group, but both are similar

to those of the normative population in this regard. The

nonpathologically dependent group's histories indicate that

they experience a smaller amount of family acceptance of

their health problems than the pathologically dependent. The

test and historical data seem to be somewhat contradictory on

this point. Those in the pathologically dependent group

experience a greater sense of alienation from themselves and

from others than those in the nonpathologically dependent

group. The former express feelings which indicate that they

consider themselves to be special and more sensitive than

others. This group also consider themselves to be restrained

and held back, and experience difficulty with inhibition and
control. While there is a difference between the two groups

in their degree of social interest, they both display an

interest in social interaction, with the nonpathologically

dependent group displaying somewhat more outgoing behaviors

than the pathologically dependent group. The pathologically

dependent tend to be more hyperactive and emotionally labile

than the other group.

The pathologically dependent are less well organized

psychologically than the nonpathologically dependent, report

unusual sensory experiences, and respond in atypical ways

that usually indicate important problems in a person's life.
In some instances, when bizarre sensory experiences are
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reported by patient groups, they refer to hallucinatory

experiences. However, during clinical interviews, it is often
noted that the ecology patients who report bizarre sensory

experiences are more often reporting sensory distortions than
hallucinations. The sensory distortions seem to be a result

of their medical problems rather than psychiatric problems.

The pathologically dependent patients are somewhat older

than the nonpathologically dependent patients. Both groups

are well-educated, with the nonpathologically dependent group
showing educational achievements at or slightly in excess of
graduation from college. Also, the pathologically dependent,

by history, have experienced more early childhood illness than
the nonpathologically dependent. Length of illness is a
factor that the literature implies may be related to the
establishment of pathologically dependent relationships and
expectations. This study does not find this to be a signifi-
cant factor in differentiating these two groups of patients,
although they both display average illness lengths that could
be considered long enough to be chronic (6.6 and 9.0 years).

The pathologically dependent group can be described as
expressing a great many somatic complaints and not feeling

very well much of the time. They feel alienated from them-
selves and from others in spite of relatively strong support
groups. They are agitated, fidgety, and may be emotionally
labile, with a tendency to be unable to effectively inhibit
their emotions. They are often unemployed and have experienced



early childhood illnesses which may have laid a basis for

meeting needs through illness and dependency relationships.

They feel that they have special needs that need to be met.

They respond in unusual ways and may experience a significant

degree of psychopathology that interferes with the treatment

of their medical problems. In spite of their feelings of

alienation, they can establish some degree of social contact

and are often able to enjoy social activities.

The nonpathologically dependent group of ecology

patients seems to be functioning in a much more adequate

manner than the pathologically dependent group. They report

the presence of somatic problems, but do not appear to be

depressed by their health problems or to be concerned with

them to the exclusion of all else. They have strong moral

and ethical values. They are trusting of others and often
appear to be somewhat naive. They also report feeling

emotionally alienated from themselves and feel that they are

psychologically weak. Both groups espouse traditional

beliefs about male-female roles and feel uncomfortable

talking about sexual matters. Members of the nonpathologi-

cally dependent group have maintained employment in the face
of sometimes lengthy illnesses and are able to be responsible

for themselves and for others. They often have experienced

rejection by their support systems because of their health.
Indeed, some rejection or backing away by family may, in
some cases, contribute to a move toward health because it

33
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necessitates self-care. They also appear to have experienced

few significant early childhood illnesses and perhaps did not

come to expect to be cared for by others as a result.

The factors which seem to best separate these two groups

are more psychopathological, as evidenced by depression,

alienation from self and others, atypical ways of experi-

encing, obsession with somatic problems to the exclusion of

the rest of life, emotional lability, lowered ability to

inhibit behavior, unemployment, dependency on others, and

family members who are accepting of all of these factors.

This may also partially account for the fact that this group

of people tends to establish unhealthy dependency relationships.

The basic factors, as well as the other factors identified in
this study, can give us a way to recognize patients who fall
into the pathologically dependent group at an earlier stage

in their treatment and then point the way to areas in which

intervention might be most effective in interrupting the

cyclic interaction of physiologic and psychologic factors

that contribute to their health problems and disordered lives.

