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Preface

We seek to throw down the gauntlet with this handbook, challenging the he-
gemony of the “behavioral medicine” approach to the psychological study and
treatment of the physically ill. This volume is not another in that growing surfeit
of texts that pledge allegiance to the doctrinaire purity of behavioristic thinking,
or conceptualize their subject in accord with the sterility of medical models.
Diseases are not our focus, nor is the narrow band of behavioral assessment and
therapy methodologies. Rather, we have sought to redefine this amorphous, yet
burgeoning field so as to place it squarely within the province of a broadly-based
psychology—specifically, the emerging, substantive discipline of health psy-
chology and the well-established professionalism and diverse technologies of
clinical psychology. The handbook’s title—Clinical Health Psychology—reflects this
reorientation explicitly, and Chapter 1 addresses its themes and provides its
justifications more fully.

In the process of developing a relevant and comprehensive health assess-
ment tool, the editors were struck by the failure of clinical psychologists to avail
themselves of the rich vein of materials that comprise the psychosocial world of
the physically ill. Perhaps more dismaying was the observation that this field was
being mined—less than optimally—by physicians and nonclinical psychologists.
As valuable as their tools and expertise may be for their respective subject areas,
neither discipline possesses the scientist-professional blend that characterizes the
coordinated research and services training of the clinical psychologist. Physicians
exemplify the standard for professional attitudes and clinical skills, but they are
often, at best, novices when it comes to grasping the complex relationships
between “psyche” and “soma”. Similarly, nonclinical psychologists bring a rich
background of knowledge and scientific methodology to their realms of study,
but only rarely do they have the requisite grounding and service expertise called
for in direct patient care. As a consequence of their respective strengths and
shortcomings, a symbiotic, if peculiar hybrid has emerged—a unit composed of
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PREFACE

physician and experimental psychologist. It seems time to us for the third and
perhaps most essential member to join this health care team—the clinical psy-
chologist. It is hoped that this handbook will activate an increased involvement
on their part.

THEODORE MILLON

CATHERINE J. GREEN
ROBERT B. MEAGHER, JR.

Coral Gables, Florida
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On the Nature of Clinical
Health Psychology

THEODORE MILLON

A major error in professional health care training and practice, one founded
on a misconceived and primitive mind—body dualism, is undergoing serious
reexamination today. This chapter seeks to contribute to these reflections by
arguing for a broadened conception of the role of the clinical psychologist. This
chapter not only fosters the view that clinical psychology should move beyond
its conventional—albeit well-founded—attention to the “mentally” disordered
but also demonstrates specifically that there is both a need and a justification
for psychologists to assume an active role in the assessment and management
of the “physically” disordered.

Psychologists are especially well suited to understand “illness behavior” and
to aid patients in coping with the emotional and psychosocial consequences of
medical disease. Relevant also to the increased need for the skills of the clinical
psychologist is the changing character and prevalence of physical disorders in
contemporary Western society. Today, humanity is at the mercy of virulent
infectious diseases to a considerably lesser extent than in the past. We suffer
now from progressive and insidious disorders that slowly devastate our bodies.
These largely chronic cardiovascular, respiratory, and metastatic diseases are in
great measure the consequence of simple aging and destructive behavioral life-
styles (e.g., too little physical activity and too much eating, smoking, and stress).
In effect, major medical problems today result from misguided psychological
habits and attitudes, in many cases to an even greater extent than from invading
microbes and aging. Given origins such as these, it can be argued that a growing
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proportion of so-called physical disorders require the preventive, diagnostic, and
rehabilitative attentions of psychologists at least as much as they do the reparative
talents of physicians and surgeons. Seen in this light, psychology as a profession
is not merely justified but obligated to apply its knowledge and methods to those
who succumb to modern-day “physical” ailments.

1. Some Historical and Philosophical Reflections

Before characterizing the content, functions, and training that I foresee for
clinical health psychology, it may be useful to discuss a number of issues that
will provide a perspective and context within which to view these prospects.

1.1. Historical Notes

Psychologists have recently shown impressively increased interest in physical
disorders, but this attention is not new. Although in a scattered and piecemeal
manner, psychologists have worked with physicians on problems of health and
illness for close to a century. An early professor—student association between
Wilhelm Wundt and Emil Kraepelin in the last quarter of the 1800s strongly
shaped the systematic and experimental outlook evident in Kraepelin’s later
studies; a similar and notable joint enterprise between G. Heymans and E. Weirsma
at the turn of the century in Holland was also exceptionally fruitful in synthe-
sizing psychological and medical perspectives. Although both of these collabo-
rations focused primarily on the “mental” rather than the “physical” aspect of
disorders, both sought to resolve the traditional and often sharply drawn mind—
body dichotomy.

Efforts in the United States to coordinate the perspectives of physicians and
psychologists in matters of general physical health began in earnest in the second
decade of this century. One early group of collaborators sought ways to infuse
the principles of psychology into the training of medical students, hoping thereby
to make the education of the fledgling physician more “holistic” (Franz, 1912;
Meyer, 1912; Prince, 1912; Southard, 1912). Among the proponents of this
suggestion was John Watson (1912), soon to be known for his vigorous espousal
of behaviorism. Despite this early effort, few psychologists were added to medical
school faculties during the first third of the century. In the 1930s, a small group
of psychologists were drawn to umversuy medical centers because of opportun-
ities to work on basic and applied projects in neurological and psychophysio-
logical research (Watson, 1953). Despite this growth, the total number of research
psychologists employed in health settings remained rather modest until the 1960s.

A major reason for the paucity of opportunities for psychologists was that
medical schools supported few of their faculty on university funds. For the most
part, faculty ranks were filled with volunteer private practitioners and those
whose salaries depended on the clinical fees they could generate. Except for
research grants, few funds were available to salary non-fee-producing Ph.D.
psychologists. Psychologists began to gain significant entree into the medical and



health establishment when they were able to duplicate the clinical functions of
the physician, that is, when they became integral members of a fee-generating
service. This began, albeit slowly, in the late 1950s and mushroomed rapidly in
the late 1960s and early 1970s (Matarazzo, Lubin & Daniel, 1957; Matarazzo,
Lubin, & Nathan, 1978; Mensh, 1953; Wagner & Stegeman, 1964; Witkin, Mensh,
& Cates, 1972). It occurred primarily in university departments of psychiatry,
where the functions of the psychiatrist and clinical psychologist were, in large
measure, interchangeable. It was not until the mid-1970s that psychologists be-
gan to be seen not as psychiatry’s surrogate but as independent colleagues and
consultants to physicians who worked in nonpsychiatric health settings.

This latest and most autonomous of roles, that of psychologist-professional
in general medical as opposed to psychiatric settings, arose as a consequence of
three factors. First, psychologists demonstrated a wide range of skills that were
not to be found among other medical specialties, for example, in preventive
education, biofeedback training, and family therapy. Second, there was a grow-
ing awareness among physicians that an increasing number of ailments seen in
everyday practice reflected the ravaging effects not of infectious agents or or-
dinary bodily decay but of pernicious styles of life and habits of behavior. Third,
health care professionals began to recognize that the psychodynamic concepts
and treatment prescriptions of their psychiatric colleagues were not only often
obscure and tangential to the issues with which they dealt but frequently proved
less than practical as guides to action.

The deepening involvement of psychologists in problems of general health
is nowhere better evident than in the recent emergence of formal organizations,
national conferences, and professional journals. As is well known by now, the
late 1970s saw the establishing of the Society of Behavioral Medicine, formed
by the joining of health professionals from both psychology and medicine; the
approval of a Division of Health Psychology within the American Psychological
Association; and the publication of periodicals such as the Journal of Behavioral
Medicine, and the journals of Health Psychology and Rehabilitation Psychology. Each
of these indicates that a scientific foundation is being built to undergird the
professional practice of the health psychologist. Moreover, this impressive ex-
pansion, as well as the parallel acceptance of psychologists as clinicians in general
health, suggests that psychology has finally crossed the rigid boundaries set by
a mind—body dualism.

1.2. Bridging the Mind—Body Dichotomy

It is clear that a new conceptual and training model is called for in clinical
psychology, one that seeks to implement a synthesis of both mind and body and
that views these traditional polarities as complementary facets of a single, inte-
grated unity. Until scientific formulations and clinical activities bridge this ar-
bitrary distinction, efforts to devise progressively more effective solutions to
problems of illness and disease will be stymied. Advances in this sphere depend
greatly on the contributions of the psychologist, as suggested in the following
(American Psychological Association, 1976):

No other discipline is better suited and equipped than psychology to discover, delineate,
and demonstrate the organismic nature of humans and to encourage an ever-broad-
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ening realization that humanity’s total functional health is threatened whenever either
side of the interactive mind-body equation is neglected. Any program for health care
and illness management can achieve comprehensiveness and integration only as there
is respect for the functional unity of the individual. (p. 271)

More recently, DiMatteo and Friedman (1979) have argued that the “holistic
approach” goes beyond the mere training of physicians to be increasingly sen-
sitive to their patients’ emotions and needs. They contend not only that social,
cultural, and psychological factors are an intrinsic part of illness and its treatment
but that it is the psychologist alone who possesses special expertise in each of
these realms.

It should not be overlooked in our effort to work toward a mind—body
synthesis that significant research gains were achieved by early investigators who
separated their studies into these two realms. Insofar as effective health service
is concerned, however, the separation proved less than satisfactory. The con-
trasting benefits for clinical service versus research of adhering to the traditional
Cartesian dualism is noted well by Scofield (1979):

it is a conceptual convention that has facilitated scientific inquiries more than it has
encouraged a truly comprehensive medicine. . . . Specialization and focus on body or
mind has made for effective and progressive programmatic research. A small number
of illnesses have been viewed as “psychosomatic” and only a very few physicians and
psychologists have been attracted to the complex interface of the physical and the
mental. Recent years have seen an increasing appreciation for the need to study the
reciprocity between psyche and soma as there has been growing awareness that the
individual’s health status is a personal gestalt to which situational/environmental and
mental/emotional conditions contribute in a complex interactive fashion. (p. 450)

Many clinical psychologists may resist a broadened conception of their role,
preferring to strengthen their embrace of the “mental” to the exclusion of the
“physical.” Having long been second-class citizens in the house of psychiatry,
psychologists are beginning to “feel their oats” as highly competent, fully rec-
ognized, and—perhaps most significantly—independent health practitioners. Why
should they take a step backward, some will say, and invite the “inferior” status
of being handmaidens again, this time to nonpsychiatric physicians? We will
refer later to the justified concerns that are represented in this “is it good for
psychology?” view. The questions we will address for the moment are: “Does it
make conceptual sense to distinguish the processes of the mind from those of
the body?” and “Is it good health care practice for the patient to be segmented
into physical and psychic components?”

The answer to both these questions, this handbook contends, is definitely
no! And to the extent that current practices will continue to follow the traditional
dualism, we would conclude that both clinical psychology and clinical medicine
remain in crisis, each adhering to a different aspect of a single discipline that
divides the patient illogically and deleteriously. Although presented as a chal-
lenge to his physician colleagues, the views expressed in Engel’s incisive critique
of the “medical model” (1977) are applicable also to the traditional “mental” or
“behavioral” models of psychologists. Engel voiced his concerns thus:

Medicine’s crisis stems from the logical inference that since “disease” is defined in terms
of somatic parameters, physicians need not be concerned with psychosocial issues
which lie outside medicine’s responsibility and authority. (p. 129)



If we substitute the words clinical psychology for medicine, behavior disorder
for disease, psychologists for physicians, and reverse the terms somatic and psycho-
social, then we have as cogent an indictment of psychology as we do of medicine.
A close reading of Engel’s thoughtful analysis will go far in leading the reader
to appreciate both the scientific and clinical utility of what he terms the bio-psycho-
social model.

2. Problems of Boundary and Definition

What shall this newly evolved field of psychological science be called—med-
ical psychology, health care psychology, behavioral medicine, health psychology,
psychological medicine, behavioral health? Will its practitioners be best referred
to simply as clinical psychologists, despite their new settings and expanded func-
tions, or should a new descriptive term be coined?

Psychology has always had greater difficulty than other disciplines in de-
scribing the scope of its activities and in delimiting or defining its subspecialities.
Both a science and a profession, it struggles between its identity as a lofty and
dispassionate academic discipline, on the one hand, and an applied profession
concerned with matters of public recognition, as well as methods for improving
human welfare, on the other. In both spheres, science and profession, its bound-
aries spread across into other disciplines, into the scholarly realms of the biologist
and sociologist and into the service functions of the professional educator and
physician (Millon, 1975). It is at its boundary with medicine that psychology’s
newly evolved interests interface most significantly and most sensitively. Shall
its scope and formal designation be sharply delimited, and should it be defined
as a discipline independent of medicine? The label chosen to represent the field
is of no minor import; it will certainly shape its focus as a research realm and
its viability and character as a service profession. For these reasons, then, it may
be useful to examine several descriptive terms that have been employed.in recent
years to characterize this emerging field.

2.1. Psychosomatic Medicine

The first of the modern labels applied to the study of mind—body relation-
ships was psychosomatic medicine. Despite this discipline’s historical role in sensi-
tizing physicians and psychologists to the interplay of emotions and physical
disorders, its exclusive concern with matters of illness (and not those of health),
its strong roots in psychodynamic theory, and its attention to only a limited
subset of physiological disorders that ostensibly are activated by obscurely sym-
bolized intrapsychic repressions makes it too restricted in scope and focus to
represent the breadth and orientation of the new field we are discussing. That
one of the descriptive terms comprising its title is medicine further limits its
appropriateness as designating an area of psychology.
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2.2. Medical Psychology

Another label, which has had a long and prominent history since the turn
of the century, is medical psychology; it is, however, often viewed as synonymous
with psychiatry (e.g., one of England’s major psychiatric publications is called the
British Journal of Medical Psychology). It too suffers from the adjective medical, with
its implicit association with disease processes only; this association is diluted in
part by the presence of psychology as the prime subject of its title. Despite the
tacit medical orientation of this label, Asken (1975, 1979) has championed it as
the most appropriate one to encompass the wide spectrum of topics and activities
that characterizes the field. In his definition of medical psychology, Asken writes:

Medical psychology is the study of psychological factors related to any and all aspects
of physical health, illness and its treatment at the individual, group, and systems level.
Medical psychology represents no particular theoretical orientation; the problems of
medical psychology can be conceptualized from any desired orientation. Medical psy-
chology further involves, as its foci, all areas of scholarly interests—research, clinical
intervention, and application and teaching. (1979, p. 67)

Although Asken’s definition and suggestions may be appealing in support
of the medical psychology title, it appears that its time to achieve recognition as
the most suitable designation has passed.

2.3. Rehabilitation Psychology

Another early term, rehabilitation psychology, remains an apt designation to
represent a significant realm of activities, particularly those oriented to the res-
toration of functions consequent to physical trauma or disability. As with other
terms, however, the focus of rehabilitation is narrow in scope and the population
served by these activities is too circumscribed in light of the breadth and variety
of persons encompassed by the new field.

2.4. Health Care Psychology

The label health care psychology also addresses the service-provision facet of
the field. It is much broader, however, than rehabilitation psychology in that its
focus is on systems of activity, including those of disease prevention, health
maintenance, and health service. Within its broad purview are studies of epi-
demiology, cross-cultural comparisons, and the economics of large-scale inter-
vention programs, each of which is a legitimate and valuable sphere of research.
However, many of these extend well beyond psychology’s more limited province
of knowledge and competence. Some aspects of its larger schema do mirror
psychology’s interests well, as noted in the following quote from the American
Psychological Association’s task force report on health research (1976):

Health care delivery involves more than the treatment of illness. The goal is to minimize
the need for treatment of disease through positive and proactive programs of health
maintenance. . . . Health maintenance includes, but extends far beyond, the prevention
of infectious disease. It includes early detection and correction of defects, reduction



in the severity of chronic disease processes through early diagnoses and treatment, and
education in positive health practices that reduce the need for subsequent treatment.
(p. 265)

This description comes close to depicting major aspects of the new field,
but its boundaries are too wide, encompassing, as they do, issues, skills, and
activities that reach outside the realm of psychological study and service.

2.5. Behavioral Medicine

Perhaps the best known and most frequently employed label of the day is
behavioral medicine. It is represented in one of the major organizations in the
field (the Society of Behavioral Medicine) and appears on the masthead of the
first of several recent journals to concentrate exclusively on the subject (The
Journal of Behavioral Medicine). At a conference sponsored by the National Acad-
emy of Science, the following definition and description was adopted:

Behavioral Medicine is the interdisciplinary fieid concerned with the development and
integration of the behavioral and biomedical science knowledge and techniques relevant
to health and illness and the application of this knowledge and these techniques to
prevention, diagnosis, treatment and rehabilitation. (Schwartz & Weiss, 1978, p. 250)

Broad in scope as this definition may be—including as it does behavior and
biology, health and illness, as well as prevention, diagnosis, treatment, and re-
habilitation—the work and orientation of those who identify themselves as spe-
cialists in behavioral medicine tend to be much narrower in focus than the
definition suggests. Most who identify their activities with the designation be-
havioral medicine are largely research-oriented and often limit their service work
to helping patients to modify habits associated with stress, obesity, and smoking.
Almost to the exclusion of all other methods, their “clinical” techniques are
variants either of biofeedback, relaxation procedures, or simple operant con-
ditioning. Perhaps this focus stems from the fact that many of its early leaders
had rather narrow behavioral-learning and psychophysiological backgrounds,
inclining them, therefore, to utilize only those principles and techniques con-
genial to their training. Whatever the source, the dominant belief system that
characterizes those who hold vigorously to the label behavioral medicine is often
a dogmatic one that typically is prejudiced against the more cognitive and psy-
chodynamic approaches of most diagnosticians and therapists who carry out the
majority of clinical psychological services. Somewhat related, and of no lesser
significance, is the fact that the label behavioral medicine itself may misdirect the
future growth and character of the field. The term behavioral represents a single
and doctrinaire “school” of psychological thought among several equally relevant
schools. No single point of view should gain preeminence in a field that must
remain open to diverse perspectives and methodologies if it is to flourish. Second,
and as noted earlier, the term medicine not only narrows its focus on illness but
is misleading as a descriptor for scientific and clinical enterprises that are es-
sentially psychosocial in rationale and technique. In sum, this new field is neither
behavioral nor medicine.
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2.6. Behavioral Health

For reasons other than those just noted, Matarazzo (1980) has proposed the
use of the term behavioral health, which he defines as:

A new interdisciplinary subspecialty within behavioral medicine specifically concerned
with maintenance of health and the prevention of illness and dysfunction in currently
healthy persons. (p. 807)

What is distinctive in Matarazzo’s proposal is psychology’s role in fostering
programs of prevention in which individuals assume responsibility for their own
health through improved life-styles. Matarazzo’s emphasis on health and his
suggestion that psychology encourage methods of personal responsibility are
excellent proposals. The label he suggests, however, as well as the view that
behavioral health should be seen as a subfield of behavioral medicine, is trou-
bling. As noted earlier, the labels we employ to represent a subject will, sooner
or later, affect its character as a science and as a profession. Designations such
as behavioral reflect a doctrinaire bias. Although interpreted more broadly by
physicians than by nonbehavioral psychologists, the appelations that Matarazzo
proposes for the emerging field are as likely to appear as repugnant to non-
behaviorists as descriptors such as cognitive medicine or psychodynamic health would
be to behaviorists.

2.7. Health Psychology

Where, then, do we go in an attempt to orchestrate the many themes pre-
sented thus far, so that they can blend and be represented by a single unifying
designation? The resolution that appears most successful is the label health psy-
chology (Stone, Cohen, & Adler, 1979). In contrast with the interdisciplinary
character of many of the descriptive terms previously suggested, it stands dis-
tinctly within the boundaries of psychology. Although every science interfaces
and relates with others, each must limit its scope and define its province so that
it can be explored in its fullest depth and in all its subtleties. In terms of gaining
a clear disciplinary identity, then, health psychology is the most appropriate if not
ideal designation. That it includes the term health, rather than illness or medicine,
is another step in the right direction. The definition provided by Matarazzo
(1980) is close to the mark and deserves repeating here. ‘

Health psychology is the aggregate of the specific educational, scientific, and professional
contributions of the discipline of psychology to the promotion and maintenance of
health, the prevention and treatment of illness, and the identification of etiologic and
diagnostic correlates of health, illness, and related dysfunctions. (p. 815)

2.8. Clinical Health Psychology

Assuming that the definitions and distinctions made thus far have been
helpful in clarifying relevant issues, it may be useful next to separate the several
elements that comprise this emerging field. Having drawn the boundaries and



prime dimensions of the rather broad-ranging subject of health psychology, we
must begin to recognize that there are a number of differentiations among its
adherents in their orientation and focus. To illustrate: Stone and his associates
(1979) have provided thoughtful essays on the larger domain of health psy-
chology as a field; their orientation, if any can be spoken of as their special
perspective, would best be characterized as a social or systems approach. Other
recent books in the field have been written from what may be described as a
physiological viewpoint (Schwartz & Beatty, 1977; Selye, 1976; Weiner, 1977);
others still are best characterized by their application of learning models (Brady
& Pomerleau, 1979; McNamara, 1979; Melamed & Siegel, 1980). With but few
exceptions, and these have taken the form of isolated papers or essays (e.g.,
Scofield, 1969; 1979; Wirt, 1980), what is missing most among current publi-
cations is the significant relationship between health psychology and clinical
psychology.

As noted previously, it can be argued that these two major areas of applied
psychology are essentially one and the same. Clinical psychology was misguided
in its evolution when it followed a dualistic mind—body model and thereby limited
itself to ministering to the “mentally” disordered. Health psychology came into
being in great measure as an antidote to the deficits and imbalance this created.
Located outside the pale of clinical psychology, the problems and needs of the
“physically” disordered fell to the growing provinces of applied learning, phys-
iological psychology, and social psychology. That the knowledge and skills of
these subfields of basic psychological science are relevant and useful in under-
standing and treating the physically impaired cannot be questioned, no less so
than that they are valuable sources of thought and methodology in the man-
agement of the mentally ill. However (and it may appear to be quibbling at first),
when psychological knowledge and techniques from any and all aspects of our
science are applied professionally to the assessment and treatment of individuals
in distress, we refer to and identify these activities as those of clinical psychology.
Clinical psychology is not so much a content area of our science as it is a profes-
sional attitude that seeks to apply the principles and methods derived from the
content areas of psychology, such as learning, social, developmental, and so on.
Clinical psychology differs from other applied spheres of psychology in that its
primary attentions and skills are oriented to helping patients in distress. That
is, the feature that distinguishes the clinician from his or her colleagues in
psychology is a focus on the needs of specific individuals whose suffering either
stems from or can be relieved by psychological influences.

If we overlap the newly emergent content field of health psychology with
the traditional focus and professional attitudes of clinical psychology, we will
have constructed a subspecialty of psychology that is both applied (clinical) and
substantive (health), one that may best be described by the designation clinical
health psychology. Encompassing both mental and physical disorders within its
purview, clinical health psychology may be defined as:

The application of knowledge and methods from all substantive fields of psychology
to the promotion and maintenance of mental and physical health of the individual and
to the prevention, assessment, and treatment of all forms of mental and physical dis-
order in which psychological influences either contribute to or can be used to relieve
an individual’s distress or dysfunction.
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3. The Domain of Clinical Health Psychology

We appear to be at an important crossroads in the historical evolution of a
“new” discipline. Be it the times in general, the increasing availability of simple
solutions to “purely physical” diseases, the growing concern of the public with
matters affecting the quality of life, or what have you, there has been a developing
awareness on the part of the physically ill themselves, their families, and those
who minister to them of the importance of psychosocial considerations in the
care of medical illness. As a consequence, persons from all walks of life are
increasingly alert to the inadequacies in both traditional and current approaches
to patient treatment and management. Moreover, it has become evident that
conventional medicine is ill equipped to deal with the vast proportion of patients
whose disorders are essentially psychological in origin and whose course and
treatment are highly susceptible to psychosocial influences.

The opportunity for psychologists to meet these recognized health service
needs are unparalleled today. Psychologists are not only finding themselves
increasingly accepted as members of the health team but their participation is
being actively sought by physicians who have come to appreciate the significant
contributions they can make to a variety of diverse problems that range from
presurgical counseling to posthospital medication compliance. Although there
has been a long history of cooperation between psychiatry and psychology in
providing clinical services, these collaborations have begun to diminish in recent
years. By contrast, relationships between psychology and other medical special-
ities have increased significantly. The specialties of internal medicine—especially
cardiology and gastroenterology, obstetrics and gynecology, rehabilitation and
physical medicine, pediatrics, family medicine, oncology, and surgery—have
been adding psychologists to their service teams at a rapid rate. Hospital-affiliated
pain clinics—typically associated with department of anesthesiology, neurological
surgery, or orthopedics—almost invariably include a psychologist as an integral
therapy team member, and these clinics have recently surged in number through-
out the nation. Health psychologists no longer find themselves adjuncts to liaison-
consultation psychiatrists; they have become autonomous health-care profes-
sionals and are often the key figures in both planning and executing treatment
programs. Promising as this growth may be, psychologists are only just beginning
to cross the threshold of their many opportunities. They must actively com-
municate with their health service colleagues to the effect that they have an
extensive body of knowledge and skills that can be effectively utilized to increase
both the quality and humanistic character of patient care.

What is contained in the body of knowledge of clinical health psychology,
and what comprises the armamentarium of the clinical health psychologist’s
skills? These can only be briefly noted here. Although the remainder of this
handbook will provide more detailed illustrations, it too must be seen as a be-
ginning, a first approximation of a storehouse of information and skills that will
continue to be filled over the years.

In searching out the literature of the field for an earlier project (Millon,
Green, & Meagher, 1979), the author uncovered a rather confusing and seem-
ingly contradictory array of concepts and findings. On closer examination, it



became evident that many of these ostensibly conflicting ideas and data pointed
in the same directions; they differed largely in the labels they employed and in
the theoretical approaches they took to reach essentially similar conclusions. Two
major themes were extracted in efforts to synthesize and collate this literature.
By no means are they exhaustive, nor would it be correct to claim them to be
the most useful schema for diverse endeavors in this field. It does appear,
however, that they encompass two of the basic spheres of knowledge that com-
prise clinical health psychology as distinct from other realms of health psychology.
For didactic purposes they have been termed personality: the styles of coping and
psychogenic attitudes: objective and subjective stressors.

3.1. Personality: The Styles of Coping

Although there are many syndromes of psychopathology with which the
general clinical psychologist is acquainted, most are not relevant to understand-
ing and managing the physically ill. One syndromal realm is pertinent, however:
that subsumed under terms such as personality and coping. Clinicians do not deal
here with the dramatic or severe forms of psychiatric disturbance but with the
milder problems of ordinary life. Personality styles characterize the more or less
everyday manner in which people approach the events of their lives. It is these
typical ways of coping that the clinical psychologist understands well, especially
those attitudes and behaviors that may contribute to illness and the manner in
which individuals deal with it (Kahana, 1972; Lipowski, 1977). In a particularly
illuminating paper, Cohen and Lazarus (1977) described what they termed an-
ticipatory coping, that is, the characteristic ways in which the individual not only
adapts to but also shapes his or her environment. To them, coping represents
more than just a response to confrontations or stress. It is an ongoing “person-
ality” process, a habitual style of relating to events and structuring life.

What are the salient styles of personality and coping that have been described
in the literature? In the following section we will briefly note the major “types”
to illustrate this sphere of clinical knowledge and its implications for health
psychology (Leigh & Reiser, 1980; Lipowski, 1970; Millon, 1969, 1977, 1981;
Millon, Green, & Meagher, 1982).

3.1.1. Introversive Style

According to Millon et al. (1982), these patients are rather colorless and
emotionally flat, tending to be quiet and untalkative. Often unconcerned about
their problems, they typically are vague and difficult to pin down concerning
symptoms and may be passive with regard to taking care of themselves. Lipowski
(1970) describes patients such as these as employing a cognitive coping style
termed minimization, characterized by a tendency to 1gn0re deny, or rationalize
the personal significance of information input. Borrowmg from profiles sug-
gested earlier by Kahana and Bibring (1964), Leigh and Reiser (1980) prefer to
label these patients as “seclusive and aloof,” noting that their main concern is a
“desire not to be intruded upon by others.” To them, as well as to Millon et al.
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(1982), these personalities tend to be oblivious to the implications of their illness
and indifferent to medical procedures that normally arouse anxiety.

3.1.2. Inhibited Style

These personalities are characteristically shy and ill at ease; they expect to
be hurt, are disposed to feel rejected, and are overly concerned about whether
others will think well or ill of them (Millon et al., 1982). Fearing that they will
be taken advantage of, they are inclined to keep their problems to themselves.
Lipowski refers to personalities similar to these as seeing illness as “punishment.”
They typically interpret this form of punishment as both expected and just; as
a consequence, they are likely to offer little resistance to what they see as the
inevitable and often adopt a rather fatalistic attitude toward illness. Leigh and
Reiser (1980) touch upon similar features in their description of “guarded and
suspicious” patients, who are ever watchful about the possibility that harm may
be done them. Prone to worry about the ulterior motives of others, they are
extraordinarily sensitive to criticism and anticipate being exploited.

3.1.3. Cooperative Style

Millon et al. (1982) note the eagerness with which these personalities seek
to attach themselves to supportive persons and their willingness to follow advice
religiously as long as they need assume little or no responsibility for themselves.
According to Lipowski (1970), patients such as these may be disposed to see
illness as “relief,” that is, a welcome respite from the demands and responsibilities
of being well. Leigh and Reiser (1980) saw these individuals as “dependent,
demanding” patients. Their underlying striving is a “regressive wish to be cared
for as if by an idealized, nurturant mother.” This need for reassurance and care
is unusually exaggerated among these people and the sick role is quickly adopted
as an opportunity to return to a state of infantile dependency.

3.1.4. Sociable Style

Described by Millon et al. (1982) as outgoing, talkative and charming, these
individuals are often undependable, highly changeable in their likes, more con-
cerned with appearances than substance, and disinclined to deal with serious
matters or personal problems. To Lipowski (1970), illness is seen by such patients
as a “strategy” to secure attention, support, and compliance from others. Leigh
and Reiser (1980) label these individuals “dramatic, emotional” types. Their
major goal is the wish to be attractive and desirable, often leading them to be
concerned more with their masculinity or femininity than with their health.

3.1.5. Confident Style

In a brief description of this type, Millon et al. (1982) note their characteristic
calm and somewhat supercilious manner. Despite their narcissistic airs of su-
periority, they fear bodily harm and are often highly motivated to regain a state



of well-being. It is typical of these personalities both to seek and to expect to be
given special treatment; they are also likely to take unjust advantage of others.
This portrayal is reinforced by the descriptions provided by Lipowski and by
Leigh and Reiser. Lipowski (1970), referring to an “avoiding” behavioral style,
notes that it is observed most often among individuals for whom acceptance of
the sick role signifies a severe threat to the self-image as independent, mascu-
line, and invulnerable. Characterizing this type as “superior and special,” Leigh
and Reiser (1980) portray them as behaving like VIPs whether or not such
behavior is justified. They are snobbish, self-confident, even grandiose at times.
Often displaying arrogance and a disdain of others, they occasionally precipitate
competitive struggles for status, even with medical personnel who are in a po-
sition to treat them well or badly.

3.1.6. Forceful Style

Similar in certain respects to the foregoing type, these individuals are more
overtly aggressive and hostile in their behavior (Millon et al., 1982). Acting in a
domineering and tough-minded fashion, they often go out of their way to be
intimidating and to undermine the efforts of others. Their behavioral coping
style, according to Lipowski (1970), might be termed tackling, that is, an un-
willingness to accept the sick role and a disposition to go on the attack in dealing
with the challenges and limitations posed by a disability. This coping attitude
would be seen most dramatically in tendencies to fight illness at any cost, such
as insisting on using a traumatized body part as if it were intact. A similar pattern
has been termed the impulsive type by Leigh and Reiser (1980). Here, they note
the characteristic lack of deliberation of these patients and their inability to
tolerate sustained frustration.

3.1.7. Respectful Style

These individuals are overly responsible and conforming, usually going out
of their way to impress others with their self-control, discipline, and serious-
mindedness (Millon et al., 1982). To Lipowski (1970), a major element in the
behavior of these types is their inclination to see illness as weakness, that is, as
a failure on their part and a shameful loss of personal control. Also characteristic
is their strong desire to deny or conceal any problem that might prove publicly
humiliating. When such denial is impossible, they become “model” patients.
Leigh and Reiser (1980) speak of similar types as “orderly and controlling.” They
can usually be identified by the complete, precise, and dispassionate way in which
they describe their symptoms. The sick role is a difficult one for them to assume
since illness disrupts their rigid routines and their adherence to inflexible daily
schedules.

3.1.8. Sensitive Style

These are unpredictable and moody types who are often displeased or
dissatisfied with much in their life (Millon et al., 1982). Lipowski (1970) describes
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patients similar to these as seeing illness as possessing “value” in the sense that
“sickness makes health pleasant.” Referred to as “long-suffering, self-sacrificing”
persons by Leigh and Reiser (1980), they can often be diagnosed simply by the
tone of their first words. Frequently speaking in a wailing and complaining voice,
they report a history replete with medical misdiagnoses and complicated surgical
procedures. They act as if they were “born to suffer” and, in fact, many have
suffered. Needless to say, they are typically seen by health personnel as problem
patients, since they react negatively to reassurance and typically report that
efforts to minister to them have produced more rather than less trouble.

3.2. Psychogenic Attitudes: Objective and Subjective Stressors

The concept of stress has lost much of its early usefulness, having come to
represent too diverse a range of events and reactions. Unspecific in its meaning,
it subsumes nothing less than all matters that are experienced as burdensome,
taxing, or harrassing. Little more is gained by labeling and categorizing them
as stressors, significant life events, or stressful life changes. It may be useful, never-
theless, to separate the objective features of these events from their subjective
impact or phenomenological meaning to an individual. Obviously, not everyone
perceives events in the same way; to rephrase an old cliché, “one man’s poison
may be another man’s meat.” Depending on prior experience, health status, and
personality disposition, one individual may interpret a series of potentially trou-
blesome circumstances as a positive challenge rather than as a disruption that
portends danger. In essence, objective “stress” means nothing unless the person
apprehends it as such. It is the individual’s phenomenological interpretation
(Millon, 1967) or cognitive appraisal (Lazarus, 1966) that translates events and
thereby determines their impact.

In the following paragraphs we will briefly describe six areas of subjective
outlook or phenomenological set that appear relevant as psychogenic attitudes
that either increase the susceptibility of individuals to illness or aggravate the
course or intensity of an existent illness. Different facets of psychic stress are
tapped by the first pair: chronic tension, which refers to internally felt and often
self-induced pressures, and recent life stress, which relates to the perceived impact
of essentially transient external events. The second pair of dimensions, premorbid
pessimism and future despair, pertains to the tendency to interpret either past,
current, or future events subjectively as more negative and troublesome than
they objectively were or are likely to be. The third set refers to specific content
areas of relevance to illness behavior and outcome, those of social alienation and
somatic anxiety.

3.2.1. Chronic Tension

This is a well-studied area of research, most frequently associated with
investigations into the “coronary-prone behavior pattern” (Friedman & Rosen-
man, 1974; Jenkins, 1976, 1978). It suffices to say that research strongly links
this attitudinal and behavioral trait to an increased risk of angina and myocardial
infarction (Rosenman, Brand, Jenkins, Friedman, Straus, & Wurm, 1975).



Distinctive to this constellation is an ostensive chronicity in self-induced tension,
reflected in persistent or excessive competitive drives, an impatience with persons
and events, an unyielding sense of time urgency, and ceaseless demands placed
on oneself.

3.2.2. Recent Life Stress

The earliest research on this precipitant of illness onset was carried out by
Holmes and Rahe (1967). The prime hypothesis was that objective events that
called for changes in the individual’s life routine would be experienced as stress-
ful. A wide range of life events were assigned weights as a means of quantifying
the extent to which they were judged disruptive. Cumulative life—change scores
were obtained to determine whether they would “predict” an increased incidence
of illness. Early findings provided support for the investigators’ expectations,
but subsequent studies indicate that only undesirable events contributed signif-
icantly to negative outcomes (Liem & Liem, 1976; Yunik, 1980). A further
criticism is the aforementioned note that people give highly divergent interpre-
tations to identical events. Thus, in her thoughtful review of both theoretical
and methodological issues in this research area, Cohen (1979) notes:

It is both theoretically and practically important to determine whether it is the actual
occurrence of life changes, both positive and negative, or the person’s reporting of or
negative evaluation of such life changes, that is linked to either increased treatment-
seeking behavior or incidence of illness. (p. 94)

Despite difficulties in identifying the precise mechanisms that mediate what-
ever relationships do exist, our speculation is that the “real” linkage, probably
one of moderate proportions, is largely a function of the individual’s personal
interpretation of the stressful character of events.

3.2.3. Premorbid Pessimism

No other factor is likely to reflect a negative attitudinal set more powerfully
than what we have termed premorbid pessimism. Derived in part from work on
depression as both a contributor to and exacerbator of illness (Engel, 1968;
Engel & Schmale, 1967; Schmale, 1972; Schmale & Engel, 1967; Schmale &
Iker, 1966, 1971), the concept may be seen to parallel “chronic tension” (i.e.,
the Type A or coronary-prone coping pattern). However, rather than repre-
senting internal time-urgency pressures, competitiveness, and self-imposed
achievement demands, as in the Type A pattern, the premorbid pessimistic
attitude represents internal tendencies to complain and to be discontent, to
display a persistently negative outlook toward life events, and to anticipate and
interpret experiences as troublesome and discomforting. Perhaps the suggestion
is a bit facile, but in line with the appelations Type A and Type B, it might be
suitable to label this pattern Type C, signifying thereby the complaint tendencies
of these individuals. What is notable in Type C individuals is that actual occur-
rences of objective stress are significantly less important than the charactero-
logically negative and discontented attitude of the patient. Events that do occur
in reality—good, bad or indifferent—are transformed phenomenologically by
Type C patients so as to be experienced as stressful.
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3.2.4. Future Despair

Similar in certain respects to premorbid pessimism, this dimension focuses
specifically on future outlook. Those disposed characterologically to be pessi-
mistic will, of course, darken their future perspectives as well as those of the
past and present. The distinction that is drawn here recognizes that one need
not be premorbidly pessimistic in order to feel depressed, especially in relation
to one’s future prospects. Faced with the reality of a serious or life-threatening
disease, many well-integrated and content individuals may gradually succumb
to a process that has been termed giving up (Engel, 1968; Schmale, 1972). An-
ticipating an inexorable downward course, such individuals will no longer be
inclined to look forward to a long and productive life free of persistent discom-
fort and inevitable deterioration. Despairing of one’s future prospects not only
foreshadows a less favorable prognosis (Wright, 1960) but calls for the most
skillful and sympathetic care.

3.2.5. Social Alienation

Despite some inconsistencies in the data, there appears to be a reasonably
good empirical base for the view that people who believe they possess a strong
social support network do better than others during times of stress. Many ex-
perience fewer ailments, survive illnesses longer, are less subject to somatic com-
plications and, in general, exhibit a high level of morale (Berkman, 1969; Cassell,
1976; Cobb, 1976; Comstock & Partridge, 1972; Gore, 1973; Moss, 1973; Pin-
neau, 1975). Epidemiologists have shown that there is a close relationship be-
tween the overall extent of interpersonal involvement and morbidity; this is seen
most dramatically in the increased incidence of severe illness and death among
the recently bereaved (Lynch, 1977). It is unclear whether feelings of alienation
or loss are themselves sources of stress, whether they allow the impact of other
stressors to be magnified, or whether they simply diminish the desire to cope
or to “bother” seeking medical attention.

3.2.6. Somatic Anxiety

A major thesis in this chapter is that all forms of objective stress can be
reduced or intensified by the way an individual perceives and interprets events.
Reality, then, is merely grist for each person’s phenomenological mill. Whereas
chronic tension represents a cognitive assumption that one must strive ceaselessly
and premorbid pessimism reflects an equally immutable assumption that life has
been and will be troublesome and unjust, somatic anxiety conveys yet another
persistent assumption that something is wrong or will soon go wrong with one’s
body. At this time it can only be hypothesized that this hypersensitivity to phys-
iological functioning does, in fact, lead to either an increased incidence of illness
or an exacerbation of existent illnesses (Lipowski, 1970; Weiner, 1977). There
is little question, however, that individuals so disposed do overreact to both the
possibility and reality of illness. That patients such as these comprise a significant
portion of those seen in medical offices, clinics, and hospitals is also self-evident.
Only further research will enable us to tease out whether their somatic concerns
actually mediate and foster real increments in illness or just illness behaviors.



4. Clinical Settings and Functions of Health Psychologists

The body of this handbook will elaborate many of the themes that have
been and will be touched on only briefly in this introductory chapter. For ex-
ample, the first section of the text, Part I, includes seven chapters that provide
in-depth discussions concerning what we have termed the knowledge domain of
clinical health psychology. Part I parallels the preceding section of this chapter,
in which the author sought to outline a number of themes, notably personality
coping styles and psychogenic attitudes. These were formulated because they
appear to have significant health care implications; they are, however, only two
of a number of alternative conceptual models for ordering the domain of clinical
health psychology. Others will be detailed in the chapters that comprise Part I.
The subject materials for Parts I and III of this handbook cannot be approached
by way of alternative conceptual models. These parts address matters that are
relatively tangible or functional. In contrast with Part I—which poses the essen-
tially abstract or theoretical question, “What is it that we know?”—Part II simply
asks “Where do clinical health psychologists work?” and Part III queries “What
do clinical health psychologists do?” Because these last questions are answered
better by fact than by theoretical formulation, it would seem wisest to let those
who work in the field describe both the health settings within which they practice
and the clinical activities they carry out. A few introductory notes should suffice
to furnish the reader with a précis of what to anticipate.

4.1. The Clinical Settings of Health Psychology

The first chapter in Part II outlines problems and issues that arise in general
hospital settings. Although clinical health psychologists are new to the broadly
medical, as opposed to the specifically psychiatric, hospital environment, it is
quite likely that this locale will be the one in which the profession will find its
major niche in the future. The chapter by Burstein and Loucks provides the
reader with a thoughtful as well as realistic appraisal of both the opportunities
and difficulties that are inevitable in this setting.

The two chapters that follow—one by Roberts, Maddux, Wurtele, and Wright
and the other by Solomon, Falletti and Yunik—focus on age-related populations
that have become primary concerns of the health care system. As infectious
diseases have come to constitute a decreasing proportion of illnesses, medical
attention has turned to both the developmental anomalies and dysfunctions of
the young and the degenerative and chronic ailments of the old. Accordingly,
health psychologists are being called on to apply a disproportionately greater
segment of their clinical skills to the needs of both populations. The two chapters
devoted to the special problems of these patient groups illustrate well both the
issues and opportunities involved in work with them.