When looking at overall treatment goals the first

consideration, should be the education of both the patient

and their support group. This process should be initiated

at the outset of the evaluation process which can be somewhat

lengthy and continue throughout the treatment period. It
should include clear explanations of what to expect and why
it is necessary before, furing, and after diagnosis and
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treatment. In addition, each patient should receive an

explanation of their physiological and psychological status

in terms that they can clearly understand.

Treatment plans should be developed on an individual

basis and should be a cooperative venture with contributions

from the appropriate medical personnel, psychologists, the

family, and the patient. At least at the onset of psycho-

logical treatment insight oriented therapy may be contraindi-

cated because of tendencies toward obsessive-compulsive

behaviors in these patients especially noted in the

pathologically dependent patients. Also seen are phobic

behaviors such as fears of symptoms, as well as fears of

possible environmental triggers. Often these fears are so

powerful as to inhibit the beneficial effects of treatment.

Other contraindications are attention deficits, rumination,

and cognitive disorganization, all problem areas frequently

noted. Because of these difficulties a structured approach

to treatment which would move the patient toward interdependent

functioning is most desirable. Within this framework a balance

of education, medical treatment, behavioral medicine, inter-

personal, supportive, and family therapies would seem

indicated.

As treatment progresses and the patient moves toward their

level of most optimum functioning it would be appropriate to
look back at before, during, and current behaviors so that
gains can be consolidated. This reevaluation would aim to
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stabilize and to make the gains permanent. The overall goal

has been to achieve interdependent functioning with personal

responsibility for each patient. It could prove helpful in

maintaining these behaviors if the patient has recourse to

assistance during later interpersonal crisis.

It is worth noting that it is difficult, if not

impossible, to separately evaluate the physiological and

psychological factors when evaluating these two groups of

patients. Clearly, the nonpathologically dependent group,

whose psychological state is healthier than the pathologi-

cally dependent group, is less disabled and better able to

interact with the world in which they live. The latter, with

more serious psychological problems, is interacting in a much

less effective fashion. Utilization of the factors brought

out by this study can assist health care providers in working

with these patients to plan a course of action which will

maximize physiological and psychological functioning in such

a way that each person will begin to move through the

dependency cycle toward interdependence (Seymour, 1977).

Historically mind and body issues have been treated as
if they were truely split. In fact, our culture has no
single word that can adequately convey a meaning for the

unity of body-mind. Studies such as this make it clear that
it is difficult to separate mind and body concepts when

considering adequate treatment for these patients. Perhaps

the important issue in this popular debate should be adequate
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treatment for individuals overall problems rather than the

semantics of the issue. The practical fact is that when

treating only the physiological concerns of individuals or

only the psychological concerns, they often do not return to

a satisfactory level of functioning but they often can do so

if the treatment modalities are combined.

Presently, a great deal of time is required to administer

the test instruments needed to acquire this information about

patients. Often, this time commitment is not possible, which

allows valuable information to be lost. Hopefully, in the

near future it will be possible to develop a much shorter

objective instrument along with an interview sheet that will

obtain the same information in a more economical fashion.

Also, since dependency has been seen as a major problem in a
broad range of chronic disabilities and health disorders, it

would be advantageous to begin to include other patient groups

in the evaluations.
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Appendix A

Criteria for Pathological Dependence

I. Histrionic Personality Disorder (active-dependent)

A. Behavior that is overly dramatic, reactive, and

intensely expressed, as indicated by 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.



Appendix A--Continued

C. They may also show more narcissistic personality

traits and may have some of the following

characteristic 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

overidealization 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.

39
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Appendix A--Continued

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 episode of

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

Clinical Analysis Questionnaire (CAQ)

I. Primary Traits

A. Normal Personality Scales

1. A, Warmth: reserved, detached, aloof - warm,

personable, easygoing.

2. B, Intelligence: concrete-thinking -

abstract-thinking.

3. C, Emotional Stability: easily upset,

emotional - emotionally stable, calm.

4. E, Dominance: submissive, accommodating -

dominant, assertive, competitive.

5. F, Impulsivity: prudent, sober, serious -

impulsive, happy-go-lucky.

6. G, Conformity: expedient, disregards rules -

conforming, conscientious, persistent.

7. H, Boldness: shy, timid, threat-sensitive -

bold, venturesome.

8. I, Sensitivity: tough-minded, insensitive -

sensitive, tender-minded, unrealistic.