In the final chapters comprising Part II, each of the contributors has sought
to describe one of the major collaborative roles played by psychologists in car-
rying out their work in clinical health settings. The chapter by Strain focuses on
the liaison role and outlines the joint contributions made by psychiatrists and
psychologists as well as other members of the health team. Strain gives greater
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authority to the physician team member than might be optimal from the per-
spective of other disciplines, but his is nevertheless both a fine analysis as well
as one of the more “equalitarian” and psychosocial models of collaborative liaison
work. In Warner’s contribution we are offered a richly developed presentation
of social systems theory, with particular reference to its applications to health
systems analysis and consultation. Whether so disposed or not, clinical health
psychologists are often called on to assess and propose policies that relate to the
very context within which they carry out these services; similarly, the behaviors
of patients with whom they work are in great measure a product of the same
health system context as well as the larger cultural environment from which they
come. In an entirely different vein, Matarrazo, Conner, Fey, Carmody, Pierce,
Brischetto, Baker, Connor, and Sexton furnish us with a detailed illustration of
the health psychologist as clinical researcher. A more complete, collaborative
investigatory team than that involved in Matarrazo’s project would indeed be
difficult to find, including as it does cardiologists, biostatisticians, nutritionists,
psychologists, and so on. The chapter is especially useful in that it illustrates the
frequent necessity of extensive collaborations when studies of serious or defin-
itive clinical significance are being undertaken; equally valuable are the highly
original data reported in this major NIH-sponsored project.

4.2. The Clinical Functions of the Health Psychologust

Seriously lacking in this emerging field is the array of assessment instruments
that clinical psychologists have been accustomed to including in their armamen-
tarium of mental health tools. In the initial chapter of Part III, Green has set
out to provide a comprehensive review and systematic appraisal of diagnostic
tests employed to assess psychosocial factors among the physically ill. She finds
those instruments developed primarily for psychiatric diagnoses to be seriously
lacking. This should not be surprising, given their orientation to clinical psy-
chopathology and their failure to include the many psychometric and normative
considerations that are required to develop a population-relevant instrument.
Her examination of instruments designed specifically for assessing the physically
disordered finds these tools to be appreciably more relevant to the needs of the
health psychologist, but they are also shown to be quite divergent both in the
range of populations for which they are suitable and the scope of psychological
traits they encompass. The chapter by Sarason, Levine, and Sarason marks the
move from the psychodiagnostic assessment of individual traits to the assessment
of stressful life events. Sarason, Levine, and Sarason present a well-reasoned
analysis of the issues and instruments that have been employed in this area.
Whereas Green’s primary focus is on instruments designed to gauge “inner
psychological traits” and that of Sarason et al. is on the appraisal of significant
“external situational events,” Willems and Alexander concern themselves with
procedures for gauging “functional behavioral changes,” especially those that
relate to rehabilitative progress. To Willems and Alexander, the major goal of
assessment in clinical health psychology is a pragmatic one, that of appraising
the extent to which patient recovery is adaptive and relevant to the functional
requirements of home and work environments.

The next two chapters deal with issues of compliance and noncompliance.



In addition to a cogent review of the research literature, Davidson provides an
incisive and theoretically astute analysis of both the elements and the interactive
dimensions that comprise the process of adherence to medical regimens. The
authors of the second of these chapters, Kinsman, Dirks, and Jones, elaborate
compliance themes more from the perspective of “psychological resistance” than
of “social transactions,” as does Davidson. Here attention is directed to what the
authors label psychomaintenance, that is, psychological and behavioral factors that
maintain and increase both the perceived severity and the medical intractability
of an already present illness. Together, these two chapters provide what we
believe to be among the most thoughtful presentations of both theory and data
associated with the problem of medical compliance.

The next three chapters have as their common theme the treatment of pain,
perhaps the most frequent activity that clinical health psychologists carry out
today. These chapters are the only contributions in the text that have as their
primary objective the presentation of issues and techniques of therapy. As a
means of enabling the reader to compare three ideologically different ap-
proaches—one behavioral, one cognitive, and one intrapsychic—each of the
chapters addresses the same clinical problem, that of pain. First, Steger and
Fordyce present a carefully developed rationale that explicates the behavioral
(operant) model of pain management. Second, Meagher sketches the logic of
the cognitive approach to therapy and furnishes an illustration of how it can fit
well into a comprehensive medical-psychological intervention program. Last,
Barber has written a thorough and scholarly yet highly practical exposition that
elucidates the elements of hypnosuggestive therapy and its application to diverse
sources of the pain complaint.

As is evident from the foregoing, this handbook deviates significantly from
the perspectives that dominate almost every other text in the field—those in-
formed by a “behavioral” orientation—with their doctriinare adherence to the
same slender band of treatment techniques (e.g., habit extinction, relaxation
training, biofeedback). We have taken a clear and strong stand in favor of a
much broader conception of health psychology’s clinical applications, one in
which the so-called behavioral perspective and technology are set into what we
judge to be their proper place as representing only one of a number of equally
fruitful, alternative approaches to psychological assessment and treatment. The
final chapter of this handbook goes one step further in taking a view that is
critical of the presumptions and arrogance of all health care professionals and
orientations—be they physicians, or psychologists, of a behavioral persuasion,
or a cognitive one, or what have you. In an illuminating and forward-looking
chapter, Levy and Howard argue vigorously for the role that patients themselves
can and should play in their own treatment. What they term patient-centric (as
opposed to doctor-centric) technologies beautifully illustrates the important “do-
mains of patient power.”

5. Trawming Clinical Health Psychologists

As noted earlier, clinical psychology has had as its primary mission the
assessment and treatment of patients with emotional problems. This work has
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been carried out in mental health centers, psychiatric clinics, private offices, and
state hospitals. Psychologists who have been asked to work for the first time in
comprehensive health settings, such as general medical hospitals, are often ill
prepared for the new populations with which they must deal, and for the goals,
terminology, and procedures that characterize these settings.

5.1. Need for Formal Training

It is the unusual psychologist who begins his or her responsibilities in a
general medical setting fully acquainted with the distinctive features and com-
plications associated with diverse physical illnesses. Not trained to be cognizant
of the typical emotional precursors, concomitants, and sequelae commonly as-
sociated with these disorders, the psychologist may be unable to provide in-
formed and appropriate interpretations of patient behaviors or to formulate
well-targeted recommendations for their psychosocial management. Moreover,
many psychologists will find themselves in environments that are hostile toward
patients evidencing emotions which complicate their illness and its treatment.
Nor may they be prepared to be seen by their health care colleagues either as
saviors or as interlopers—frequently both. Few will have the luxury of extended
interactions with patients or the opportunity to administer a comprehensive
assessment battery and reflect leisurely on its meaning. In physical health settings,
psychologists are often asked to provide almost instant diagnostic judgments
and decisions as well as to assume management responsibilities for patients, and
they are expected to do so without benefit of data on patients’ prior psychological
histories or the time to achieve the goals of treatment in any but the briefest of
periods. These are not impossible tasks, but they do call for different attitudes,
expectancies, and knowledge than clinicians have had to employ in their work
in the past. As the author and his coeditors have written elsewhere (Millon et
al., 1979):

The burgeoning responsibilities associated with these roles do not call for discarding
familiar skills and techniques, nor do they require transforming oneself into a totally
new professional. The task that faces the psychologist is to intelligently and creatively
refine and extend previously acquired skills to fit these new responsibilities. (p. 529)

Continuing education and specialized workshops are likely to be helpful to
those who have been thrust into these new roles without prior preparation.
However, given the rapid emergence of the profession of clinical health psy-
chology, there is a clear need to develop an appropriate preprofessional curric-
ulum, a formal Ph.D. training program that will prepare fledgling health psy-
chology clinicians to assume these new tasks with relevant knowledge and skills.

5.2. Problems in Program Development

There are several difficulties facing those who seek to establish clinical health
psychology as a professional discipline with a formal doctoral curriculum. These
problems derive largely from matters relating to intra- and interprofessional
rivalries.



One group, clinical psychologists of more or less traditional leanings, are
likely to resist any incursion into their training programs, particularly recom-
mendations that may necessitate reductions among long-established course re-
quirements. Much must be done to persuade those in charge of clinical training
curricula of the need to broaden their perspectives. As touched on earlier in
the chapter, clinical psychological knowledge must not be limited to patients
who suffer only from mental health problems. The emotional precipitants and
psychosocial concomitants of illnesses that are primarily physical in nature are
also the proper subject of the clinical psychologist. By a judicious pruning, the
infusion of physical health content into existent clinical courses, and the selective
addition of relevant new topics and practica, clinical students can readily be
inculcated with the principles and tools they need to work skillfully with the
psychosocial dimensions of physiologic diseases and illness behaviors.

Other difficulties in program development may arise among nonclinical
psychologists, especially those of a behavioral persuasion, who have recently
achieved a significant measure of recognition in medical settings. Here, there
will be the formidable task of persuading them to forego much of the hard-won
status they have acquired. This is a task of no mean proportions, since many
are convinced that their orientation and technology is not only the best of al-
ternatives but is sufficient in itself to deal with the clinical problems facing health
psychologists. Antagonistic as many are to those who employ more traditional
psychodynamic philosophies and tools, they are likely also to resist efforts to
develop programs that require a “foundation” in these alien perspectives. Much
must be done to persuade them also that the ability to function effectively in
diverse clinical settings will demand a broader array of technical skills than the
mere behavioral and that their students must acquire a sensitivity to the psy-
chological complexities that often underlie what appear ostensibly to be “sim-
ple”behaviors.

It would be most naive for those planning training programs in clinical
health psychology to overlook the negative valuations and prejudices that some
health care professionals have toward psychologists. Moreover, as a consequence
of psychology’s less than optimal recent relationship with psychiatry, psycholo-
gists themselves are often disposed to approach their role in medical settings
somewhat ambivalently and with a not unrealistic anticipation of being cast as
second-class citizens. Uncertain of professional boundaries and unclear as to how
their roles will evolve over the next decade, psychologists planning program
curricula today must carefully weigh several alternative models so that trainees
will be able to deal flexibly with both current ambiguities and future role changes.
Since neither we nor our colleagues in other health professions know fully what
to expect from each other, psychology has an unexcelled opportunity at this
time to shape its future by training its fledgling clinical health psychologists to
be indispensable agents in optimizing health care delivery.

5.3. General Training Goals

This section is not organized in accord with the usual format that many of
our educational colleagues suggest; that is, it does not offer formal statements
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of goals, explicit objectives, procedures for their implementation, criteria for
appraising the acquisition of skills, and so on. A few discursive paragraphs will
suffice in light of the limited extent to which our programmatic efforts have
progressed.

Any rough curriculum blueprint should contain courses covering the basic
scientific knowledge of our discipline or what is often called the “core” or “foun-
dation” of a graduate program. Second, the fundamertal clinical content and
tools of our discipline must be thoroughly conveyed also, as well as opportunities
for appropriate practicum and apprenticeship experiences that will develop
essential clinical skills. Built on the foundation of the prior two units, the program
must provide both formal didactic coursework and experiential opportunities
that refine and give a special health focus to the curriculum. In this latter regard,
both dissertation and internship should be directed toward the end of strength-
ening and maturing this specialization. A few additional words elaborating a
number of these themes may be useful before we go on to outline the Ph.D.
curriculum of a recently developed clinical health psychology program.

As far as the core of basic psychological study is concerned, it is quite possible
to present both the content of a field and, at the same time, highlight its appli-
cations to issues of health and illness. No substantive area of psychology lacks
aspects relevant to health matters. For example, a course in psychophysiology
can be taught with illustrations and applications that trace the pathogenesis of
various impairments, such as coronary artery disease or the behavioral sequelae
of lesions in one or another cerebral region; no less fruitful would be the study
of basic physiological processes with reference to such dysfunctions as insomnia,
pain, stress, and so on. Similarly, a core social psychology course could exemplify
its basic principles by reviewing topics such as ethnic differences in health-seeking
behavior, group dynamics among health team members, and the organizational
structure of health delivery systems.

The second goal of such a program, that of building the foundations of
clinical psychology as both a domain of knowledge and an applied profession,
can illuminate not only the disorders of “mind” but also those of the body. For
example, a psychopathology course can include within its purview the newly
conceived “psychosomatic” disorders of the DSM-III (American Psychiatric As-
sociation, 1980), topics such as stress disorder and pain, the psychogenesis of
cardiovascular dysfunction, and the susceptibility of different personallty types
to physical illness as well as the distinctive mechanisms they employ in coping
with them. Similarly, traditional psychotherapy courses may be broadened to
include techniques that promote weight loss and the cessation of smoking as well
as techniques of a psychodynamic or cognitive nature oriented to personality
change. Supervised practica and clinical role-modeling at this basic level are best
geared to the in vivo learning of fundamental observational and interviewing
skills.

Practical experiences, apprenticeship opportunities, and in-depth didactic
training build in a health psychology specialization in order to fulfill the third
goal of the program: that is, a level of expertise that goes beyond what all well-
trained beginning clinicians are prepared to undertake. As a means of further
deepening the trainee’s understanding and potential as a contributor to health
psychology, research on both theses and dissertations should be oriented to



health psychology issues. For similar reasons, the internship year should expose
the trainee to relevant role models in the clinical health field during nonpsy-
chiatric clerkships.

5.4. University of Miami Clinical Health Track

There can be no “ideal” training program for clinical health psychology at
this time; it is a growing field with changing expectancies for the practitioner
and an evolving body of knowledge and technique that must be progressively
incorporated into a developing curriculum. Despite this fluidity, the clinical
faculty at the University of Miami Department of Psychology found the three
goals enumerated above to be useful guidelines in developing their “clinical
health track.” The program is briefly described below, as are some aspects of
the rationale and content of its typical course sequence.

5.4.1. First Year

This is an intense didactic period, serving as a comprehensive introduction
to basic clinical concepts and tools as well as the techniques of psychology in
general, its health-related applications, and methods of research design and
statistics. Of particular relevance to our interests here is that each of the de-
partment’s four “foundation” courses (Psychopathology, Biopsychology, Devel-
opmental Psychology, and Social Psychology) was redesigned to address and
illustrate its principles with health-related topics and research findings. Each
clinical student registers for one foundation course in each of his or her first
four semesters. Next, a full year prepracticum course entitled Introduction to
Clinical Methods is taken by students who have not had prior extensive clinical
experience. Among its aims are “experientially-oriented” sessions designed to
increase self-knowledge and interpersonal sensitivity. Its skill-oriented aims take
the form of rudimentary apprenticeship roles in clinical interviewing, intake
procedures, and psychological test administration. Students with prior clinical
training or work experiences usually skip the prepracticum and go directly to
relevant practicum settings. The typical first year curriculum is: fall semester,
psychopathology, assessment I, introduction to clinical methods I, research de-
sign and statistics I, directed research; spring semester, developmental psychology,
assessment II, introduction to clinical methods II, research design and statistics
I1, directed research.

5.4.2. Second Year

Following the academic orientation of the first year, the focus of the second
year is clearly directed toward experiential learning. At this time the typical
student will be exposed to a variety of in vivo clinical activities, participating
under full supervision at least one day a week in one or two mental health
facilities either in the community or at the university. In addition to the de-
partment’s own clinic, the practicum facilities that have been selected provide
close supervision and permit students to participate in all facets of the agency’s
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work, for example, individual therapy, diagnostic evaluations, short-term crisis
or consultation, group and family therapy, and intake and assessment inter-
viewing as well as walk-ins, phone inquiries, and emergencies. The key aspect
of this year is the acquisition of a modicum of clinical skill across a variety of
settings and situations, all of which are closely monitored and supervised. Weekly
departmental clinic case conferences are attended by all graduate students as a
means of broadening each trainee’s exposure to issues and problems in settings
other than the one in which his or her practicum is held. Second-year practica
are general in focus, that is, designed to develop basic clinical skills. Second-year
students who have selected a specialty “track” are expected, however, to pursue
their research with topics and populations consonant with their track. Those
opting for the clinical health track usually design and carry out their second-
year or thesis project in a “real” clinical setting, frequently in collaboration with
fellow students and faculty mentors who comprise an ongoing health research
group. The usual clinical second-year curriculum, fairly uniform regardless of
track, is: fall semester, biopsychology, psychotherapy I, clinical research methods,
practicum I (general), directed research; spring semester, social psychology, psy-
chotherapy II, advanced assessment (projectives), practicum II (general), di-
rected research.

5.4.3. Third Year

As noted earlier, the third year has a specialization focus, that of providing
several alternative or overlapping tracks that students may pursue depending
on their particular interests or career goals. Composed of formal seminars and
relevant practicum placements, these tracks seek to blend both general clinical
skills and those of a specific substantive area, such as health psychology. Students
in the health track will already have taken the department’s four health-related
foundation courses. During the third year of their training, they are free to
choose from departmental courses, seminars in other departments (e.g., Soci-
ology, Health Administration), and practicum placements in settings that serve
the needs of those who are primarily physically ill (e.g., the pain clinic in the
Department of Neurological Surgery, the University’s Comprehensive Cancer
Center, the Medical School’s Rehabilitation Institute, the County’s major renal
dialysis units, as well as the Department of Psychology’s own health-oriented
research and training clinic). A typical third-year program taken by a clinical
health student would be: fall semester, behavioral medicine, psychological assess-
ment in health settings, experimental psychopathology and psychosomatics, ad-
vanced practicum I (health), dissertation research; spring semester, social psy-
chology of health behavior, psychological intervention in health settings, seminar
on aging, advanced practicum II (health), dissertation research.

5.4.4. Fourth Year

The majority of students undertake their internship during the fourth year.
Many do so with an approved dissertation proposal in hand and frequently far
enough under way to be carried to its completion during or shortly after the
internship year. Students are strongly encouraged to select an internship that



will enrich the health specialization they have chosen. With the background of
their specialty track as a base, the health psychology student should be able to
assume the internship role with a secure feeling, a reasonable identity as a
clinician, and a firm conviction in his or her professional preparedness and
developing maturity.

6. References

American Psychiatric Association. Diagnostic and statistical manual of mental disorders (DSM-III). Wash-
ington, D.C.: American Psychiatric Association, 1980.

American Psychological Association, Task Force on Health Research. Contributions of psychology
to health research: Patterns, problems, and potentials. American Psychologist, 1976, 31, 263—274.

Asken, M. J. Medical psychology: Psychology’s neglected child. Professional Psychology, 1975, 6,
155-160.

Asken, M. J. Medical psychology: Toward definition, clarification and organization. Professional
Psychology, 1979, 10, 66—73.

Berkman, P. L. Spouseless motherhood, psychological stress, and physical morbidity. Journal of Health
and Social Behavior, 1969, 10, 323-334.

Brady, J., & Pomerleau, O. (Eds.). Behavioral medicine: Theory and practice. Baltimore: Williams &
Wilkins, 1979.

Cassell, J. The contribution of the social environment to host resistance. American Journal of Epi-
demiology, 1976, 104, 107-123.

Cobb, S. Presidential address—1976: Social support as a moderator of life stress. Psychosomatic
Medicine, 1976, 38, 300-314.

Cohen, F. Personality, stress, and the development of physical illness. In G. C. Stone, F. Cohen, &
N. E. Adler (Eds.), Health psychology: A handbook. San Francisco: Jossey-Bass, 1979.

Cohen, F., & Lazarus, R. S. Coping with the stresses of life. In G. C. Stone, F. Cohen, & N. E. Adler
(Eds.), Health psychology: A handbook. San Francisco: Jossey-Bass, 1979.

Comstock, G. W., & Partridge, K. B. Church attendance and health. Journal of Chronic Diseases, 1972,
25, 665-672.

DiMatteo, M. R., & Friedman, H. S. (Eds.). Interpersonal relations in health care. Journal of Social
Issues, 1979, 35, 1-206.

Engel, G. L. A life setting conducive to illness: The giving up—given up complex. Bulletin of the
Menninger Clinic, 1968, 32, 355—365.

Engel, G. L. The need for a new medical model: A challenge for biomedicine. Science, 1977, 196,
129-136.

Engel, G. L., & Schmale, A. H. Psychoanalytic theory of somatic disorder. Journal of the American
Psychoanalytic Association, 1967, 15, 344-363.

Franz, S. I. The present status of psychology in medical education and practice. Journal of the American
Medical Association, 1912, 53, 909-911.

Friedman, M., & Rosenman, R. H. Type A behavior and your heart. New York: Knopf, 1974.

Gore, S. The influence of social support and related variables in ameliorating the consequences of job loss.
Unpublished doctoral dissertation, University of Michigan, 1973.

Holmes, T. H., & Rahe, R. H. The Social Readjustment Rating Scale. Journal of Psychosomatic Research,
1967, 11, 213-217.

Jenkins, C. D. Psychological and social risk factors for coronary disease. New England Journal of
Medicine, 1976, 294, 987-994.

Jenkins, C. D. Behavioral risk factors in coronary artery disease. Annual Review of Medicine, 1978,
29, 543-562.

Kahana, R. J. Studies in medical psychology: A brief survey. Psychiatry in Medicine, 1972, 3, 1-22.

Kahana, R. J., & Bibring, G. Personality types in medical management. In N. Zinberg (Ed.), Psychiatry
and medical practice in a general hospital. New York: International Universities Press, 1964.

Lazarus, R. S. Psychological stress and the coping process. New York: McGraw-Hill, 1966.

25

NATURE OF
CLINICAL HEALTH
PSYCHOLOGY



26

CHAPTER 1

Leigh, H., & Reiser, M. F. The patient. New York: Plenum Press, 1980.

Liem, J. H., & Liem, R. Life events, social supports, and physical and psychological well-being. Paper
presented at the American Psychological Association annual meeting, Washington, D.C., 1976.

Lipowski, Z. J. Physical illness, the individual, and the coping process. Psychiatry in Medicine, 1970,
1, 91-102.

Lipowski, Z. J. Psychosomatic medicine in the seventies: An overview. American Journal of Psychiatry,
1977, 134, 233-244.

Lynch, J. J. The broken heart: The medical consequences of loneliness. New York: Basic Books, 1977.