9. L, Suspiciousness: trusting, adaptable -

suspicious, hard-to-fool, jealous.

10. M, Imagination: practical, "down-to-earthtt -

imaginative, absent-minded.

11. N, Shrewdness: forthright, unpretentious -

shrewd, polished, calculating.
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Appendix B--Continued

12. 0, Insecurity: confident, self-satisfied -

insecure, apprehensive.

13. Q1, Radicalism: conservative, traditional -

experimenting, innovative.

14. Q2, Self-sufficiency: group-adherent,

sociable - self-sufficient, resourceful.

15. Q3, Self-discipline: undisciplined,

uncontrolled - self-disciplined, controlled,

precise.

16. Q4, Tension: relaxed - tense, frustrated,

driven.

B. The Clinical Factors

1. D1, Hypochondriasis: few somatic complaints -

obsessed by ill health.

2. D2, Suicidal Depression: contented - thinks

of self-destruction, despondent.

3. D3, Agitation: restrained - craves

excitement, hypomanic.

4. D4, Anxious Depression: composed - shaky,

frightened, clumsy.

5. D5, Low Energy Depression: energetic -

gloomy, worn out, sad.

6. D6, Guilt & Resentment: untroubled - guilty,

self-critical, resentful.
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Appendix B--Continued

7. D7, Boredom & Withdrawal: seeks relationships

with others - seclusive, feels useless.

8. Pa, Paranoia: reasonable - unreasonable,

feels persecuted.

9. Pp, Psychopathic Deviation: inhibited -

unsocialized, uninhibited.

10. Sc, Schizophrenia: reality-oriented -

retreats from reality, withdrawn.

11. As, Psychasthenia: noncompulsive - obsessive,

compulsive.

12. Ps, Psychological Inadequacy: feels

competent, has sense of self-worth - feels

inferior and unworthy.

II. Second-order Factors

A. Ex, Extroversion: oriented to inner thoughts and

feelings - oriented to the outside and to others.

B. Ax, Anxiety: unfrustrated - uneasy, apprehensive,

panicky.

C. Ct, Tough Poise: easily swayed by feelings -

realistic, dispassionate.

D. In, Independence: controlled by others -

self-reliant, independent.

E. Se, Superego Strength: unrestrained, sociopathic -

restrained, responsible.
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Appendix B--Continued

F. So, Socialization: immature, hedonistic - mature,

subdued.

G. D, Depression: happy., positive outlook - sad,

melancholic, withdrawn.

H. P, Psychoticism: well integrated - psychotic,

disorganized thought.

I. Ne, Neuroticism: well adjusted - unstable,

neurotic.
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Appendix C

Harris and Lingoes Subscales - MMPI

A. Depression

D1. Subjective Depression; a negation of joy in doing

things; pessimism, poor morale and low

self-esteem; complaints about psychological

inertia and lack of energy for coping with

problems.

D2. Psychomotor Retardation; non-participation in

social relations; immobilization.

D3. Physical Malfunctioning; complaints about, and

preoccupation with oneself.

D4. Mental Dullness; unresponsiveness; distrust of

one's own psychological functioning.

D5. Brooding; ruminativeness; irritability.

B. Hysteria

Hyl. Denial of Social Anxiety; social extroversion.

Hy2. Need for Affection and Reinforcement from Others;

implied in an obtuse denial of a critical or

resentful attitude toward other people;

impunitiveness; overly protested faith and

optimism in others.

Hy3. Lassitude-Malaise; complaints about functioning

below par physically and mentally; effortful

keeping up of a good front; need for attention and

reassurance.
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Appendix C--Continued

Hy4. Somatic Complaints; of a kind that suggest

repression and conversion of affect.

Hy5. Inhibition of Aggression; expressed by concurrence

with others, disavowal of violence.

C. Psychopathic Deviate

Pdl. Familial Discord; struggle against familial

control.

Pd2. Authority Conflict; resentful of parental and

societal demands, conventions, and standards.

Pd3. Social Imperturbability; denial of social anxiety;

blandness; denial of dependency needs.

Pd4A. Social Alienation; feelings of isolation from

other people; lack of belongingness;

externalization of blame for difficulties; lack of

gratification in social relations.