Matarazzo, J. D. Behavioral health and behavioral medicine. American Psychologist, 1980, 35,
807-817.

Matarazzo, J. D., & Daniel, R. S. The teaching of psychology by psychologists in medical schools.
Journal of Medical Education, 1957, 32, 410-415.

Matarazzo, J. D., Lubin, B., & Nathan, R. G. Psychologists’ membership on the medical staff of
university teaching hospitals. American Psychologist, 1978, 33, 23-29.

McNamara, J. R. (Ed.). Behavioral approaches to medicine. New York: Plenum Press, 1979.

Melamed, B. G., & Seigel, L. J. Behavioral medicine: Practical applications in health care. New York:
Springer, 1980.

Mensh, I. N. Psychology in medical education. American Psychologist, 1953, 8, 83—85.

Meyer, A. The value of psychology in psychiatry. Journal of the American Medical Association, 1912,
53,911-914.

Millon, T. (Ed.). Theories of psychopathology. Philadelphia: Saunders, 1967.

Millon, T. Modern psychopathology: A biosocial approach to maladaptive learning and functioning. Phila-
delphia: Saunders, 1969.

Millon, T. (Ed.). Medical behavioral science, Philadelphia: Saunders, 1975.

Millon, T. Millon Clinical Multiaxial Inventory Manual. Minneapolis: National Computer Systems,
1977.

Millon, T. Disorders of personality: DSM-III: Axis II. New York: Wiley—Interscience, 1981.

Millon, T., Green, C. J., & Meagher, R. B. The MBHI: A new inventory for the psychodiagnostician
in medical settings. Professional Psychology, 1979, 10, 529-539.

Millon, T., Green, C. J., & Meagher, R. B. The MBHI Manual; Third edition. Minneapolis: National
Computer Systems, 1982.

Moss, G. E. Illness, immunity, and social interaction. New York: Wiley, 1973.

Pinneau, S. R. Effects of social support on psychological and physiological strains. Unpublished doctoral
dissertation, University of Michigan, 1975.

Prince, M. The new psychology and therapeutics. Journal of the American Medical Association, 1912,
53,918-921.

Rosenman, R. H,, Brand, R. J., Jenkins, C. D., Friedman, M., Straus, R., & Wurm, M. Coronary
heart disease in the Western Collaborative Group study: Final follow-up experience of 8.5 years.
Journal of the American Medical Association, 1975, 233, 872—877.

Schmale, A. H. Giving up as a final common pathway to changes in health. Advances in Psychosomatic
Medicine, 1972, 8, 20-40.

Schmale, A. H., & Engel, G. L. The giving up—given up complex illustrated on film. Archives of
General Psychiatry, 1967, 17, 135—145.

Schmale, A. H., & Iker, H. P. The affect of hopelessness and the development of cancer: 1. Iden-
tification of uterine cervical cancer in women with atypical cytology. Psychosomatic Medicine, 1966,
28, 714-721.

Schmale, A. H., & Iker, H. P. Hopelessness as a predictor of cervical cancer. Social Science and
Medicine, 1971, 5, 95-100.

Schwartz, G. E. & Beatty J. (Eds.). Biofeedback: Theory and research. New York: Academic Press, 1977.

Schwartz, G. E., & Weiss, S. M. Behavioral medicine revisited: An amended definition. Journal of
Behavioral Medicine, 1978, 1, 249-251.

Scofield, W. The role of psychology in the delivery of health service. American Psychologist, 1969, 24,
565-584.

Scofield, W. Clinical psychologists as health professionals. In G. C. Stone, F. Cohen, & N. E. Adler
(Eds.), Health psychology: A handbook. San Francisco: Jossey-Bass, 1979.

Selye, H. The stress of life (Rev. ed.). New York: McGraw-Hill, 1976.

Southard, E. E. Psychopathology and neuropathology: The problems of teaching and research
contrasted. Journal of the American Medical Association, 1912, 53, 914-916.



Stone, G. C., Cohen, F., & Adler, N. E. (Eds.). Health psychology: A handbook. San Francisco: Jossey-
Bass, 1979.

Wagner, N. N., & Stegeman, K. L. Psychologists in medical education: 1964. American Psychologist,
1964, 19, 689—690.

Watson, J. B. Content of a course in psychology for medical students. Journal of the American Medical
Association, 1912, 58, 916—-918.

Watson, R. I. A brief history of clinical psychology. Psychological Bulletin, 1953, 50, 321-346.

Weiner, H. Psychobiology and human disease. New York: American Elsevier, 1977.

Wirt, R. D. Clinical psychology and health psychology: The application of clinical psychology to
health-care practice. In M. Jospe, J. Nieberding, & B. D. Cohen (Eds.), Psychological factors in
health care. Lexington, Mass.: Heath, 1980.

Witkin, H. A., Mensh, I. N., & Cates, J. Psychologists in medical schools. American Psychologist, 1972,
27, 434—440.

Wright, B. A. Physical disability: A psychological approach. New York: Harper & Row, 1960.

Yunik, S. The relationship of personality variables and stressful life events to the onset of physical illness.
Unpublished doctoral dissertation, University of Miami, 1980.

27

NATURE OF
CLINICAL HEALTH
PSYCHOLOGY



The Knowledge Domain of
Clinical Health Psychology



Psychobiological Factors in
Bodily Disease

HERBERT WEINER

Psychosomatic medicine is based on the axiom that there are no diseases per se
but only sick persons. Psychosomatic medicine is not a subspecialty of medicine
dedicated to the investigation of one bodily organ or bodily system, nor is it
defined by a special technology with which to examine diseased organs or cells.
Finally, is is not confined to the study of a small number of diseases (von Uexkiill,
1979; Weiner, 1977).

Psychosomatic medicine is concerned with the social and psychobiological
factors that antecede disease or are associated with its onset rather than with
the pathophysiology and pathological anatomy of diseased organs (and their
cells) or bodily systems after onset. Yet even this claim is overstated, because the
impact and meaning of disease or of being ill on individuals, their families, and
their social groups have also been a vital and major concern of those interested
in the psychosomatic approach. In short, it is believed by those who hold to this
approach that social and psychological factors play some role in the predispo-
sition to, initiation of, response to, and maintenance of every disease.

But psychosomatic medicine has, like other conceptual approaches to dis-
ease, had little to say about health. Health is not merely the absence of disease.
Health may be defined as successful psychobiological adaptation even in those
who may be predisposed to a $pecific disease but do not fall ill with it. Successful
psychobiological adaptation has hardly been studied, yet some evidence is be-
ginning to accrue that diverse factors contribute to such adaptation—for ex-
ample, genetic (Notkins, 1979) and psychological ones (Vaillant, 1977).

HERBERT WEINER @ Department of Psychiatry and Neuroscience, Albert Einstein College of
Medicine, and Department of Psychiatry, Montefiore Hospital and Medical Center, New York, New
York 10467.
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Health care, health maintenance, or disease prevention do not usually fall
within the purview of the medical profession. Midwives deliver babies. Sanitary
officers enforce the distribution of clean water and pasteurized milk, fresh meats
and vegetables, and the disposal of garbage and offal. The ideal of eliminating
poverty, with which so many diseases are associated, has been upheld by many
enlightened governments. Vaccination, immunization, and the suppression of
insect vectors of disease have been instrumental in the virtual elimination of
many dreaded infectious or parasitic diseases. In fact, preventive measures have
been far more successful in averting disease, disability, and death than has the
treatment of diseases after their onset by physicians. Yet physicians—for complex
historical reasons—are largely concerned with the therapeutic, not the preventive
approach. Usually but not always, a knowledge of the antecedents of disease
allows one to carry out preventive measures. It is a curious fact that most of the
commonest and potentially most disabling diseases of Western society are today
understandable in terms of the complex interaction between psychobiological
predisposition and social, economic, occupational, and personal factors that are
potentially preventable.

This last statement needs further qualification, however. There has been a
traditional assumption in medicine that a disease can be defined by its charac-
teristic anatomical configuration, with which the patient’s symptoms and signs
are then correlated. Until recently, it was assumed that this anatomical config-
uration had a single invariant predisposition, pathogenesis, and pathophysiol-
ogy; but this assumption has proved to be incorrect. As our medical knowledge
has grown, multiple subforms of many diseases have been discovered, and het-
erogeneity of disease has turned out to be the rule, not the exception. Thus the
characteristic anatomical lesion may come about in a variety of different ways.
Heterogeneity (as this chapter will emphasize) manifests itself in the predispo-
sition to, pathogenesis of, and pathophysiology of every disease defined in the
traditional manner. Therefore, caretakers engaged in the prevention of disease
and the care of diseased individuals must recognize the subform with which they
are dealing.

1. The Development of Psychosomatic Concepts

If one subscribes to the point of view that individuals have diseases, it follows
logically that one might ask whether certain kinds of people become hosts to
particular ones. This approach reached its height in the modern era in the work
of Dunbar (1943), who correlated the traits, attitudes, and habits of people with
a variety of diseases and found that each disease was characterized by rather
consistent personal features. Thus Dunbar described hypertensive patients, for
example, as shy, perfectionistic, reserved, and self-controlled but also at times
given to “volcanic eruptions of feeling” when in conflict with authority.

Yet Dunbar’s approach to the role of the psychological factors in disease
did not address itself either to the question of how hypertension is initiated in
such a person and the mechanisms set into operation at its onset or to that of
what factors maintain the elevation of blood pressure. In addition, the origin of



the different personal characteristics that she found in persons with different
diseases remained unstudied. Nevertheless, the descriptipn of a patient’s traits
may have a practical value; many patients these days do not comply with advice
and treatment. In fact, the issue of patient compliance is a major one when
physicians attempt to avert the complications of a variety of diseases.

The second major figure in psychosomatic medicine in the past fifty years
was Alexander (1950). (In fact, the psychosomatic approach to disease and his
name are virtually synonymous in the minds of most people). In Alexander’s
work, we find the point of view that specific, dynamic, unconscious constellations
of conflicts characterized patients with the diseases he studied. These constel-
lations were not, in his view, unique to those with these diseases, but they differed
in individuals with different diseases and were, therefore, specific to the disease.
The patient with a peptic duodenal ulcer has an unconscious wish to be fed and
to receive. Being ashamed of this wish, he or she becomes excessively indepen-
dent. Patients with essential hypertension fear their own agressive assertiveness,
which they inhibit or repress, often from fear of retaliation. The child with
bronchial asthma wishes to be enveloped and protected by the mother. In some
children that wish is expressed in a cry for the mother’s protection, but the cry
is inhibited for fear that the mother will repudiate the child. In other children,
the wish to be protected and enveloped is imagined to be dangerous; in these
children the asthmatic attack can be averted by separating the child from its
mother.

Much controversy has surrounded Alexander’s formulations about specific
psychological conflicts. While this controversy was raging, his other statements
were forgotten. His concept of these diseases was actually tripartite: (1) the
specific conflict predisposed patients to certain diseases, but only in the presence
of other (at his time, undetermined) genetic, biochemical, and physiologic X
factors; (2) in certain specific life situations to which the patient was sensitized
by virtue of his or her key conflict, the conflict was activated and enhanced; (3)
strong emotions accompanied the activated conflict; through autonomic, hor-
monal, or neuromuscular channels, they produced changes in structure and
function.

Alexander made the most comprehensive statements about the several fac-
tors that play a role in the etiology and pathogenesis of disease. His concepts
contain statements about the (multiple) predisposition to, onset, and initiation
of a finite number of diseases (incorrectly called the only “psychosomatic” ones).
Furthermore, Alexander also specified the developmental-experiental origins
of the psychological conflicts and how they were habitually handled. When not
handled, they aroused strong emotions.

His concepts are heuristically powerful because they separate the predis-
position to disease from the context in which it began and the (presumed)
mechanisms that produced it.

By specifying different psychological conflicts in different bodily diseases,
Alexander abjured studying the psychological characteristics that patients with
these and other diseases shared. These features were specified by Marty and de
M’Uzan (1963), McDougall (1974), Nemiah and Sifneos (1970), and Ruesch
(1948). Ruesch, in particular, stressed the age-inappropriate behavioral and psy-
chological features of adult patients that made them particularly unadapted to
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and unable to cope with their environments. He listed these features as impaired
or arrested social learning, a reliance on imitating others, a tendency to express
thought and feeling in direct physical action, dependency on others, passivity,
childlike ways of thinking, lofty and unrealistic aspirations, difficulties in assim-
ilating and integrating life experiences, a reliance on securing love and affection
from others, and—above all—an inability to master changes in their lives or to
learn new techniques for overcoming the frustration of their wishes. The other
writers describe features, which they call alexithymic, whose central aspects are
(1) a failure of such patients to be aware of their own emotions (which serve as
signals of personal distress) and to resort to constructive imagination in solving
problems and (2) a preoccupation with the concrete specifics rather than the
meaning of events in their lives.

Ruesch, and many other writers since his time, have stressed these patients’
adaptive incapacities and the reliance on others. This notable shift from a
preoccupation with intrapsychic conflicts, stressed by Alexander, to maladaptive
psychological features is further supported by and implicit in the work of Engel
(1968), Greene (1954), and Schmale (1958), who have stressed that many diseases
begin in a setting of separation or bereavement for people who are particularly
reliant on others and cannot cope without their support and help. The conse-
quence of such separations and bereavements (“losses”) is a state of adaptive
failure, signaled by helplessness, hopelessness, and giving up. Conversely, the
consequences of “losses” can be averted by making available to the stricken person
supportive measures that are usually provided by families, friends, nurses, phy-
sicians, or other health workers.

This brief summary of the history of some of the concepts of psychosomatic
medicine is designed to highlight a shift away from a preoccupation with intra-
psychic conflict to a study of psychological adaptation and the key role that
personal relationships between patients and others play in health and disease.

1.1. Behavioral Factors in Disease

However, other features of patients as well as the environment also play a
role in disease. Clearly, psychosomatic medicine has failed until recently to pay
much attention to the behaviors and personal habits of patients in predisposing to,
initiating, and sustaining disease and disability.

Many serious and prevalent health problems—industrial and automobile
accidents; the consequences of violence; alcohol, tobacco, and drug abuse; ex-
cessive food and salt intake; lack of exercise; and coronary artery disease—stem
in part from individual behaviors.

Some of these behaviors—particularly the excessive use of alcohol, tobacco
smoking, the abuse of addictive drugs, overeating, and lack of exercise—are at
present virtually intractable. Alcohol intoxication has diverse, dire consequences,
including automobile accidents and family disruption; its excessive abuse often
presages a variety of neurological and psychiatric syndromes as well as liver and
cardiac disease. Smoking is also a risk factor in a number of diseases, such as
cancer of the mouth, larynx, and lung; obstructive pulmonary diseases; coronary
heart disease; and peptic duodenal ulcer.



The two conditions that have received the most attention from behavioral
scientists are obesity and coronary artery disease. Many of the factors that lead
to obesity remain unknown; nonetheless, it is fairly certain that juvenile-onset
obesity is associated with excessive food intake and adult-onset obesity with lack
of exercise. Obesity is, in turn, a hazard predisposing to late-onset diabetes
mellitus, and it contributes to elevated blood pressure levels, cholelithiasis, gout,
osteoarthritis, the Pickwickian and sleep-apnea syndromes, and very likely to
carcinoma of the breast and of the uterine endometrium in women (DeWaard,
1975; Mirra, Cole, & MacMahon, 1971; Wynder, Escher, & Mantel, 1966).

The behavior of some patients with coronary artery disease is known as
Type A. (Other patients—especially those over 65 years of age—with coronary
artery disease show Type B behaviors. And still other patients with this disease
show neither form of behavior.) Type A people are driven, impatient, and
ambitious, with a sense of having to complete tasks—most of which they set
themselves. In addition, these people show a variety of physiological and bio-
chemical variations which, together with their behavior, predisposes them to the
disease.

1.2. Social Factors in Disease

Until recently, psychosomatic medicine had also failed to incorporate into
its research and theory the role of the social (not only the human) environment
(Eisenberg, 1977; Engel, 1977; Weiner, 1977, 1978, 1981). This neglect of social
factors in disease could only have come about because of the preoccupation in
the field with intrapsychic conflict. But as soon as the conceptual framework
shifted to an adaptational one, environmental—that is social—factors, to which
an adaptation had to be made, began to be taken into account.

Social factors clearly play a role in every aspect of health care and of disease.
The poor have notoriously less access to health care. Low socioeconomic status
has been associated with shorter life expectancy, an increased risk for mental
disorders and alcoholism, a higher infant mortality and incidence of birth com-
plications, the social and nutritional deprivation of infants and children, and
obesity.

Therefore, it is not only the behavior of persons that leads to obesity, because
excess weight is unevenly distributed in the various social classes; it decreases
with increasing socioeconomic status. And the social class of the obese subject’s
origins is almost as closely linked to obesity as is his or her own social class
(Goldblatt, Moore, & Stunkard, 1965).

The behavior of the Type A personality is a risk factor (along with high
blood pressure, smoking, raised cholesterol levels, and glucose intolerance) in
coronary artery disease and, therefore, potentially of myocardial infarction (MI);
on the other hand, social order, stability, and traditional religious and secular
ways—that is, a predictable environment—protect against death from MI. A
longitudinal study on MI mortality (Bruhn, Chandler, Miller, Wolf, & Lynn,
1966; Stout, Morrow, Brandt, & Wolf, 1963) was carried out in 1964 and 1966
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in Roseto, Pennsylvania, a community of southern Italian immigrants who have
retained their traditional patriarchal ways and have trusting and cohesive re-
lationships. Mutually supportive, the rules and the roles of the members of this
community are well defined. The typical diet of these people contains 41% fat
and the average individual is 9.1 kg overweight. By contrast, the population of
Bangor, an adjacent town, is of mixed English, German, and Italian stock. Fam-
ilies there are less gregarious and religious, and their roles are less clearly defined.
The death rate from MI in Roseto was half of that in Bangor. By 1976, however,
as the younger inhabitants of Roseto were leaving and entering the mainstream
of American life, the incidence of MI in younger age groups was increasing.

There have been studies contrasting Japanese and Japanese-Americans,
American Benedictine priests working in the community and members of a
cloistered religious order, nomadic Bedouins and Bedouin settlers in villages in
Israel; they all come to similar conclusions (Caffrey, 1966; Marmot, 1975; Mar-
mot & Syme, 1976; Matsumoto, 1970).

A stable social environment is by definition unchanging and predictable and
imposes a minimum of adaptive demands and tasks on its members. Conversely,
poverty, social and family discord, and a frightening, unpredictable environment
may be conducive to raised blood pressure (Harburg, Erfurt, Hauenstein, Chase,
Schull, & Schork, 1973).

These are but a few examples of environmental factors in disease. Other
features of the human environment have been linked to disease; they include
economic hardship, exposure to natural or other disasters (such as war and
famine), technological changes, occupational stress, social customs, and political
and social change (Weiner, 1981).

2. The Current Status of Psychosomatic Concepts

The review just carried out has emphasized a paradigmatic shift in psycho-
somatic concepts. For many years, it was held that psychological conflict (along
with unspecified physiological factors) played a prepotent role in the predis-
position to certain model diseases as well as in their initiation and pathogenesis.
Gradually, a shift has occurred and the onset of disease is seen as an aspect of
the individual’s failure to adapt to his or her (changing) human and nonhuman
environment (that may also elicit conflict). The disease with which this person
falls ill is determined by complex and multiple predisposing factors (Weiner,
1977, 1978) that include psychological vulnerabilities. These are in part deter-
mined by an excessive reliance on others as well as cognitive deficits that express
themselves in an inability to utilize information and overcome change and frus-
tration.

This change in concept makes psychosomatic medicine a form of human
biology (Weiner, 1977, 1978; von Uexkiill, 1979). Yet the new theory must also
avoid overemphasizing the role of psychological and social factors in disease,
because every disease is multifactorially determined and heterogeneous in nature
(Weiner, 1979).



3. The Predisposition to Disease

The multifactorial nature of disease was exemplified in the foregoing dis-
cussion of the factors involved in coronary heart disease and obesity. The het-
erogeneous nature of disease has many implications for prevention and treat-
ment. Heterogeneity is manifested at every phase of disease—in its predisposition,
onset conditions, initiation, and maintenance; in fact, the factors that predispose
to disease are not necessarily or even usually the same as those that set it off or
that maintain it. These assertions are exemplified by the syndrome of peptic
duodenal ulcer. It is recognized that a duodenal ulcer may be anteceded by
gastrinomas, extensive resection of the small intestine, alcoholic cirrhosis of the
liver, chronic renal failure, or chronic obstructive lung disease; it may also be
associated with a syndrome that occurs in families and consists of limb tremors,
congenital nystagmus, and a disturbance of consciousness reminiscent of nar-
colepsy (Neuhduser, Daly, Magnelli, Barreras, Donaldson, & Optiz, 1976).

When these antecedents to duodenal ulcer are not present, we are still faced
with a predicament, because not every patient with this disorder has an elevated
serum pepsinogen level, nor does each have the psychological profile that Alex-
ander described.

Recently the study of the risk factors in peptic duodenal ulcer disease has
become even more complex; at the same time, however, many of the issues that
previously confounded this field of investigation have been clarified (Ackerman
& Weiner, 1976; Rotter & Rimoin, 1977; Weiner, 1977). The new thrust of these
investigations derives from the fact that human pepsinogens can be separated
immunochemically into two main groups—pepsinogen I (PG-I) and pepsinogen
II (PG-II) (Samloff, 1971a, b; Samloff & Liebman, 1974). Elevated levels of
PG-I are found in about two-thirds of all unrelated patients with peptic duodenal
ulcer (Samloff, Liebman, & Panitch, 1975). The remaining third have normal
levels of PG-1. The distribution of PG-I is bimodal in patients but not in control
subjects.

PG-II levels are also greater in patients with peptic duodenal ulcer, in whom
PG-I levels are elevated, than in hospitalized control patients (Samloff, 1977).
But we still do not know whether PG-II levels are elevated in patients whose
PG-I levels are within the normal range.

Two groups of patients with peptic duodenal ulcer have, therefore, been
identified—those with elevated PG-I (and possibly, PG-II levels) and those with
normal PG-I levels.

Elevations of PG-I levels are inherited as an autosomal dominant trait, be-
cause about half of the offspring of parents with such elevations also own the
trait (Rotter, Sones, Richardson, Rimoin, & Samloff, 1977; Rotter, Sones, Sam-
loff, Richardson, Gursky, Walsh, & Rimoin, 1979) and none of the children of
parents without the trait manifest it. Yet the enhanced PG-I level is not invariably
associated with duodenal ulcer disease; 42% of those with it had the disease, the
rest did not. Based on other studies carried out by Rotter and Rimoin (1977),
it is now possible to calculate that in those patients with raised PG-I levels, the
trait accounts for 25% of the etiologic variance of this form of duodenal ulcer
disease.

37

PSYCHOBIOLOGICAL
FACTORS IN BODILY
DISEASE



38

CHAPTER 2

These observations also lay to rest a long-standing doubt that the raised
levels of PG (or PG-I) are inherited and are not merely a result of age, gastric
mucosal damage, eating meals, or the diminished excretion of the enzyme due
to renal damage.

Patients with normal pepsinogen levels also develop duodenal ulcer, as do
their siblings, in a small percentage of whom PG-I levels may be elevated. The
incidence of duodenal ulcer among siblings of patients with normal PG-I levels
is almost as great as in the siblings of patients with raised PG-I levels (Rotter,
Rimoin, Gursky, & Samloff, 1977; Rotter, Rimoin, Gursky, Terasaki, & Stur-
devant, 1977). However, the mode of inheritance in the former has not been
worked out, nor is it known how the genes express themselves as markers of
risk for this subform of the disease.

In duodenal ulcer disease, additional genetic markers have been found.
Individuals who have blood type O and who do not secrete the blood group
antigens ABH, which are secreted into the saliva and gastric juice, have higher
incidences of both gastric and duodenal ulcer (Hanley, 1964; Marcus, 1969;
Sievers, 1959; Vesely, Kubickova, & Dvorakova, 1968). The blood group and
nonsecretor factors account for about 2.5% to 3% of the etiologic variance of
peptic ulcer disease. Stated in other terms, people of blood type O who do not
secrete ABH antigens are 25% to 35% more likely to develop peptic ulcer than
are individuals of blood type A, B, or AB who do secrete these antigens.

But the mechanisms by which these etiologic contributions are made is
unclear. It has been suggested that blood type O may be related to high serum
pepsinogen levels (Hanley, 1964; Sievers, 1959). Furthermore, blood group an-
tigens are related to the mucoprotease fraction of gastric mucin, whose pro-
duction may be genetically regulated (Glass, 1968). But the role of the genes in
controlling ABH secretion remains unknown. One possibility is that genes do
not play a role in causing the disease; rather the genes that control blood group
O may help determine the severity of duodenal ulcer.

Finally, still another genetic marker has been described for this disease—
that is, the ability of a person to taste or not to taste dilute solutions of phen-
ylthiocarbamide (PTC) (Vesely et al., 1968). This ability is determined by simple
Mendelian principles of heredity. Interestingly, the PTC taste sensitivty has been
found to be more prevalent among patients with duodenal ulcer than among
controls. This may, then, be another genetic marker of susceptibility—provided,
of course, the presence of duodenal ulcer does not in itself influence the ability
to taste PTC.

The human lymphocyte antigen (HLA) B5 also occurs more frequently
in patients with duodenal ulcer than in normal controls; white males possessing
the HLA-B5 antigen are 2.9 times as likely to develop duodenal ulcer than those
who do not (Rotter, Rimoin, Gursky, Terasaki, & Sturdevant, 1977). By contrast,
the relative risk for the same disease in a person with blood group O is 1.3; for
one with blood group nonsecretor status, it is 1.5 (Langman, 1973; McConnell,
1963). The risk when both blood group O and nonsecretor status are combined
is 2.5.

The studies on these genetic markers did not take into account the heter-
ogeneity of peptic ulcer disease. We do not know whether the three serologic
markers are associated differentially with normal or raised PG-1 levels.



Additional risk factors for peptic duodenal ulcer have been identified: Men
in our society are more prone to develop it than women. Habits such as cigarette
smoking, the presence of a gastric ulcer, and prior coffee consumption all play
additional predisposing roles: their effects appear to be cumulative.

One might conclude from the previous discussion that peptic duodenal ulcer
consists of two forms, one of which is characterized by elevated and the other
by normal PG-I levels. However, this conclusion is not warranted. A variety of
regulatory disturbances are found in patients with peptic ulcer disease. They
may show an increased proclivity to secrete gastric acid and pepsin and to produce
hydrochloric acid when stimulated by gastrin, a postprandial hypergastrinemia,
an increased rate of gastric emptying, an impaired feedback inhibition of gastrin
secretion by acidification of the gastric antrum, or an impaired release of pros-
taglandin E (an inhibitor of gastric acid secretion) when hydrochloric acid is
released by vagal stimulation (Cheun, Jubiz, Moore, & Frailey, 1975; Grossman,
1978, 1979).

But these deviations are seen after the onset of disease; therefore, one may
not assume they are present prior to it. Yet these abnormalities characterize
different patients with the disease; they are not present in all patients. Nor do
we know whether they are correlated with high or low PG-I levels except in
patients in whom elevated levels of PG-I and acid occur together. We also need
to know whether patients with elevated PG-I levels differ from those with normal
levels. In fact, we need “psychophysiological profiles” of patients with the various
subforms of peptic duodenal ulcer.

The obvious questions that these observations raise are: Do patients with
elevated PG-I levels differ psychologically from those with normal PG-I levels?
Why do some persons with elevated PG-I levels develop a peptic duodenal ulcer
and others do not? We have no complete answer to either of these questions.

Yet data from the study of female patients with rheumatoid arthritis suggest
that the difference between similarly predisposed siblings, one of whom is ill
and the other is not, is that the latter is functioning well in her everyday life
and the former is not. Solomon and Moos (1965) compared the nonarthritic
female relatives of patients (matched on a number of social and personal vari-
ables) on the basis of whether or not their sera contained rheumatoid factors.
The authors caution that it is not possible from their study to tell whether the
rheumatoid factors were the same as those found in the disease. Employing the
MMPI, they reported that those relatives whose sera contained the factors scored
significantly higher on inhibited aggression; on concern about the social desir-
ability of their actions and about socioeconomic status; on compliance, shyness,
conscientiousness, and morality; and on the capacity for successful defense and
adaptation. In some ways they resembled and in others they did not resemble
patients with rheumatoid arthritis (Moos & Solomon, 1965; 1966). But in contrast
to patients with the disease, they were functioning well in their everyday lives.
Interestingly enough, the relatives whose sera did not contain rheumatoid factors
or contained them only in low titers scored high on those items that indicated
obsessive compulsive traits and rituals: fears, anxiety, and guilt feelings; inde-
cisiveness; self-critical attitudes; and bodily complaints. They also had a reduced
capacity for successful “defense” against impulses. They complained of more
psychiatric symptoms; they dissimulated, accepted themselves less, and felt al-
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ienated from others. They scored higher on dependency and inner maladjust-
ment scales. The study suggested that in order to develop rheumatoid arthritis,
one must not only be able to develop rheumatoid factors but have certain psy-
chological problems that one cannot contain or cope with.

These observations suggest that individuals with rheumatoid arthritis differ
from their siblings only by virtue of their inability to adapt to the vicissitudes of
their everyday lives and to function well. Therefore, neither the presence of
rheumatoid factors nor the psychological predisposition to the disease need
manifest itself in rheumatoid arthritis provided that the individual is compen-
sated in his or her everyday functioning.

The implications of this study are readily apparent. An appreciation of the
predisposition to a disease would allow those interested in health maintenance
to do preventive work. They could identify those at risk for that disease and
help maintain their adaptation to their personal environments. Such an endeavor
would have to be based on an appreciation of the personal sensitivities of the
subject; a complete knowledge of the social, human, and occupational environ-
ment in which he or she lives; and a grasp of how this environment is coped
with. However, since the predisposition to the disease may not be uniform, a
knowledge of what subform of that disease the person is predisposed to would
also be necessary.

4. The Onset and Initiation of Disease

The next question—one that has been a central focus of psychosomatic
investigations for the past twenty years—is why a predisposed person falls ill at
a particular time of life and not at another (or why recurrences of the illness
arise at a particular time after a remission).

The answer to this third question has been approached by clinical and more
systematic studies that deal with changes in a person’s environment: for example,
Engel’s studies (1968) on bereavement and separation as a general onset con-
dition of many diseases and the studies by Holmes and Rahe (1967) of life change.

The Holmes and Rahe studies have provoked incredulity and considerable
criticism. They have been criticized for the following reasons:

1. Do some patients overreport their experiences? Conversely, because hu-

man memory is fallible, underreporting may occur if the life changes

took place weeks or months before the onset of symptoms.

Do patients seek reasonable but post hoc explanations for their illnesses?

How reliable are retrospective reports?

Do investigators search diligently for events in the sick?

What is the directionality of the relationship between the illness and

event? Symptoms may occur without disease and disease without symp-

toms. Also, subclinical disease may impair psychological adaptation to

events and alter the way in which they are experienced.

6. Is the illness real? Or does the subject merely report that he or she is
sick?

G 00 N



There are, of course, additional problems with the Holmes-Rahe scale, whose
categories are not well defined: for example, how does the reporter define major
illness, or what family members should be included? We also know that the test—
retest reliability varies from .9 to .26 in various studies and that the total score
is either produced by one major event or many minor ones. Finally, high scores
and high rates of illness may say more about the reporter’s attitudes about illness
than about life changes or real illnesses. And, in actuality, the correlation between
high illness rates and high scores is of the order of .3.

Despite these many reservations, this work contains an important grain of
truth that confirms what every wise physician can observe every day in his or
her patients. Yet the association of life changes and illness onset is, once again,
too linear. It fails to take into account other variables such as:

1. The perception of the life change as distressing or not is a critical variable
in the association (Lundberg, Theorell, & Lind, 1975), and the successful
or unsuccessful psychological adaptation to the changes is critical as well.

2. The presence or absence of social supports play crucial intervening roles
in modifying the effects of life changes (DeFaire & Theorell, 1975).

We are now more on psychological territory. Clearly, life changes alone do
not determine disease onset: as Hinkle (1974) showed, healthy people frequently
tend to be contented in their personal lives and occupations, and contentment
can insulate them from change. Other data suggest that social change is not
directly pathogenetic; it does not act directly on the individual. The change must
be perceived and appraised—activities that in turn are influenced by past ex-
perience as well as role and status relationships (Lazarus, 1966).

To summarize the pathogenetic role of life experience:

1. Life experiences may be overwhelming: for example, living in London
during the blitz, fighting in Stalingrad, or being exposed to explosions.
The former experience led to increased perforation of the duodenum,
the two latter to high blood pressure.

2. The meaning of the experience may idiosyncratically be perceived as
portentous or as excessively dangerous, leading to a “paralysis” of ap-
propriate coping measures.

3. The significance of the experience may be denied or responded to in-
appropriately, or no attempt may be made to deal with it. In other people
the signals of distress or danger fail or they are not as clearly perceived
(Nemiah & Sifneos, 1970).

4. The person may be vulnerable because the event mobilizes specific un-
mastered personal problems with their own antecedents in that individ-
ual’s history.

5. Some people (children, the mentally defective, the dependent, the wid-
owed, the elderly) have limited adaptive capacities or do not have the
education, skills, social supports, or information to cope with the events
and solve the personal problems the events create.

Many psychological and psychiatric studies of medically ill patients have also
described their poor adaptive and coping capacities, dependency, and primitive
defensive measures, which result in adaptive failure and are signaled by help-
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lessness and finally lead to giving up (Engel, 1968; Ruesch, 1948; Vaillant, 1977,
Weiner, 1977). In other words, in every population there are a number of
individuals predisposed to a given disease, but only a certain number fall ill
when losses or life changes occur. Those who fall are usually psychologically
and biologically maladapted. Certain characteristics are common to many of the
ill; they have been outlined earlier in this chapter (pp. 33—34).

Conversely, effective coping is determined by a combination of psychological
skills—intelligence, the capacity to use information and solve problems, famil-
iarity with the task, self-reliance and a commitment to face it. But the task is
made easier when the environment is relatively stable and predictable.

The work of Engel (1968) suggests that bereavement and separation is a
general onset condition of a variety of diseases whose specific nature is deter-
mined by other factors. The work of Holmes and Rahe, on the other hand, lead
one to believe that quantitative factors—the number or severity of changes—
determine disease onset. However, additional observations suggest that in some
diseases at least, no uniform event determines disease onset. For example, pri-
mary anorexia nervosa may begin in a variety of settings. In some young women,
the disease begins when they leave home; in others, it begins when they diet
because of peer pressure to be thin, because they are overweight at puberty, or
because thinness is a prerequisite to professional success; in still others, the
disease begins after a sexual temptation or adventure. It may also begin after a
young woman stops taking oral contraceptive medication (Fries & Nillius, 1973).

In fact, every disease has its onset in different contexts; or the meaning of
the same setting—a bereavement or separation—may be interpeted differently
by different patients.

But a knowledge of the onset conditions can have major preventive and
therapeutic implications. Most patients are quite unaware of the fact that changes
and events in their lives, and their reactions to them, are related to the onset of
their illness. Making the patients aware of the association of these events to their
illness is a first step in rehabilitating them and teaching them to avoid or cope
with the particular situations and events to which they are sensitive. There are
also some bereaved patients who, because of their remarkable lack of adaptive
capacities and their fragility, are not ever able to cope and may need a long-
term surrogate for the departed person.

5. Imitiating Mechanisms of Disease

We do not know the mechanisms by which bereavement or life changes set
off a train of events leading to bodily disease. Implicit in all past and current
psychosomatic theory is the belief that the brain, which regulates every bodily
process, mediates in an undisclosed manner the changes that lead to physiological
disturbances in bodily systems or to structural changes in organs and their con-
stituent cells. And, in fact, there is a growing body of experimental evidence
suggesting that the brain participates at some stage in diseases as diverse as
anorexia nervosa, bronchial asthma, and essential hypertension (Chalmers, 1975;
Weiner, 1977; Weiner, Hofer, & Stunkard, 1980).

But there is also a growing body of evidence suggesting that the initiating



mechanisms of illness are not uniform. This statement is illustrated by describing
the pathogenesis of three major illnesses: essential hypertension, myocardial
infarction, and diabetes mellitus.

There are no established ways of identifying people at risk for the devel-
opment of essential hypertension. Two strategies have, therefore, been devised
in the past several years. The first is to classify hypertensive patients according
to physiological patterns that consist of deviations of cardiac output, plasma
renin activity, or plasma volume (Julius, Randall, Esler, Kashima, Ellis, & Bennet,
1975; Laragh, Baer, Brunner, Buhler, Sealey, & Vaughan, 1972; Tarazi, Dustan,
Frohlich, Gifford, & Hoffman, 1970). The second strategy is to study patients
very early in the disease process, before the appearance of (mal)adaptive changes
in response to the raised blood pressure itself. Many patients early in the disease
are said to have borderline or labile essential hypertension.

Not all patients with borderline, essential hypertension go on to essential
hypertension. Groups of patients with borderline hypertension tend to have
some increase in cardiac output as well as increased cardiac contractility and
heart rate. Their plasma catecholamine levels are likely to be higher and their
urinary excretion of catecholamines is excessive on standing. Stress produces
exaggerated catecholamine and blood pressure responses. Ganglionic blocking
agents produce a fall in blood pressure that closely correlates with a fall in plasma
norepinephrine levels (DeQuattro & Miura, 1973; Julius et al., 1975; Kuchel,
1977; Lorimer, McFarlane, Provan, Duffy, & Lawrie, 1971; Louis, Doyle, An-
avekar, & Chua, 1973).

Patients with borderline hypertension differ as a group (but not necessarily
as individuals) from normotensive subjects. But the patients also differ from
each other. Not all patients with borderline hypertension have an elevated cardiac
output; in 30% the cardiac output is 2 standard deviations beyond the mean for
normal, age-matched subjects. In this subgroup of patients, the total peripheral
resistance is inappropriately normal at rest (it should be decreased when in-
creased tissue perfusion is brought about by the increased cardiac output). In
other patients with borderline hypertension in whom a normal cardiac output
and heart rate are found, the total peripheral resistance is increased at rest,
possibly owing to increased alpha-adrenergic vasoconstrictor tone. Blood volume
is unevenly distributed in the circulation (mainly in the cardiopulmonary bed)
in borderline hypertension, but only in those patients with an increased cardiac
output. In about 30% of all patients with borderline hypertension, plasma renin
activity and norepinephrine concentration are elevated. Other patients increase
their plasma renin activity excessively with postural changes. Yet the increased
plasma renin activity does not seem to maintain the heightened blood pressure
levels through its effect on angiotension II and aldosterone production. The
increased heart rate, cardiac output, and plasma renin activity can be reduced
to normal levels with propranolol, but the plasma norepinephrine concentration
and blood pressure continue to remain elevated. Therefore, the enhanced plasma
renin activity is believed to be a result of increased sympathetic activity and is
not the primary pathogenetic factor in raising the blood pressure (Esler, Julius,
Zweifler, Randall, Hardburg, Gardiner, & DeQuattro, 1977; Julius et al., 1975).
The obverse sequence is, however thought to account for the malignant phase
of hypertension, when high plasma renin activity is found.

Nonetheless, plasma renin activity is normal in many borderline hyperten-
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sive patients and low in some (Esler, Julius, Randall, Ellis, & Kashima, 1975).
Patients whose plasma renin activity is normal tend to be those with diminished
stroke volume and cardiac index, normal pulse rate, but increased total periph-
eral resistance. Their plasma norepinephrine concentration is higher than nor-
mal but lower than in borderline hypertensive patients with high plasma renin
activity. The increased peripheral resistance and blood pressure in borderline
hypertensive patients with low or normal plasma renin activity is unaffected by
the administration of alpha-adrenergic and beta-adrenergic blocking agents and
atropine. The administration of these drugs causes a fall in blood pressure and
peripheral resistance in borderline hypertensive patients with high plasma renin
activity (Esler et al., 1975; Esler et al., 1977).

These results suggest that borderline hypertension—an harbinger of estab-
lished hypertension—is a heterogeneous disturbance with perhaps three differ-
ent physiologic and humoral profiles. These profiles, in turn, reflect different
pathogeneses for borderline hypertension. In fact, endocrine changes in other
borderline hypertensive patients are also not completely uniform. (However,
these patients may not be the same ones as those who have been studied for
their cardiovascular dynamics, responses to sympathetic and parasympathetic
blocking agents, and plasma renin activity.) In any case, patients with borderline
hypertension can be divided into those who, with reassurance and rest, expe-
rience a decline in blood pressure to below 140 mm Hg systolic, 90 diastolic,
and those in whom there is no such decline (Genest, Koiw, & Kuchel, 1977). In
both groups of patients there is a significant mean increase in plasma aldosterone
concentration, which reverts to normal levels only in those who become nor-
motensive. When recumbent, both groups of patients show a decreased metabolic
clearance rate of aldosterone when compared to normal control subjects. Usually
an upright posture considerably decreases the metabolic clearance of aldoster-
one, but not in patients with mild, borderline hypertension. Although other
alterations in aldosterone metabolism occur (binding of the hormone to a specific
plasma globulin and responses to stimulation occur in borderline hypertensive
patients), the point of this discussion is that borderline patients with mild hy-
pertension are similar in some ways and different in others.

The physiologic heterogeneity of patients with essential hypertension is also
reflected in their psychological heterogeneity. Esler and his co-workers (1977)
have reported on 16 males 18 to 35 years of age, belonging to the subform of
borderline hypertensives, in whom high plasma renin activity and increased
plasma norepinephrine levels were found. They differed psychologically from
15 borderline hypertensive males with normal plasma renin activity and from
20 males with normal blood pressure. The patients with high-renin essential
hypertension differed significantly from both the normotensive patients and the
hypertensive patients with normal plasma renin activity on a number of psy-
chological measures signifying that they were controlled, guilt-ridden, submissive
people with relatively high levels of unexpressed or unexpressable anger. But
neither hypertensive group scored higher on scores signifying anxiety than did
the control groups. The only tendency that differentiated the control group
from the hypertensive patients with normal plasma renin activity is that they
appeared to be more resentful, but they were as capable of expressing this
resentment as were their normotensive peers.

This study documents the psychological heterogeneity of hypertensive pa-



tients; it also confirms the psychiatric description of hypertensive patients that
we owe to Alexander. Nonetheless, the meaning of this important study is not
clear. Julius and Esler (1975) and Esler and his co-workers (1977) have argued
that the pathogenesis of high-renin borderline hypertension is neurogenic—that
the high plasma renin activity is secondary to increased sympathetically mediated
release of renin because the effect of propranolol is to lower plasma renin activity
but not blood pressure in these patients. They have concluded that in this subform
of essential hypertension, the activity of the sympathetic nervous system is in-
creased or, alternatively, that both sympathetic nervous enhancement and di-
minished parasympathetic inhibition account for their findings, which are due
to a disturbance in central autonomic regulation. Increased activity of the sym-
pathetic nervous system would account for all the findings in this subform of
essential hypertension.