Pd4B. Self-Alienation; lack of self-integration; avowal

of guilt, exhibitionistically stated; despondency.

Pd4. Alienation; a summation of 4A and 4B.

D. Paranoia

Pal. Ideas of External Influence; externalization of

blame for crne's problems, frustrations, failures;

in the extreme degree, persecutory ideas;

projection of responsibility for negative

feelings.
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Appendix C--Continued

Pa2. Poignancy; thinking of oneself as something

special and different from other people;

high-strung; cherishing of sensitive feelings;

overly subjective; "thin-skinned."

Pa3. Moral Virtue; excessive generosity about the

motives of others; righteousness about ethical

matters; obtuse naivete; denial of distrust and

hostility.

E. Psychasthenia; none

F. Schizophrenia

Sc1A. Social Alienation; a feeling of lack of rapport

with people; withdrawal from meaningful

relationships with others.

ScB. Emotional Alienation; a feeling of lack of rapport

with oneself; experiencing the self as strange;

flattening or distortion of affect; apathy.

Scd. Object Loss; a summation of SciA and ScB.

Sc2A. Lack of Ego Mastery, Cognitive; the admission of

autonomous thought processes, strange and puzzling

ideas.

Sc2B. Lack of Ego Mastery, Conative; feelings of

"psychological weakness;" abulia', inertia, massive

inhibition; regression.
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Appendix C--Continued

Sc2C. Lack of Ego Mastery, Defect of Inhibition and

Control; a feeling of not being in control of

one's impulses, which may be experienced as

strange and alien; at the mercy of impulse and

feeling; dissociation of affect.

Sc2. Lack of Ego Mastery, Intra-psychic Autonomy; a

feeling that one is not in control of

part-processes, sensation, perception, thought,

motor activity.

Sc3. Sensorimotor Dissociation; a feeling of change in

the perception of self and the body image;

feelings of depersonalization and estrangement.

G. Hypomania

Mal. Amorality; a callousness about one's own motives

and ends and those of other people; disarming

frankness; denial of guilt.

Ma2. Psychomotor Acceleration; hyperactivity, lability;

flight from "inner life" and anxiety; pressure for

action.

Ma3. Imperturbability; affirmations of confidence in

social situations; denial of sensitivity;

proclamation of independence from the opinions of

other people.

Ma4. Ego Inflation; feelings of self-importance to the

point of unrealistic grandiosity.
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Appendix C--Continued

H. Masculinity-Femininity (Greene, 1980)

Mfl. Narcissism-Hypersensitivity; sensitive to

reactions of others; worry constantly; are easily

hurt and upset.

Mf2. Stereotypic Feminine Interests; profess interests

that are clearly feminine in character.

Mf3. Denial of Stereotypic Masculine Interests; deny

interests that are clearly masculine in character.

Mf4. Heterosexual Discomfort-Passivity; admit

homosexual impulses; feel uncomfortable talking

about sexual matters.

Mf5. Introspective-Critical; neither enjoy nor feel

comfortable in loud, active social gatherings.

Mf6. Socially Retiring; deny liking social and cultural

activities in which a dominant and conspicuous

role is possible.
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Appendix D

Health Attribution Test (HAT)

A. Internal--Responsibility for health is focused on self.

B. Powerful Others--Responsibility for health is focused on

others.

C. Chance--Responsibility for health is focused on chance.



CI esteras

C1

C3

C3 activat

C4

C5

Total comp

A.

B.

C.

D.

E.

F.

G.

H.

I.

J.

K.

L.

m.

N.

0.

P.

Q.

Appendix E

Immune System Factors

Normal Range

le 14-20 mg/dl

55-120 mg/dl

55-120 mg/dl

or 12-30 mg/dl

20-40 mg/dl

7.3-19.0 mg/dl

lement percent 7-120%;

range 300-750

60-360 mg/dl

800-1,800 mg/dl

25-170 mg/dl

0-40 mg/dl

d count 4.0-11.6

rcent 60-80

solute greater than 1,000

rcent 20-40

solute greater than 500

RAST
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IgA

IgG

IgM

IgD

White bloo

T cells pe-

T cells ab

B cells pe:

B cells ab

IgE
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Appendix F

Table 1

Means, Standard Deviations, Univariate F's, and Significance

Levels for Pathologically Dependent and Nonpathologically

Dependent, with 1 and 81 Degrees of Freedom

Means and standard deviations

Pathologically Nonpathologically
dependent dependent F Significance

Traits Means SDt Means SD +

Sex 1.15 .36 1.16 .37 .80 0.9292

Age 36.40 10.64 43.10 10.98 7.51 0.0076*

CAQ A 4.38 1.89 4.32 1.80 .22 0.8833

CAQ B 5.69 1.97 6.29 1.47 2.15 0.1463

CAQ C 4.44 1.77 6.07 1.83 16.00 0.0001*

CAQ E 4.79 1.72 6.26 1.79 13.78 0.0004*

CAQ F 4.69 1.94 5.58 1.82 4.27 0.0419*

CAQ G 6.52 1.66 6.07 1.71 1.42 0.2367

CAQ H 5.62 1.89 6.07 1.39 1.32 0.2538

CAQ I 5.23 2.01 4.36 1.96 3.77 0.0557

CAQ L 5.33 2.09 5.29 1.49 .73 0.9323

CAQ M 5.50 1.98 4.74 1.48 3.41 0.0684
CAQ N 6.21 2.31 4.94 2.08 6.36 0.0136*

1.86 4.19 1.64 21.75 0.0000* *
CAQ 0 6.o8



53

Appendix F--Continued

Means and standard deviations

Pathologically Nonpathologically
dependent dependent F Significance

Traits Means SD Means SD+

CAQ Q1 4.56 2.15 4.77 1.77 .22 0.6368

CAQ Q2 5.75 1.92 6.58 1.80 3.81 0.0546

CAQ Q3 5.65 1.86 5.81 1.66 .14 0.7076

CAQ Q4 6.29 1.83 5.39 1.75 4.88 0.0300*

CAQ D1 8.90 1.67 7.16 1.90 19.05 0.0000**

CAQ D2 6.90 1.96 5.19 2.01 14.50 0.0003*

CAQ D3 3.71 2.05 5.13 1.96 9.57 0.0027*

CAQ D4 6.62 1.72 4.84 1.66 21.36 0.000oo**

CAQ D5 7.65 1.69 5.61 1.58 29.63 0.0000**

CAQ D6 6.42 2.02 4.23 1.71 25.65 0.0000**

CAQ D7 6.87 1.61 5.65 1.84 10.05 0.0020*

CAQ Pa 5.67 2.01 4.94 1.82 2.80 0.0979

CAQ Pp 4.40 1.68 6.23 1.77 21.95 0.00**

CAQ Sc 6.50 1.88 4.39 1.75 25.79 0.0000**

CAQ As 5.89 1.92 4.19 1.64 16.78 0.0001*

CAQ Ps 6.58 1.87 4.42 1.84 26.13 0.0000**

MMPI 1 82.40 12.25 66.84 11.03 33.72 0.0000**

MMPI 2 81.25 13.17 62.07 12.85 41.97 0.000**
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Appendix F--Continued

Means and standard deviations

Pathologically Nonpathologically
dependent dependent F Significance

Traits Means SDt Means SD

MMPI 3

MMPI 4

MMPI 5

MMPI 6

MMPI 7

MMPI 8

MMPI 9

MMPI D

MMPI L

MMPI F

MMPI K

Navran Dep.

% immune

IgE

C esterase

03

03 A

04

82.52

70.21

46.23

66.17

71.67

75.83

58.62

48.12

54.56

61 .19

55.65

21.73

43.33

253.54

1.21

0.50

0.50

0.46

9.95

12.15

11.18

10.06

12.07

12.26

9.77

8.78

6.74

11.59

9.56

7.80

16.59

1256.44

1.19

0.75

0.77

0.70

68.52

54.94

51 .42

53.39

54.23

57.42

52.65

43.58

52.74

52.32

58.10

13.39

40.84

63.94

0.94

0.32

0.25

0.32

8.45

7.65

9.79

7.52

7.29

7.55

9.36

5.85

5.77

5.20

8.85

6.83

13.84

137.94

.99

0.70

0.63

0 .60

42.91

39.56

4.58

37.53

53.07

56.81

7.48

6.52

1.56

16.14

1.34

24.30

.49

.70

1.17

1.13

2.15

.85

0. 0000**

0.0000**

0.0354*

0. 0000**

0. 0000**

0 .0000**

0.0077*

0.01 26 *

0.2149

0.0001 *

0.2504

0. 0000**

0. 4849

0 .4061

0.2828

0.2907

0. .1469

0 .3590
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Appendix F--Continued

Means and standard deviations

Pathologically Nonpathologically
dependent dependent F Significance

Traits Means SD Means SDt

C5

Tot. comply.

IgA

IgG

IgM

IgD

T percent

T absolute

B percent

B absolute

WBC

Mar. status

Education

Illn. length

'Employment

Fam. accept.

Chldhd. ill.

0.06

0.56

0.14

0.79

0.35

0.00

1 .75

1 .27

1.10

1.58

1.04

1 .52

14.69

9.00

0.44

1 .46

0.85

0.31

0.64

0.44

0.98

0.52

0.00

0.65

0.97

0.93

0.82

0.96

0.64

2.66

10.43

0.75

0.67

0.41

0.13

0.52

0.16

0.84

0.39

0.03

1.74

1 .48

0.97

1 .48

0.77

1 .42

16.03

6.61

1.16

0.74

1.39

0.50

0.63

0.52

0.93

0.50

0.18

0.68

0.89

0.95

0.88

0.99

0.72

2.44

6.33

0.52

0.82

0.80

.65

.83

.61

.53

.12

1.69

.29

1 .01

.36

.23

1 .42

.43

5.23

1 .33

21.97

19.01

16.37

71 71 15.19 51.48 11.14 41.57

0.8050

0.7734

0. 8050

0.8184

0.7248

0.1971

0.9574

0.3186

0.5486

0.6305

0. 2368

0.5140

0.0248*

0.2526

0.0000 **

0. 0000**

0.0001*

0. 0000**1MMP I D 1
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Appendix F--Continued

Means and standard deviations

Pathologically Nonpathologically
dependent dependent F Significance

Traits Means SD Means SD

MMPI D2 60.04 10.01 56.97 8.74 2.00 0.1607

MMPI D3 72.79 9.66 61.84 11.10 22.30 0.0000**

MMPI D4 77.67 16.22 58.48 12.86 31.52 0.0000**

MMPI D5 62.58 14.73 46.58 11.85 26.35 0.0000**

MMPI Hyl 53.40 10.52 57.29 10.15 2.72 0.1029

MMPI Hy2 63.31 10.60 63.07 10.21 .11 0.9186

MMPI Hy3 78.58 11.38 62.87 10.93 38.07 0.0000**

MMPI Hy4 68.10 13.55 54.94 9.12 22.98 0.0000**

MMPI Hy5 53.94 10.08 52.19 8.76 .64 0.4252

MMPI Pdl 63.94 14.29 53.48 7.93 14.00 0.0003*

MMPI Pd2 52.52 10.43 52.74 11.25 .83 0.9274

MMPI Pd3 57.25 10.96 55.94 8.73 .32 0.5713

MMPI Pd4A 58.00 10.74 47-74 7.15 22.32 0.0000**

MMPI Pd4B 60.81 12.15 48.00 6.94 28.76 0.0000**

MMPI Pal 59.29 11.27 54.10 5.68 5.70 0.0193*

MMPI Pa2 82.62 14.76 68.81 17.21 15.01 0.0002*

MMPI Pa3 77.23 13.98 79.45 11.39 .56 0.4566

72.50 15.12 .59.00 10.09 19.48 0. 0000**
MMPI Sc1A
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Appendix F--Continued