The results of this study have major implications not only for psychosomatic
theory but also for the treatment of high blood pressure by biofeedback, relax-
ation, or meditation rather than by drugs. In the past, the psychosomatic theory
of the pathogenesis of essential hypertension was designed to explain the link
between repressed or suppressed hostility and the increase in peripheral resis-
tance (Alexander, 1950). But, as we have seen, a proportion of patients at the
onset of essential hypertension have a normal peripheral resistance. On the other
hand, most attempts to reduce elevations of blood pressure by psychological
techniques aim at reducing increased sympathetic nervous system activity (Seer,
1979), which we have seen is a feature of only some patients with borderline
hypertension. What is more, a number of physiological adjustments occur later
in the course of the syndrome to overcome the increased sympathetic activity,
suggesting that psychophysiological measures to reduce blood pressure must be
directed to the appropriate physiological mechanism that is raising blood pres-
sure levels.

Therefore, it follows that future research on the use of psychological tech-
niques in the treatment of essential hypertension must be based on an awareness
that subforms of the syndrome exist and that its physiology changes at different
stages of its development. The minimal additional requirements in selecting
patients for treatment are that the therapist should know how long the patient
had been hypertensive, his or her age and sex, the criteria whereby the diagnosis
was made (e.g., blood pressure level), and the history of pharmacological treat-
ment as well as its side effects (Seer, 1979). The criteria for successful treatment
should also be defined: Should a permanent reduction of blood pressure level
be the sole criterion? How long should the level stay reduced? What other
physiological criteria should be altered (e.g., serum or plasma norepinephrine,
renin, or aldosterone levels; heart rate, cardiac output)? Should psychological
treatments be combined with attempts to change the “life-styles” of patients?

Essential hypertension is not only a heterogeneous disorder but also a major
risk factor in coronary heart disease and in myocardial infarction. The initiating
mechanisms of myocardial infarction are also heterogeneous; it may come about
through coronary artery spasm, occlusion, thrombosis, embolism, subendothelial
hemorrhage, or congenital abnormalities of the coronary arteries.

In a similar vein, multiple forms of diabetes mellitus exist, and different
initiating mechanisms may produce them. In some forms of diabetes mellitus,
levels of circulating insulin may be normal or elevated, but the patient fails to
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respond to the hormone. Such a resistance to either circulating or administered
insulin takes a number of forms. It may be due to a variety of antagonists to
the action of the hormone or to its receptor; these antagonists consist either of
antibodies to the hormone or the receptor or of still other hormones. Alterna-
tively, the number of insulin receptors may be decreased, the receptor mecha-
nisms may be defective, or the insulin may be genetically altered in structure
due to the substitution of an amino acid for the usual one in one of the insulin
chains (Tager, Given, Baldwin, Mako, Markese, Rubenstein, Olefsky, Kobayashi,
Kolterman, & Poucher, 1979).

6. Social and Psychological Effects of Illness

The effects of illness on people, their families, and the social group to which
they belong have been studied and written about at great length. But as I have
already indicated in the introductory section of this chapter, current psycho-
somatic theory concerns itself with other topics. Therefore, I shall touch on the
social psychology of illness only selectively and briefly; the reader is referred to
the writings of Bibring and Kahana (1968), Binger (1945), Engel (1962), Karasu
and Steinmuller (1978), Pasnau (1975), Strain and Grossman (1975), and von
Uexkiill (1979) for a detailed and extensive discussion of this complex topic.

Suffice it to say for the purpose of this chapter that illness itself constitutes
a change in people’s lives to which they must adapt, or be helped to adapt, should
they seek help. But additional adaptive tasks are imposed on the sick person by
the specific nature of the illness and its symptoms: whether the illness comes on
abruptly or gradually; whether it is treatable or not; whether it carries a special
stigma or not; and whether it will require hospitalization, special technical pro-
cedures, or surgery. A vital factor in the patient’s successful adaptation to illness
is the role and response of the caring professional person. Much has been written
about the positive and negative therapeutic effects of the doctor—patient rela-
tionship and its conscious and unconscious aspects. The physician who disregards
his or her role in this very powerful and important relationship does so at the
patient’s peril.

The successful adaptation of patients to illness is also a function of their
previous ability to cope with other illnesses and with those who provided care
during these periods. However, additional factors must be considered in the
patient’s responses to illness. For example, the illness or its symptoms may acquire
a very individual meaning: the metabolic and physiological alterations caused
by the illness or the drugs used to treat it may impair cerebral metabolism and
function, thereby altering the patient’s perception, memory, or problem-solving
ability and also his or her ability to cope with the environment. Elderly people
and children have fewer coping abilities and strategies than those in other stages
of their lives; they require very special care in the strange environment of the
hospital as well as help in adapting to illness.

Many people other than physicians are involved in the care of the chronically
ill or disabled, and the blind, deaf, or dying. And economists increasingly de-
termine how much and what kind of care should be provided and how society’s
resources should be distributed to care for the sick.



7. Factors That Sustain Disease

We know less about the factors that sustain disease than we do about its
pathophysiology. Yet evidence is beginning to accrue—for example, in the case
of experimental high blood pressure—that the factors inciting it differ from
those that sustain it. The brain-stem and hypothalamic mechanisms that partic-
ipate in the maintenance of experimental blood pressure elevations have been
shown to be different (Chalmers, 1975; Ganten, Schelling, & Ganten, 1977;
Weiner, 1977) from the brain mechanisms that initiate them.

In some cases of human hypertension, secondary physiological adaptations
to the elevation of blood pressure include a diminution in the sensitivity of the
arterial baroreceptors (Korner, West, Shaw, & Uther, 1974), an increase in pe-
ripheral resistance in response to an increase in cardiac output, structurally
increased resistance to regional blood flow (Folkow & Hallbéck, 1977), and changes
in cardiac performance (Frohlich, Tarazi, & Dustan, 1971).

Other changes in many systems are also found in abiding essential hyper-
tension. To mention just two: (1) significant increases in the plasma concentration
of aldosterone occur with age in essential hypertension—in contrast to a decline
with age of plasma aldosterone levels in normotensive subjects (Genest et al.,
1977), and (2) plasma renin activity is markedly increased during the develop-
ment of the malignant phase of hypertensive disease and renal failure. Complex
changes also occur in renal dynamics; these are believed to be the consequence
of a subform of the borderline hypertensive state, in which there is increased
activity of the sympathetic nervous system (and probably diminished parasym-
pathetic activity). Renal blood flow is reduced by reversible intrarenal vasocon-
striction, and increases in circulating norepinephrine and in sympathetic drive
both reduce the urinary excretion of sodium and water (Brown, Fraser, Lever,
Morton, & Rubinson, 1977; Hollenberg, & Adams, 1976). But the rise in blood
pressure should cause an increased excretion of sodium and water, which at first
does and later does not occur. Therefore, a progressive resetting of the rela-
tionships of blood pressure to sodium and water excretion—a regulatory dis-
turbance—is produced. Progressive renal changes ensue, accounting for the
change from borderline labile hypertension to essential hypertension. In short,
by a fall in renal blood flow and rein and a rise in total and renal vascular
resistance, the kidney maintains the blood pressure increases that were initiated
elsewhere, (Brown et al., 1977).

Not only do secondary physiological (mal)adaptations occur in essential hy-
pertension but the psychology of patients with this disease also changes during
its course. Safar, Kamieniecka, Levenson, Dimitriu, and Pauleau (1978) have
shown that patients in the borderline phase of essential hypertension demon-
strate aggressive tendencies which are felt as dangerous and engender anxiety.
Such individuals have few fantasies but a variety of psychophysiological symp-
toms and signs. In the later phase of sustained hypertension, these symptoms
and signs vanish as anxiety disappears. The hostility is still inferable but is neither
apperceived nor recognized by the patients.

Secondary metabolic alterations occur in many chronic diseases or after
weight loss; they consist of a nonspecific depression of the thyroid hormone,
trilodothyronine.
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Patients, who have successfully been treated with antithyroid medication or
thyroid surgery for Graves’ disease may show persistent metabolic alterations
and psychological deficits and maladaptations (Ruesch, Christiansen, Patterson,
Dewees, & Jacobson, 1947).

Noncompliance to medical regimens may endanger the patient. Improper
or inadequate medical care may lead him or her to eschew all further help, to
resort to inexpert treatment, or to seek help from untrained people. Failure
adequately to appreciate the patient’s psychological responses to an illness may
lead to his or her chronic invalidism; indeed, chronic symptomatology is the rule
in the case of injuries sustained at work, which are compensated. Society, there-
fore, contributes to the maintenance of symptoms that are only indirectly related
to the industrial accident or illness. On the other hand, some societies stigmatize
the helpless or socially incompetent—especially the mentally ill or defective, the
handicapped, and the old—providing inadequate care or insufficient funds for
their education, nutrition, and housing.

These examples are selective; they do justice to only a small number of the
factors that sustain disease and that may need correction before adequate treat-
ment results can be achieved. They are mentioned only because so much of
medicine is directed at correcting only the pathophysiology of disease. Medicine
is dedicated to the ideal of the “cure” of this pathophysiology. In practice,
however, the physician is also in a position to help patients achieve optimal
functioning despite being ill, and to live with their illness; they are often able
to relieve suffering, and even help patients to die with dignity. Although these
more “mundane” aims are often neglected, they should be the concern of all
those who are interested in the care of the ill, disabled, or dying.

8. Conclusion

The main aim of this chapter has been to survey some current psychosomatic
concepts of disease. In the course of this review, it becomes apparent that many
disease are complex, multifactorial in their origins, and heterogeneous in nature.
For complex historical reasons, medicine has concentrated on classifying, di-
agnosing, studying, and treating disease after its onset and on attempting to
reverse material defects (that are traditionally believed to have single causes) in
organs, cells or subcellular structures. This approach has only partly been suc-
cessful because it neglects both the historical (and multifactorial) antecedents of
these defects and the sick person.

This chapter also attempts to point out that a comprehensive and broad
approach to health and disease can and must incorporate our knowledge of the
roles of social and psychological factors at every stage of illness.

If one’s aim is to prevent disease, a knowledge of the many factors that
predispose to a disease is essential. Furthermore, it will in the future be necessary
to specify the predisposing factors of the particular subform of the disease that
one is attempting to prevent. One of the main aims of this chapter is to point
out that such subforms exist and that they may differ psychologically, genetically,
and physiologically.



A knowledge of predisposition alone may not suffice to explain the onset
of a disease. The factors that initiate disease often seem to be different than
those that predispose to them (e.g., elevations of PG-Ilevels are neither necessary
or sufficient to initiate the syndrome of peptic ulcer disease).

Different social and psychological situations, of which bereavement or sep-
aration is a common one, correlate with disease onset. Therefore, helping pa-
tients to overcome their sense of loss, grief, depression, or helplessness is an
important part of the health care professional’s job. It is incumbent on such a
professional, however, to make certain that these feelings are related to the
events in the patient’s life and not to being ill, being in an ambiguous situation,
or suffering pain. In addition, the knowledge of the context in which a disease
began may allow the attendant to teach the patient how to cope with future loss.

The ideal of physicians is to cure disease. Like many ideologies, this one is
subject to excessive and often ill-advised actions. We are far from understanding
the multiple antecedents and initiating mechanisms, or the psychological and
bodily adaptations of most diseases. Therefore, the possibility of cure is still
remote.

The aim of health care providers is to cure whenever possible. When this
is not possible, their goal is to relieve suffering, provide succor and comfort,
and help patients live with their illness, the resultant disability, and the necessary
treatment. These educational aims of medicine are often neglected in the heat
of excessive and ill-advised therapeutic zeal. In addition, one major aim of caring
for the sick is to prevent the complications of illness, even though many of these
stem from the side effects of drugs, (Yet there can be little doubt that the
reduction of high blood pressure greatly diminishes morbidity and mortality
from its complications.)

Health providers have additional goals: they are to intervene with those
factors that sustain disease and which, in turn, differ from those that predispose
to and initiate it. Yet if they cannot do so, it still remains their duty to assist the
seriously disabled and disadvantaged, care for the elderly, and help the dying
go to their graves peacefully and gracefully.
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Psychological Processes Induced
by Illness, Injury, and Loss

MARDI J. HOROWITZ

Most serious life events involve actual or potential losses: of a loved one, of
material possessions, of health, or of hopes for the future. The ideal adjustment
to loss is to accept it, replace that which is lost, and go on living. Between the
first pangs of recognition of loss and adaptation to circumstances as they must
be, there is an important, painful interval characterized by states of both intrusion
and denial.

Considering the general disparities of psychological research, a rather re-
markable concordance is found in the clinical, field, and experimental studies
of response to the stress of serious life events or to vicarious simulations of such
events. The frequency of two broadly defined states increases after such occur-
rences; one is characterized by an unusual level of intrusive and emotional
memories or fantasies, the other by qualities of emotional numbing and idea-
tional avoidance or denial. These seemingly paradoxical but interrelated states
have been given various names in the massive literature on stress but will here
be labeled as intrusive and denial states (see Cohen, 1979; Horowitz, 1976; Ho-
rowitz, Wilner, Marmar & Krupnick, 1980; Janis, 1971; Lazarus, 1966).
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States of intrusion and of denial or avoidance do not follow each other in
a strict, unvaried pattern but rather oscillate in ways particular to each person.
Nonetheless, phases have a general tendency that may be described. An initial
period of outcry may occur, which is then usually followed by denial states.
Intrusive states follow after this latency period and often oscillate with denial
states. During this oscillation the frequency and intensity of each of these states
is often reduced. When a relative baseline is reached during this period of
working through, completion can be said to have occurred. The person can
contemplate the events or put them out of mind at will, without frequent entry
into conspicuous and intense intrusion or denial states.

A simple diagram of these phasic tendencies is found in Figure 1. As in-
dicated above, what is called “working through” may involve many transitions
between states of denial and intrusion, with gradual reduction in the intensity
of these states. Completion is a restoration of the kinds of states present before
the event disturbed equilibrium. Insofar as their severity is consonant with the
meaning of these events to the person, such states of denial and intrusion are
normal. Pathological states are those that are unusually intense and, at the same
time, are maladaptive to the person. These are also shown in Figure 1. In Tables
1 and 2, the overall pattern of signs and symptoms of denial and intrusive states
are organized by the same classification. These figures and tables are derived
from an expanded review (Horowitz, 1976). Some ideas on the frequencies of
various of these symptoms may be found in more recent publications (i.e., Ho-
rowitz, Wilner, & Alvarez, 1979; Horowitz, Wilner, Kaltreider, & Alvarez, 1980;
and Horowitz, Krupnick, Kaltreider, Wilner, Leong, & Marmar, 1981).

1. Experiences during Intrusive and Denial States

As already mentioned, the qualities of experiences during these states will
depend a great deal on the individual, but certain experiences and observations

Figure 1. Phases of states following serious life events.



are common and can be contrasted. Note in Figure 1 how experiences of intru-
sion and denial are extremes, bracketing those of ordinary, less stressed states.
This repeats the theme of in-control or adaptive states as bracketed by states
that feel or appear to be under- or overcontrolled.

1.1. Perception and Attention

As summarized in Tables 1 and 2, aspects of perception and attention during
denial states include varieties of daze and selected inattention. These qualities
contrast with the excessive alertness and startle reactions of intrusive states. Daze
and inattention include such patterns as staring blankly into meaningless space,
failing to react appropriately to new stimuli, and an inner sense of clouding,
graying, or loss of real vividness in perceptions of the surrounding world. There
may be a quality of focusing on a diffuse background rather than on any central
object. This may include lack of awareness of bodily sensations, such as absence
of pain despite injury. In contrast, the excessive alertness noted during intrusive
states may be reflected by constant scanning of the environment (hypervigilance)
or by excessive arousal caused by relatively innocuous stimuli. The person feels
and looks tensely expectant. Startle reactions range from flinching at noises or
at being touched to the sudden assumption of a protective position when a
stimulus reminds the person of the stressful event. A readiness to interpret a
new stimulus as a repetition of the stressful life event may lead to illusions. These

Table 1. Experiences during Denial States

1. Perception and attention
Daze
Selective inattention
Inability to appreciate significance of stimuli
Sleep disturbances (e.g., too little or too much)
2. Consciousness of ideas and feelings related to the event
Amnesia (complete or partial)
Nonexperience
3. Conceptual attributes
Disavowal of meanings of stimuli
Loss of a realistic sense of appropriateness
Constriction of associational width
Inflexibility of organization of thought
Fantasies to counteract reality
4. Emotional attributes
Numbness
5. Somatic attributes
Tension-inhibition responses of the autonomic nervous system, with felt sensations such as
bowel symptoms, fatigue, headache
6. Action patterns

Frantic overactivity
Withdrawal
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are misperceptions in which sensory perceptions of a person, object, or scene
are constructed into mental images of something else. For example, a bush may
be seen for a moment as an attacking person, a stranger may be misrecognized
as someone who died.

During extreme forms of an intrusive state, mental images of any sensory
quality (visual, auditory, olfactory, etc.) may be experienced as perceptions. In
a hallucination, the person has sensations of smell, taste, touch, movement,
sound, or sight which he or she take to be valid. In a pseudohallucination, the
person is aware that these perceptions are not true signals of external reality,
but he or she nonetheless reacts emotionally as if it were. Whether of halluci-
natory or pseudohallucinatory quality, these unbidden perceptions often include
felt presences, as of others in the room, even though they are dead. This is one
source of various “paranormal phenomena” such as seeing or hearing “ghosts”
of the deceased.

Unbidden perceptual experiences, so common in intrusive states after trauma,
occur with highest intensity and frequency when the person is relaxing his or
her control, as when lying down to sleep. The pseudohallucinations or hallu-
cinations that occur at such times are called hypnagogic phenomena. They are
frightening experiences not only because of their traumatic contents but because
people associate hallucinations with madness and are afraid they are “going
crazy.” Actually, these hypnagogic phenomena are not serious portents of psy-
chotic states; they are frequent after traumatic events and not uncommon even
without a stressful event. Because denial states may often last for several weeks
after a traumatic event, the unbidden images are often surprising. Those who
have them may have been sure “it was over.” In both denial and intrusive states,
sleep disturbance is often present in the form of insomnia, sleeping “too much,”
or of experiencing nightmares or bad dreams.

Table 2. Experiences during Intrusive States

1. Perception and attention
Hypervigilance, startle reactions
Sleep and dream disturbances
2. Consciousness of ideas and feelings related to the event
Intrusive-repetitive thoughts, emotions, and behaviors (illusions, pseudohallucinations,
nightmares, ruminations, and repetitions)

3. Conceptual attributes
Overgeneralization
Inability to concentrate on other topics, preoccupation
Confusion and disorganization
4. Emotional attributes
Emotional attacks or “pangs”
5. Somatic attributes
Sensations or symptoms of flight or flight readiness (or of exhaustion from chronic arousal)
including tremor, nausea, diarrhea, sweating
6. Action patterns
Search for lost persons or situations, compulsive repetitions




1.2. Ideas and Feelings Related to the Event

In the denial states, there may be complete or partial amnesia for the event
or for trains of thought evoked during it. Complete amnesia for a serious event
is rare, but avoidance of sectors of related ideas and feelings is common. The
intrusion of images reenacting the event has already been contrasted with such
avoidances. Such intrusions are accompanied by an experience of pangs of emo-
tion.

1.2.1. Example

A young man heard that a friend of his had committed suicide. As he
thought about this in various ways, one theme recurred. He regretted not having
been more attentive when the friend was clearly depressed. He tried to put this
out of his mind, and for a while he succeeded. Three weeks after the news of
the death, he experienced anxiety states whenever he attempted to wash or lie
down in bed. When he closed his eyes to wash his face, he would have a sudden
visual image of the face of his dead friend. When he turned the lights off, closed
his eyes, and attempted to relax, he would have a strong sense of his friend’s
presence in the room, standing at the foot of the bed. He began to sleep with
his lights on and would not even attempt to sleep until quite late at night. A
vicious cycle was created as fatigue mounted, causing the anxiety states to occur
with more intensity and frequency until restful sleep became rare.

1.3. Conceptual Attributes of Intrusive and Denial States

During intrusive states, people often ruminate about the serious life event
without coming any closer to resolving it. Themes related to the event overflow
the immediate topic and contaminate reactions to other events and opportunities
for action. This is called overgeneralization. It stands at an opposite pole from
disavowal of the meanings of the stress event, noted during denial states. In the
latter, there is often constriction rather than overextension of associations. With
continued states of denial, people may carry on as if the traumatic event had
not occurred or changed their lives. They maintain ordinary activities by playing
a part—that is, by using automatic response patterns in a way that may appear
mechanical and dehumanized to others familiar with their usual spontaneity.
Temporary lapses in thought, and distortions such as minimization may be noted.

During denial states, recollection of the details or sequence of events is often
inaccurate. There are areas of forgetting and disavowal of what is obvious, as
well as the presence of fantasy as these states persist. For example, a person may
make unrealistic plans about the future as a way of not facing the realistic
implications of an amputation. In contrast, during the intrusive states, the person
has difficulty in dispelling ideas once they come to mind. Even where there is a
deliberate effort to think about the traumatic event, the person may find that
he or she is unable to control awareness of the idea or topic, and emotions
mount.
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1.4. Emotional Attributes

This brings us to the extraordinary differences between the sensation of
numbness during denial states and the emotional attacks or pangs that char-
acterize the intrusive states. Numbness is not exactly the absence of a feeling
but a present subjective sense of being “benumbed.” That is, during this state
some people feel as if they were surrounded with a kind of thickening shell, as
if they are in a cocoon, especially in relation to potentially emotional and un-
settling reactions to the serious life event. In contrast, the pang of emotion is
an episode, wave, or “spell” of feeling. It is called a pang because it has a quality
of waxing and waning. At its peak, the emotions are so intensely unpleasant as
to seem unbearable, but the person comes to know that this peak will be followed
by a reduction in intensity. This is what makes it possible to “live through it.”

1.5. Somatic Attributes

During intrusive states there is often a fear of losing bodily control, usually
related to sensations that arise from the hyperactivity of various bodily systems
that are responding to the threat situation. This may include the sensation of
urgency to urinate or even involuntary defecation. Although such sensations are
typical of early reactions, fears of being unable to control vocalizations, arm
movements, or facial expressions may endure much longer. Other common
somatic responses include excessive sweating, diarrhea, tachycardia, vomiting,
and rapid breathing. Denial states may also be associated with a variety of somatic
changes and felt sensations such as constipation, fatigue, headache, or muscle
pains. There is a great deal of clinical folk wisdom suggesting that some psy-
chosomatic illnesses result from excessively prolonged efforts to avoid ideas and
emotions instigated by a serious life event.

1.6. Action Patterns

Intrusive states sometimes contain reenactments of the serious life event.
This is called compulsive repetition, a term referring to any behavior that repeats
an aspect of the serious life event. Compulsive repetition may range from minor
ticlike motions and gestures to a storylike acting out of what otherwise would
be only a thought about the event. Sometimes this acting out includes such
extremes as a complete reliving of the event in behavior without conscious aware-
ness that this is what is taking place, even though it may be readily apparent to
an observer. Minor repetitions such as facial expression and hand gestures re-
lated to the event are more common experiences. In the denial states, activity
is also sometimes increased above usual levels as people engage in excessive
sports, work, or sexual activities, in order to jam their channels of thinking and
feeling and thus stifle any ideas and emotions related to the serious life event.

These various qualities found in intrusive and denial states are present most
clearly after a person has been stressed by a serious life event. The same qualities
may occur when the individual is stressed by internal conflicts as well as by
current real losses or injuries.



2. Contents of Concern*

Here, we consider briefly the themes or constellations of ideas and emotions
that are often aroused by serious life events. For a study on the numerical
frequency of these concerns, see Krupnick and Horowitz (1981).

Any event is appraised and assimilated in relation to the past history and
the current cognitive and emotional set of the person who experiences it. Idio-
syncratic responses result. But human beings are as similar as they are different,
and certain conflicts between wishes and realities seem fairly universal after stress
events such as accidental injury, illness, and loss. Clinical studies reveal the themes
discussed in the following paragraphs as common, albeit often unconscious,
problems for the working-through process initiated by stressful life events. Such
thematic contents appear as intrusive ideas, ideas that are warded off, and ideas
that are deliberately contemplated.

2.1. Fear of Repetition

Any event that occurs may recur. The experience of anticipating painful
stress events conflicts with the wish to avoid displeasure. People fear a real
repetition and they also fear repetition in thought. A person who has had one
heart attack fears another.

2.2. Shame over Helplessness or Emptiness

Fantasies of personal omnipotence express the wish for total control of one’s
life. One aspect of the opposite but complementary concept is the fear of help-
lessness.

Omnipotence, as in having an invulnerable body or being able to prevent
disease breakdown in others, is unrealistic but is nonetheless a universal hope
and sometimes a deeply felt personal belief. The failure to prevent a stress event
such as an accident, or the breakdown that may follow an event such as an illness,
are regarded as showing loss of control, and this conflicts with the wish to have
power and mastery. People who have had a heart attack or back injury, for
example, may apologize profusely because they cannot carry out garbage cans;
they may even, inappropriately, carry them out to avoid a sense of shame for
shirking their duty or becoming useless. After a fire has burned down the family
house, parents may feel deflated in the eyes of their children now that the family
is not as comfortable as it once was. The inability to master a stressful event may
itself be regarded as a sign of personal defectiveness.

2.3. Rage at “the Source”

An important theme after stress events is anger at any symbolic figure who
can, however irrationally, be considered responsible. A mother who cuts her

*Portions of the following text are derived from the syllabus from Psychiatry 100A, University of
California, San Francisco Medical School, copyright by Mardi Horowitz, 1980.
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finger while slicing meat may feel an impulse to say to a nearby child, “See what
you made me do.” The frequent, if not universal, phenomenon of asking, “Why
did it happen?” after a stress event is associated with a need to find out who is
to blame and who should be punished. Yet rage reactions commonly conflict
with the person’s sense of social morality. A common example is rage at a person
who has fallen ill, a feeling in conflict with the recognition that it is not the
victim’s fault and that he or she ought to be helped, not blamed.

2.4. Guilt Feeling or Shame over Aggressive Impulses

Rage often leads to destructive fantasies directed toward anyone symbolically
connected to the personal frustrations triggered by a stressful event, especially
when the event itself included violent aspects. These destructive, vengeful fan-
tasies may conflict with the person’s own sense of conscience. Feelings of guilt
or shame result, especially if hostility has been expressed impulsively. Negative
feeling toward a person who has died, with reactive guilt or shame, is a common
version of this conflict.

2.5. Fear of Aggressivity

There is another conflict between the destructive fantasies mentioned above
and the wish to remain in control. A person fears being driven to act out fantasies
impulsively in an out-of-control manner. For example, a soldier traumatized by
repeated combat experiences often fears, on return to civilian life, that he will
physically attack people who frustrate him only slightly.

2.6. Survivor Guilt

When others have been injured or killed, one is relieved to realize that one
has been spared. Once again, at a level of magical thinking, there is an irrational
belief that destiny chooses an allotment of victims, as if to placate the primitive
gods, and that if one has eluded the Fates, it is at the expense of those inevitable
victims who have not been spared. The wish to be a survivor conflicts with moral
attitudes, leading to self-castigation for selfishness.

2.7. Fear of Identification or Merger with Victims

A complementary theme related to survivor guilt is the fear of not being
separate from the victims. At a primitive level of thinking, people do not conceive
of themselves as being discretely separate. If an event has hurt another, there
is a primitive fear that it may hurt oneself. This may set in motion a train of
thought—even in conflict with reality—that assumes the self as victim.



2.8. Sadness in Relation to Loss

Any painful stress event includes an element of loss and conflicts with the
universal wish for permanence, safety, and satisfaction. The loss may be another
person, an external resource, or an aspect of the self. Naturally, some losses are
more symbolic than real, but they are no less important. A person who has been
laid off from work—not for personal reasons but because a plant has closed—
may suffer a loss of self-esteem as a result of losing his or her work role.

2.9. Recapitulation

The common forms and contents of psychological reactions to stress have
been summarized above. One should learn to look for these configurations in
patients after they have experienced serious life events or after they have been
given serious news about the state of their health. It is especially important to know
the signs and symptoms of the denial and intrusion phases noted above and to realize how
pervasive the stage of denial may be. The health care professional often has to repeat
the information given the patient at various times and in various doses before
it is completely “heard” by the patient.

Intrusive experiences, such as unwelcome fantasy images related to the
stressful event, should be asked about directly, as patients often do not report
such matters spontaneously. The common concerns of patients are often sur-
prising because some of them seem irrational. Health care professionals are most
often surprised by the angry response of some patients and make a common
error of being personally hurt by it rather than understanding it as a stress
response and maintaining rapport as the patient attempts to master the stressful
situation.

3. Coping

Coping is a term that usually suggests that the person is reacting as adaptively
as possible to a stress event. In the theoretical system of Kroeber (1963) and
Haan (1977), coping is regarded as a more adaptive and conscious process than
is a defense. Here, however, we do not make a definite distinction between coping
and defense mechanisms; rather, we regard them as different perspectives or
value judgments about essentially the same mental processes.

Is a process of psychological defense or a strategy of coping adaptive or
maladaptive? Defensive denial can be adaptive when it prevents a person from
being overwhelmed with panic; at the same time, it can be maladaptive when it
tends to limit the scope of information to be used in realistic planning. To make
matters more complex, the average person processes information at various
levels of awareness and in relation to a variety of belief systems. For example,
a person who has been hospitalized after a heart attack may be aware of the
threat posed by this illness and yet be operating as if it were only a minor one.
The patient’s conscious level of awareness of the danger may also fluctuate.
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When the chief resident comes by on ward rounds, the patient may converse in
a way that indicates a full understanding of the existing situation. Yet moments
later, in conversation with the nurse, the patient may insist on getting out of
bed, displaying belief that the illness is not serious. Repeated conversations with
the same physician may occur when the patient is in different states of mind. A
conversation on Tuesday may be based on a realistic appraisal of changes in life
patterns that will be necessary because of illness. A conversation on Wednesday
may surprise the physician: the patient may reveal that, at some level, the im-
plications of the illness are still being denied. The denial can be said to be adaptive
in reducing fear and allowing pacing of decisions, and that may help the patient
feel less troubled, but postponing awareness of what must be faced may also
lead to hazardous choices of action.

Strategies for coping with or defending against threats involve choices about
what topics to think about and to act on. (For some quantitative data, see also
Horowitz & Wilner, 1980.) For example, one common reaction to serious news
is to think intensively about it; another is to avoid thinking about it at all. By
switching between thinking about it and not thinking about it, people can dose
themselves with information and thereby modulate their emotional responses.
For example, relatives of a patient who is undergoing serious surgery must wait
in the hospital to discover the outcome of the surgical procedure. They can
think about good outcomes as well as the possibility of death. Thinking about
the surgery and the possibility of death will raise their fear and anxiety. By
talking, reading, or thinking about other topics, they may temporarily relieve
their anxiety about the threatening situation and recover emotional stability.

Another way of coping is to alter the time period that one is contemplating.
For example, a person facing an unpleasant procedure—such as having an
illuminated viewing tube passed down the throat into the lungs—may focus on
an extremely short time interval like 2 or 3 seconds; such a person may contem-
plate the present moment in terms of long stretches of time, so that the length
of time for the procedure pales in significance. Another common coping or
defensive strategy is to switch back and forth between reality thinking and fantasy
thinking. This type of oscillation between reality-oriented thought and fantasy
is also common after bereavement. For example, after the death of a loved one,
a person may have pleasant memories of the previous relationship or may fan-
tasize some kind of future restoration of the lost person. Either technique may
help the person to cope with intense grief. A different method of coping with
the situation might be to think realistically about the many life changes that now
have to take place, including alteration of day-to-day routines.

Another coping strategy involves using different modalities of thought. A
person who usually thinks in words may use more visual imagery in very stressful
situations. For example, a person who is in the hospital, unable to eat and being
maintained only with intravenous fluids, may temporarily reduce hunger by
mentally smelling or visualizing a favorite meal. The other extreme can also be
present in states of stress. That is, a person who has been in an automobile
accident and has seen her own or others’ injured bodies may attempt to avoid
all mental images and to deal with the accident verbally in order to avoid the
emotions accompanying the visual recollection.

Still another commen coping strategy is to change one’s level of activation
as in changing states of consciousness. One may become more aroused, which



can be maladaptive as the person becomes hypervigilant; or one may have in-
creased periods of sleep, lapsing into a kind of reduced activity state that seems
almost like hibernation. Shifts in roles for the self and in the role relationships
between oneself and others also provide opportunities for both coping and
defensive behavior. When a person is placed in a hospital, lies in bed, and is
attended in various ways, there is a tendency to regression. This is not necessarily
maladaptive, although regression was listed as one of the mechanisms of defense.
The person returns to a self-concept in which it is all right to depend on another
for feeding, bathing, and toilet care; in this way, he or she does not have to feel
ashamed about not being self-sufficient. Group attachments and opportunities
for increased interpersonal relationships also help people to cope with stress.
One advantage of having several patients in the same room is that they form
bonds that help them all cope with their present situations. This advantage
sometimes compensates for the disadvantages of the increased noise, distur-
bances, possibilities of contamination, and so forth.

People also seem to have some control over which of several possible self-
images is dominant at a given moment. For example, under stress of illness,
some people become more aloof, distant, and withdrawn rather than increasing
their attachment to others. This may, however, be their own way of focusing
energy on dealing with an internal situation. Others assume more than usual
competency and behave more courageously, wisely, or altruistically than they
do in their usual life circumstances.

Seeking new information is an important way of coping with a stressful
event (Janis & Mann, 1977). The physician gives the patient information about
topics on which he or she is an expert and the patient is not. The interpretation
of this information and help in appraising its implications are important activities
of the physician, who must assure patients that, as they gradually revise their
goals and actions, the doctor—patient relationship will be maintained. Other
members of the health team are often involved in helping the patient practice
new behavior, just as a physical therapist establishes a supportive relationship
with a patient learning to walk on crutches after an amputation or gradually
learning to use a new prosthesis. The above are examples of common coping
strategies. The achievement of humor and wisdom, the use of philosophical or
religious perspectives during stressful situations, as well as the creation of new
identities and capacities are some of the most impressive and unique methods
of coping and personal growth in the face of crisis. (See also Moos, 1976.)

When the individual has experienced serious life events, exhibits patholog-
ical states of stress response (as illustrated in Figure 1), and has difficulty in
coping within the existing social network, then treatment may be indicated. Some
aspects of the therapy process are discussed below.

4. Treatment

Part of becoming a healing professional is learning to help people cope with
stressful situations that cannot be immediately resolved. This ability takes time
to develop and improves with experience. Difficult cases should always be re-
ferred to a mental health specialist for treatment.
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4.1. Goals of Treatment for Stress Response Syndromes

We can state three general goals of therapy:

1. Despite the fact that a person may have experienced a loss of injury, an
ideal goal would allow him or her to retain a sense of competence and
self-worth. In doing so, the person would have to accept whatever un-
alterable limitations were placed on previous life plans. This should be
done without loss of hope or a sense of meaning in life.

2. The person should continue progress in realistic and adaptive action.
This would include maintenance of available relationships and devel-
opment of new, adaptively useful ones.

3. In terms of long-range experience and behavior, an ideal goal for com-
pletion of working through reactions to a serious life event would be the
use of that experience, even with its inherent loss, for some type of
growth.

4.2. The Pattern of Psychological Treatment

After a serious life event, individuals usually reconsider the meanings and
plans for response to that event in a manner that is systematic, step by step, and
dosed. When emotional responses become excessive or threaten flooding, the
person initiates control operations. Anxiety aroused by the threat of being flooded
with powerful and painful emotions requires coping and defensive operations
to reduce this danger. Here we will focus on some generalization about the
function of such controls or such failures of control (for details, see Horowitz,
1976, 1979; Horowitz & Kaltreider, 1979, 1980).

If the mind has not been able to assimilate the sets of meanings, recollection
counteracting these controls will occur. When the person cannot handle both
the repetition compulsion and the defensive counters, help is sought. The ther-
apist, after establishing a working alliance, assists the person in working through
the natural responses to the event and the overall situation. In addition, efforts
may be directed at modification of preexisting conflicts, developmental diffi-
culties, and defensive styles that made the person unusually vulnerable to trau-
matization by this particular experience.

Therapy is dependent in part on establishing a safe relationship. Once this
is done, work within therapy alters the status of the patient’s controls. With a
safe relationship and gradual modification of controls, the patient can then
proceed to reappraise the serious life event, as well as the meaning associated
with it, and make the necessary revisions of inner models of self and the world.
As reappraisal and revision take place, the person is in a position to make new
decisions and to engage in adaptive actions, trying out the altered models until
they gradually become automatic. Overlapping with these processes is the ne-
cessity of working through reactions to the approaching loss of the therapist
and the therapy.

There may be early testing by the patient both of the safety of the rela-
tionship and the therapist’s ability to offer help in coping with symptoms. Most



commonly, patients will seek help for intrusive symptoms. These symptoms can
seem less overwhelming when the therapist provides an understanding of them
and encourages the patient to work through feelings one step at a time rather
than all at once. If anxiety, sleep disturbances, or depressions are profound and
refractory, appropriate medications may be indicated. Patients who are more
handicapped by their avoidance symptoms can be helped, through encourage-
ment from the therapist, to recollect the stress event by way of associations while
also working toward changing the attitudes that made the controls necessary.
When the person experiences relative failures of control, the activities of
the therapist are geared toward helping the person regain a sense of the ability
to be self-regulating. This is done through helping the patient to focus attention,
by asking questions or repeating comments, and by clarifying statements. Most
importantly, the process is helped by reconstructive interpretations—interpre-
tations that help the patient to order facts in a sequence of time, to make ap-
propriate linkages, and to separate reality from fantasy. Thus the threats of

Table 3. Priorities of Treatment

Priority Patient’s current state Treatment goal
1 Under continuing impact of If possible, terminate the external event or
external stress event remove the patient from contact with it.

If stress must continue, develop and maintain
helping relationships.

Help with decisions, plans, or working
through of meanings.

2 Swings to intolerable levels: Reduce amplitude of swings to tolerable
Ideational-emotional attacks levels through reassurance and support or
Paralyzing denial and numbness use of antianxiety medications or

temporary sedatives at night.
Allow person to talk repeatedly about the
event or the person’s reaction to it.

3 Frozen in overcontrol state of Help patient “dose” reexperience of event
denial and numbness with or and implications; that is, help to remember
without intrusive repetitions for a time, put out of mind for a time,

remember for a time, and so on.

During periods of recollection, help patient
organize as well as express experience;
therapeutic relationship increases sense of
safety in present so patient can allow
contemplation of the event.

4 Able to experience and tolerate Help patient work through associations: the
episodes of ideation and waves conceptual, emotional, object relations, and
of emotion self-image implications of the stress event.

Help patient relate this stress event to prior
threats, relationships, and self-concepts as
well as future plans.

5 Able to work through ideas and Work through loss of therapeutic
emotions on one’s own relationship.
Terminate treatment.
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reality may be decreased by reducing the adherence to fantasy expectations.
Even when people are frightened by their own impending death, as when they
have a serious and fatal illness, they can often cope with the reality of this
courageously if they are helped to dissociate the real loss, real sadness, and real
tragedy from imagined, fearsome consequences such as being entombed while
alive, being helpless and deserted by people, and endlessly falling away from
life with continued panic-stricken consciousness.

One aspect of working through a serious life event is review of the various
self-images and role relationships that are associated with it. Because of the
emotional pain aroused by this review, most patients will have interrupted some
aspects of it. In therapy, the controls or defenses used in that interruption are
set aside in a sequential manner. Most of this is done automatically by the patients
themselves, once they have established a safe relationship with the therapist.
When there is reluctance to do so, the therapist, using a repertoire of psycho-
therapeutic interventions, may alter the defenses by interpreting them and the
reasons for them, by increasing attention to warded-off material through inter-
pretation and labeling, or by simply creating evocative situations into which the
patient will bring the ideas and feelings that have been avoided. These oversim-
plified principles of treatment are covered in more detail elsewhere (Horowitz,
1976, 1979) and are listed in Table 3 according to priorities of treatment.

4.3. Summary

Serious life events may set in motion a psychological process that manifests
itself by variations in mental states. Most frequently, states of mind involve
intrusive and avoidant experiences. These intrusive and avoidance or denial
periods often occur in phases that typify many stress response syndromes. To
these periods of strain, the person brings his or her particular personality, es-
pecially as evidenced by modes of coping with and defending against the increase
in stress and the implications of the specific life event. Psychotherapy is often
the treatment of choice when a person develops pathological intensifications of
these stress response syndromes.
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The Risks and Course of

Coronary Artery Disease
A Biopsychosocial Perspective

WiLLiAM H. KAPLAN AND CHASE P. KIMBALL

The focus of this chapter is on the biological, psychological, and sociocultural
risk factors that impinge on the patient suffering from coronary artery disease,
a condition manifested clinically by angina pectoris, myocardial infarction, or
sudden death. The first section of the chapter examines precursors to the illness
in the premorbid period, the time prior to the onset of signs and symptoms of
coronary artery disease. Although a comprehensive review of the literature con-
cerning the psychological and social risk factors of coronary artery disease is
beyond the scope of this chapter, a wealth of research data of varying quality
and sometimes contradictory results can be highlighted. For a more thorough
review, one can look to articles by Jenkins (1971; 1976a,b), which study the
literature through 1976.

From an economic point of view, one can appreciate the tremendous interest
in identifying risk factors which, it is hoped, can be manipulated to reduce the
incidence of coronary artery disease. This condition, the leading cause of death
in the United States, killed 720,000 people in 1976 and represented an estimated
total cost of $54 billion (Cooper & Rice, 1976). One frustration has been that
established risk factors—such as hypertension, cigarette smoking, obesity, phys-
ical inactivity, diabetes mellitus, elevations of serum cholesterol and low-density
lipoproteins, and a family history of coronary artery disease—fail to predict a
significant number of people who develop coronary artery disease (Jenkins, 1971,
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1976a). For example, there was a large study (Keys, Aravanis, Blackburn, van
Buchem, Buzina, Djordjevic, Fidanza, Karvonen, Menotti, Puddu, & Taylor,
1972a), comparing men 40 to 59 years of age in the United States and Europe
who were free from coronary artery disease. At follow-up 5 years later, ap-
proximately twice as many Americans showed clear evidence of coronary artery
disease as did Europeans matched for age, blood pressure, serum cholesterol,
smoking habits, body weight, and level of physical activity. Although antihy-
pertensive medication, increased physical activity, restriction of caloric intake
and saturated fats, and reduction in cigarette smoking have had a salutary effect
on the alarming incidence of coronary artery disease among those in the prime
of life, the disease continues to afflict Americans, especially males, at a disturbing
rate.

Another precursor that seems to have predictive value is the coronary-prone
behavior pattern, known as Type A, typified by an individual who is highly
competitive, hard-working, impatient and time-conscious, excessively driven to
achieve, visibly tense, and who displays a tendency to suppress hostility. The
association between personality traits and a predisposition to coronary artery
disease was observed as early as 1896 by William Osler, M.D. (1896), who noted
that angina was most likely to be seen in the vigorous, keen, and ambitious man
“whose engine is always set at full speed ahead.” As discussed by Goldband,
Katkin, and Morell (1979), the Type A personality appears prone to coronary
artery disease because of a hypersensitivity to stress that seems to result in an
acceleration in the formation of thrombi and of atherosclerotic plaque as well
as in hemodynamic changes. Nevertheless, the limitation with the “prone per-
sonality” paradigm is that it says little about the relationship between behavior
and physiologic events. Much convincing research is now revealing the patho-
physiologic link between personality traits, stressors, and coronary artery disease.
For example, Glass (1977) has proposed the beta-adrenergic response to specific
stressors as mediating between a coronary-prone behavior pattern and coronary
artery disease. This chapter examines other relevant research that addresses the
issue of finding a more direct measure of risk for coronary artery disease.