Means and standard deviations

Pathologically Nonpathologically
dependent dependent F Significance

Traits Means SDt Means SD t

MMPI ScdB

MMPI Sc2A

MMPI Sc2B

MMPI Sc2C

MMPI Sc3

MMPI Mal

MMPI Ma2

MMPI Ma3

MMPI Ma4

MMPI Mf 1

MMPI Mf2

MMPI Mf3

MMPI Mf4

MMPI Mf5

HAT I

HAT PO

HAT C

CAQ 2 Ex

90.65

73.98

88.00

72.60

78.94

46.52

59.67

50.81

54.56

67.73

10.29

54.54

105.54

82.73

122.52

213.67

156.73

4.63

15.95

16.48

8.39

12.53

17.61

10.39

9.64

9.08

9.34

15.10

10.82

15.88

26.10

15.54

38.25

5.32

68.73

1.62

80.71

59.23

87.32

59.84

59.03

49.06

46.39

52.23

53.39

53.29

9.29

53.29

119.74

80.77

130.90

226.84

160.16

5.61

15.87

12.85

8.82

7.33

9.97

9.11

8.11

7.46

7.95

14.70

9.86

18.74

94.95

21 .20

59.57

54.57

119.41

2.99

7.57

18.21

.12

26.61

33.17

1 .27

41.34

.54

.34

18.11

.18

.10

1 .04

.23

.61

3.00

.28

3.73

0.0073 *

0.0001*

0.7279

0.0000 **

0.0000**

0.2624

0 .0000**

0.4650

0.5618

0.0001*

0.6758

0.7470

0.3109

0.6302

0.4368

0.0869

0.8683

0.0569
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Appendix F--Continued

Means and standard deviations

Pathologically Nonpathologically
dependent dependent F Significance

Traits Means SDt Means SD

CAQ 2

CAQ 2

CAQ 2

CAQ 2

CAQ 2

CAQ 2

CAQ 2

CAQ 2

Ax

Ct

In

Se

So

D

P

Ne

6.02

6.79

4.77

6.44

6.85

7.96

5.89

6.92

1 .96

1 .47

1.92

1 .73

1 .94

1 .71

2.33

2.00

6.25

8.23

7o97

7.29

7.71

7.48

7.68

6.03

10.11

7.87

11.65

6.39

11 .73

9.92

15.42

8.29

.28

1 .65

3.78

.82

.27

.12

.68

.55

0.8687

0.2027

0.0554

0.3674

0. 6037

0.7347

0.4115

0.4602

%II

at level stated

* at .00001
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Appendix G

Table 2

Discriminant Analysis - Stepwise Variable Selection

Step 5

Degrees of freedom Significance

Wilkes' Lambda

Equivalent F

81.0

77.0

77.0 0.0000

Variable

M3

148

Employed

Early ill.

MMA2

Variables in the analysis after Step 5

Tolerance F to remove Wilkes' Lambda

0.8613

0.7516

0.9167

0.9866

0.7623

4.36

4.39

13.24

6.31

7.90

0.4078

0.4079

0.4523

0-.4176

0.4256

0.3859

24.4992

5 1

5

I I

0.0000
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Appendix G--Continued

Step 6 (dependency was included)

Degrees of freedom Significance

Wilkes' Lambda

Equivalent F

Variable

M3

M8

Dependency

Employed

Early ill.

MMA2

0.3610

22.42

6 1 81.0

6 76.0

0.0000

Variables in the analysis after Step 6

Tolerance F to remove Wilkes' Lambda

0.8431

0. 7252

0.8873

0.9162

0.9682

0. 7409

5.44

2.34

5.25

11.64

7.42

4.99

0.3868

0.3722

0.3859

0.4163

0,3963

0.3847

III
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Appendix H

Table 3

Summary Table of Discriminant Analysis

Action

Variables Wilkes'

Step Entered Removed in Lambda Significance

1 MMPI 8 1 0.5878 0.0000

2 MMPI 3 2 0.5205 0.0000

3 Employed 3 0.4666 0.0000

4 MMPI Ma2 4 0.4176 0.0000

5 Early ill. 5 0.3860 0.0000
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Appendix I

Table 4

Classification Function Coefficients (Fisher's Linear

Discriminant Functions)

Group 2

Pathologically Nonpathologically

dependent dependent

M3

M8

Employed

Early illness

MMA2

(Constant)

.7354

.3011

.4493

3.5984

-3893

-55.6892

.6484

.2193

2.3946

5.1436

.2631

-40.2631
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Appendix J

Table 5

Canonical Discriminant Functions

Percent of Cumulative Canonical

Function Eigenvalue variance percent correlation

1 1.5909 100.00 100.00 0.78

After

function

Wilkes?

Lambda Chi-squared D .F.- Significance

0 0.3859 74.73 5 0.0000
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Appendix K

Table 6

Standardized Canonical Discriminant Function Coefficients

Function 1

M3

M8

Employed

Early illness

MMa2

0.3183

0.34187

-0.51056

-0.35348

0.44586

I
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