Social status, social mobility, status incongruity, life dissatisfactions, levels of
anxiety, and neurotic traits have all been shown to have some degree of cor-
relative value. Psychological stressors such as death in a family, loss of a job, or
relocation of home may also have predictive value. The effects of these envi-
ronmental stressors may be mitigated by various coping mechanisms and social
supports.

Thus, one’s frame of mind—that is, how the individual receives and pro-
cesses stimuli from the environment—has a profound effect on the development
of coronary artery disease. An environmental stimulus may elicit specific re-
sponses from the endocrine and autonomic nervous systems, responses that may
stress a specific organ system which has been sensitized by predisposing genetic
factors and epigenetic psychological experiences. A given stimulus may be a
stressor that carries with it specific pathological implications for one individual
whereas, for another, this same stimulus may cause activation of the body without
untoward physiologic or psychological effects. For the latter, one may observe
that the experience has coping and adaptive functions. This issue of stress versus
activation is covered in detail in a recent book edited by Ursin, Baade, and
Levine (1978).



Risks for the coronary patient in the illness-onset and hospital phases of the
disease are influenced by personality type, the nature of defense mechanisms
(such as denial), and the presence of psychopathology. The hospital course may
carry additional risks in the presence of an acute-phase delirium, marked anxiety,
or major depressive syndrome. The course of the illness can be exacerbated by
the roles of the intensive and coronary care units, with their potential for ex-
posing the patient to sensory deprivation and extraordinary types of sensory
input that may cause considerable stress and lead to psychological complications.
Sleep deprivation during the hospital phase has been shown to compromise the
psychologic and physiologic adjustment of the patient who has sustained a myo-
cardial infarction. There are iatrogenic risks to recovery stemming not only
from hospital environments but also from surgery and medications. For example,
psychotropic medications intended to relax and sedate a patient may have the
opposite effect, resulting in agitation, confusion, and delirium.

The posthospital phase may be a period of recovery and rehabilitation or
a period of nonrecovery, with deterioration or a recurrence of symptoms. One
may find a seemingly paradoxical response to medical and surgical interventions
in which a good physiologic outcome is documented yet the patient maintains
a poor level of psychosocial functioning. What are the effective rehabilitative
interventions? Can exercise, psychotherapy, and education about disease pre-
cursors reduce risk factors, improve prognosis of recovery, and militate against
new cardiovascular insults?

1. Premorbid Phase: Who Is at Risk?

1.1. Mind over Body

What composite of the individual at risk for coronary artery disease can be
drawn from available data regarding genetic makeup, personal habits, social and
cultural biases, and personality structure? Much of the research associating a
causal link between the coronary-prone personality and the development of
coronary artery disease is contaminated by its retrospective nature. It raises the
chicken-and-egg dilemma: that is, to what extent does coronary disease itself,
perhaps even before clinical symptoms are apparent, dictate features of behavior,
defensive structure, and personality? Prospective epidemiologic studies help to
clarify this confusion.

Eisenberg (1979) raises the question whether health is a state of mind.
Vaillant (1979) reports results from the Grant Study of Adult Development
which, over a 40-year period, followed male Harvard college students identified
at the outset as healthy physically and psychologically. Of the 59 men from the
ages of 21 to 46 with the best mental health, only two became chronically ill or
died by the age of 53. In contrast, of the 48 men with the worst mental health
over a corresponding period of time, 18 suffered from chronic illness or died.
Vaillant points out that the relationship between previous mental health and
subsequent risk of physical disease remains statistically significant independent
of the effects of alcohol, tobacco, weight, and family history of longevity.

Betz and Thomas (1979) in their 30-year follow-up study of white male
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medical students at Johns Hopkins suggest that temperament is a valid predictor
of vulnerability to premature disease and death. The students fell into three
discrete temperament categories on various psychological measures, allowing
them to be defined as an Alpha Group, which was slow and solid; a Beta Group,
which was rapid and facile; and a Gamma Group, which was irregular and
uneven. There were significant differences in health outcomes among the three
groups, with the Beta Type having acquired the fewest major physical disorders
and the Gamma Type the most. For example, in one sample in which the rater
of temperament remained blind to the health or disorder status of the subjects,
none of the 39 Beta Type individuals had clinical evidence of coronary artery
disease whereas eleven out of 60 of the Gamma Group did, with 6 dying of
coronary occlusion. This sample population was drawn from the medical student
classes of 1949 to 1964 and examined in 1978.

Medalie, Kahn, Neufeld, Riss, and Goldbourt (1973) followed 10,000 male
Israeli government employees over a 5-year period to examine first myocardial
infarctions during the study period. The study revealed the statistical significance
of traditional risk factors such as obesity, smoking, elevated serum cholesterol,
and high blood pressure. However, other findings point to sociocultural factors
as risks. For example, the increased risk of myocardial infarction in all first-
generation Israelis with a reduced incidence rate in the second generation sug-
gests the stress of adjusting to a new type of society. Those who reported serious
problems relating to superiors at work and those who felt that superiors showed
little appreciation for their performance developed significantly higher rates of
coronary artery disease. Subjects who reported receiving love and support from
their wives had a lower incidence of myocardial infarction during the study.
Finally, the researchers discovered an inverse relationship between degree of
religiosity and incidence of myocardial infarction.

Berkman and Syme (1979) investigated the relationship between social and
community ties and mortality in a 9-year follow-up study of 6,928 adults. They
conclude that those who lack meaningful relationships were at greater risk of
dying. They used four sources to assess social relatedness: marriage, contacts
with close friends and relatives, church membership, and group associations.
Risk of death during the study period increased 2.3 times for men and 2.8 times
for women who tended toward isolation. What makes these results all the more
impressive is the fact that they were valid independent of self-reported health
status at the start of the survey, socioeconomic status, smoking, alcohol con-
sumption, obesity, and physical activity.

1.2. Risks Related to Biochemistry, Personal Habits, and Family History

Stern (1979) reports that mortality from coronary artery disease declined
20.7% in the United States between 1968 and 1976. Evidence suggests that the
improvement relates to changes in diet with a resulting decline in serum cho-
lesterol, decreased cigarette smoking, better control of hypertension and possibly
an increase in physical exercise. The epidemiologic evidence supporting the
predictive value of genetic and biological factors plus personal habits such as
diet, exercise and smoking, as they relate to risk for coronary artery disease is



reviewed by Hinkle (1967); Dawber and Kannel (1962); Epstein (1971a); and
Hatch, Reissel, Poon-king, Canellos, Lees, and Hagopian (1966).

Paffenbarger, Notkin, Krueger, Wolf, Thorne, LeBauer, and Williams (1966)
have presented data collected on 45,000 former University of Pennsylvania and
Harvard University students to assess susceptibility to chronic disease. Compar-
isons were made between the first 590 males known to have died from coronary
artery disease and 1,180 randomly chosen classmates of equivalent age. Iden-
tified precursors to coronary artery disease included heavy cigarette smoking,
higher levels of blood pressure, increased body weight, early parental death,
nonparticipation in varsity sports, and a higher emotional index. Paffenbarger
and Wing (1969) compared 1,146 of these students who died from coronary
artery disease with 2,292 classmates. Both cigarette smoking and nonpartici-
pation in sports increased the risk of coronary death by 50%. The authors add
that since the index of physical activity was arbitrarily taken as participation in
a varsity sport, the protective effect of physical activity may well have been
minimized (a broader classification of athletic endeavors might have made the
risk of nonparticipation more dramatic). A systolic blood pressure greater than
130 mm Hg increased the risk 40%, and increased body weight, shortness of
stature, and early parental death each increased the risk of fatal coronary heart
disease by 30%.

A study by Dimsdale, Hutter, Gilbert, Hackett, Block, and Catanzano (1979)
compared various risk-factor combinations to predict, prior to coronary an-
giography, anatomical narrowing of the coronary arteries. The risk-factor ori-
entations were: (1) clinical, including items such as history of myocardial in-
farction, extent of angina, and EKG abnormalities; (2) epidemiological, consisting
of fasting cholesterol and triglyceride levels, blood pressure, history of diabetes,
family history of coronary artery disease, and smoking; and (3) psychosomatic,
including factors such as anxiety, depression, anger, denial, life stress, and Type
A personality features. The clinical orientation was the best predictor, but the
epidemiological model also proved useful. In contrast, the psychosomatic factors
were not accurate predictors of coronary artery disease.

The Albany and Framingham studies reviewed the smoking habits of 4,120
men (Doyle, Dawber, Kannel, Heslin, & Kahn, 1962). In both groups, the men
were free of coronary artery disease at the first examination. Heavy cigarette
smoking raised the risk of myocardial infarction threefold by comparison with
nonsmokers, pipe and cigar smokers, and former cigarette smokers. Gordon,
Kannel, McGee, and Dawber (1974) conclude that the rapid drop in the incidence
of coronary artery disease in men who stop smoking means that cigarettes—
which increase platelet adhesiveness, raise carboxyhemoglobin, and increase myo-
cardial irritability, all of which may contribute to myocardial infarction or sud-
den death—have a “reversible triggering effect.”

For those who fear that the risk factors for coronary artery disease must
include most of life’s indulgences, one can take some relief from the study by
Yano, Rhoads, and Kagan (1977), who have been following 7,705 Japanese men
living in Hawaii. Their analysis of 294 new cases of coronary artery disease
showed a positive association between coffee consumption and risk, but this
became statistically insignificant when cigarette smoking was considered. If coffee
drinkers can take some small consolation in that finding, drinkers of moderate
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amounts of alcohol may rejoice because there was a strong negative association
between such consumption and the risk of nonfatal myocardial infarction and
death from coronary artery disease. This negative association remained signif-
icant even when considering smoking and other established risk factors. This
benefit from alcohol may stem from its effect on lipid metabolism. In the present
cohort population, the authors found a positive correlation to high-density li-
poprotein (HDL) and a negative association to low-density lipoprotein (LDL)
when compared with alcohol intake. The authors have previously demonstrated
that these two lipoproteins, acting independently and in opposite directions, are
strongly associated with the risk of coronary artery disease (Rhoads, Gulbrand-
sen, & Kagan, 1976).

There is impressive physiologic and epidemiologic evidence that exercise
serves a protective role with respect to coronary heart disease. Hartung, Foreyt,
Mitchell, Vlasek, and Grotto (1980) report a study comparing three groups of
healthy middle-aged men: namely, marathon runners, joggers, and inactive men.
Differences in meat consumption did not correlate in a statistically significant
manner with HDL differences in these men; the HDL for marathon runners
was 65 mg per deciliter; joggers, 58 mg per deciliter; and inactive men, 43 mg
per deciliter. The conclusion is that the running, not diet, accounts for the
differences in HDL. The extent of running also predicted well the HDL: total
cholesterol rates and had a negative correlation to total cholesterol.

Williams, Logue, Lewis, Barton, Stead, Wallace, and Pizzo (1980) studied
the effects of physical conditioning on fibrinolytic activity. After a 10-week phys-
ical conditioning program, significant increases in fibrinolytic activity following
venous occlusion using a blood pressure cuff were noted. The most marked rises
occurred in women, people with initially low levels of stimulated fibrinolysis, and
those with initially low physical activity. The authors conclude that physical
exercise, by augmenting the fibrinolytic response to a thrombotic stress (simu-
lated in the study by venous occlusion), may account in part for the reduction
in risk for coronary artery disease in the physically active.

Obesity has been a variable associated with increased risk, but as Keys,
Aravanis, Blackburn, van Buchem, Buzino, Djordjevic, Fidanza, Karvonen, Men-
otti, Puddu, and Taylor (1972b) reported in a large prospective study of men
aged 40 through 59, obesity did not contribute significantly to prediction of
coronary artery disease when factors of age, blood pressure, serum cholesterol,
and smoking were included. Gordon, Castelli, Hjortland, Kannel, and Dawber
(1977) examined the roles of diabetes, blood lipids and obesity as risk factors
for women aged 49 to 82 in the Framingham Study. Women with diabetes and
alow HDL cholesterol level were at increased risk for developing coronary artery
disease. Both the diabetes and lipoprotein profile correlated strongly with obe-
sity. They concluded that a low HDL with diabetes mellitus raised women’s risk
of acquiring coronary artery disease above that of men.

Much research has tried to tease out the relative influences of “state versus
trait” characteristics, that is, the environmental and clinical picture versus innate,
enduring biological characteristics as predictors of risk. For example, Medalie,
Levene, Papier, Goldbourt, Dreyfuss, Oran, Neufeld, and Riss (1971), in their
5-year prospective study of 10,000 male Israeli government employees, have
found a difference in genetic makeup identified by blood groups for predicting



increased vulnerability. Men belonging to blood groups Al, B, A1B, or Jka~
had somewhat higher incident rates for angina and myocardial infarction. The
combination blood group A1BJk2~ seemed to sustain a strikingly higher rate of
clinical coronary artery disease.

However, a consistent, all-inclusive biological marker for coronary artery
disease remains elusive. Rather, the evidence seems to point to the significance
of the interplay between states and traits. Epstein (1971b) notes that heredity
must be a risk factor in order to explain the biological variation (Gaussian dis-
tribution) for variables such as blood pressure and cholesterol in fairly homog-
enous environments. Russek and Russek (1972) observe that the atherogenicity
of emotional stress seems linked to diets high in animal fat. Without the dietary
changes, certain racial groups—for example, Chinese, Japanese, and Koreans—
seem at a relatively low risk for coronary artery disease.

Epidemiologic studies of coronary artery disease in men of Japanese ancestry
residing in Japan, Hawaii, and California lend further evidence to the inter-
mingling effects of state and trait. Mortality from coronary artery disease in-
creases in this population from Japan to Hawaii to California (Syme, Marmot,
Kagan, Kato, & Rhoads, 1975). Serum cholesterol, glucose, uric acid, and tri-
glycerides were lower for men in Japan by comparison with Hawaii and Cali-
fornia (Nichaman, Hamilton, Kagan, Grier, Sachs, & Syme, 1976). A comparison
of the three groups for definite plus possible incidence of coronary artery disease
revealed prevalence rates per 1,000 in Japan (25.4), Hawaii (34.7), and California
(44.6), for a male population aged 45 to 69. This gradient is not well explained
by traditional risk factors, since prevalence of hypertension in the Japan group
was intermediate to that in Hawaii and California. In addition, cigarette smoking
and diabetes are relatively common in Japan. Therefore, differences in diet,
patterns of work, and life-style would seem to be critical variables that supersede
genetic makeup and at least some of the traditional risk factors (Marmot, Syme,
Kagan, Kato, Cohen, & Belsky, 1975).

The hereditary influence for risk of acquiring coronary heart disease is
pronounced in a Norwegian population of men aged 20 to 49 years. Fgrde and
Thelle (1977) found that the risk of myocardial infarction in a male before age
50 increased 12.8 times if he had a first-degree female relative with a myocardial
infarction and 5.5 times if the relative was male. Thus, when environmental
factors are neutralized by the homogeneity of the life experience, in contrast to
the males of Japanese ancestry reported earlier, a genetic variable as a risk factor
becomes more prominent.

1.3. The Risk of the Coronary-Prone Behavior Pattern

Friedman and Rosenman (1959) postulated that a particular constellation
of behaviors characterized by an intense drive to achieve, a high degree of
competitiveness, precoccupation with meeting deadlines, and extraordinary mental
and physical alertness made one vulnerable to coronary artery disease, either in
association with other risk factors or by inducing them. They defined the Type
A personality as having these features and the Type B as manifesting an opposite
behavior pattern. They found the Type A group to have a much higher incidence
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of coronary artery disease and higher serum cholesterol. Friedman, Rosenman,
Straus, Wurm, and Kositchek (1968) studied at autopsy the coronary arteries of
51 men who had been enrolled in a prospective study to examine the relationship
between coronary artery disease and type of behavior pattern. They concluded
that those who exhibited a Type A personality in life had a sixfold increased
risk of dying from coronary artery disease than subjects who were classified as
Type B. Irrespective of the cause of death, the Type A personality was six times
as likely to have severe atherosclerosis. To standardize assessment of this cor-
onary-prone behavior pattern, a self-administered, machine-scored test ques-
tionnaire called the Jenkins Activity Survey (JAS) was developed. Jenkins, Zyzan-
ski, and Rosenman (1971) reported on the success of the JAS for men in the
Western Collaborative Group Study, 2,800 of whom took the test twice, in 1965
and 1966. Men who had suffered from coronary artery disease prior to taking
the JAS scored significantly higher for the Type A profile than controls. Those
with evidence of coronary artery disease showed a greater propensity for com-
petitiveness, responsibility, and a hard-driving quality.

Brand, Rosenman, Sholtz, and Friedman (1976) provided further convinc-
ing evidence of the powerful tool for predicting risk that is provided by the
Type A-Type B model. Again using the Western Collaborative Group Study,
257 men who at intake were between the ages of 39 and 59 were found to have
developed coronary artery disease at follow up 8%z years later. Removal of the
excess risk associated with Type A behavior would correspond to a 31% reduction
in the incidence of coronary artery disease. The direct association between this
behavior pattern and coronary artery disease gives the Type A an approximate
relative risk twice that of the Type B.

Jenkins, Zyzanski, and Rosenman (1976) demonstrated the effectiveness of
the Type A pattern for predicting recurrent coronary artery disease. Type A
behavior, the number of cigarettes smoked, and serum cholesterol were signif-
icant discriminators between men who developed recurrent disease versus those
with only a single event of coronary artery disease. The Type A pattern proved
to be the strongest single predictor of coronary artery disease among the variables
examined. The adaptability of the JAS for assessing progression of disease is
demonstrated in a study by Krantz, Sanmarco, Selvester, and Matthews (1979),
which examined patients who underwent repeat coronary angiograms within an
average interval of 17 months. There was a significant positive association be-
tween the JAS Type A score and progression of coronary artery disease. Fur-
thermore, Type B subjects were unlikely to show progression of disease.

In conclusion, the Type A model has much predictive value in identifying
risk for the development of recurrence of coronary artery disease, but it does
not reveal the pathophysiologic process by which it operates.

2. Biological Mediators of Coronary Artery Disease

A clearer understanding of physiologic events in the formation of ather-
osclerosis will assess the utility of the coronary-prone behavior pattern as a
predictor of coronary artery disease and perhaps pave the way to a more precise,
physiologic measure of risk.



Manuck, Craft, and Gold (1978) conducted experiments showing that Type
A males had greater elevations of systolic blood pressure when introduced to a
difficult cognitive task than Type B males. The cold-pressor test used by Keys,
Taylor, Blackburn, Brozek, Anderson, and Simonson (1971) is a physiologic
measure unconnected to the Type A behavior pattern. Blood pressure changes
are measured in the subject after placing a forearm in ice water. This experiment,
as a 20-year prospective study, revealed the rise in diastolic blood pressure to
be a greater predictor of risk for coronary artery disease than any variable
studied, including serum cholesterol, age, resting blood pressure, or smoking.

The discharge of catecholamines by the sympathetic adrenergic nervous
system when the individual sustains stress sets off a cascade of events associated
with coronary artery disease, including blood pressure elevation. The elevation
of catecholamines raises cholesterol, lipoproteins, triglycerides, and free fatty
acids. Atheromatous plaque may form in vessel walls at an augmented rate due
to an increase in circulating fats. Free fatty acids may be responsible for intra-
vascular platelet aggregation which can evolve into narrowing and occlusion of
the coronary arteries (Haft & Fani, 1973; Stimmel, 1979). Psychologic stress
which results in elevation of catecholamines has been shown to cause EKG ab-
normalities that are potentially serious, especially in the face of existing coronary
artery disease (Stimmel, 1979; Froberg, Karlsson, Levi, Lidberg, & Seeman,
1970; Taggart, Carruthers, & Someiville, 1973; Lown, DeSilva, & Lensen, 1978).

3. Psychosocial Risk Factors of Coronary Artery Disease

As noted in the introduction, Jenkins does a thorough review of the relevant
literature in this area up to 1976. A burgeoning of research in this field followed
the development of the Social Readjustment Rating Scale by Holmes and Rahe
(1967). The assumption was made that stressful life events can have a deleterious
effect on one’s health by triggering psychophysiologic reactions to environmental
stimuli. The scheme owed a debt to the work of Adolf Meyer who, in the early
part of this century, proposed the life chart; it examined the way in which
biological, psychological, and sociological phenomena interacted to affect one’s
health and predisposition to disease. The Social Readjustment Rating Scale has
shown that losses such as death of a spouse, divorce, or marital separation are
the stresses consistently ranked most severe. However, many of the items on the
scale carry no obvious negative connotation but simply represent life change—
for example, a new home, school, or job. As the authors explain, the focus of
the scale is to measure significant life changes from the existing state, without
concern for psychological meaning or social desirability. Masuda and Holmes
(1978) review the literature on the association between illness and accumulation
of life change. They conclude that the evidence supports the notion that the
greater the magnitude of life change, the greater the risk of illness. Nuckolls,
Cassel, and Kaplan (1972) observed that pregnant women with high life-stress
scores but a strong social support network had significantly fewer complications
during the remainder of the pregnancy and delivery than pregnant women with
similar stress scores but low social support scores.

Shekelle, Ostfeld, and Oglesby (1969) found a positive association between
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social status incongruity and incidence of coronary artery disease. Types of
incongruity examined included “class of origin different from present social
class,” “husband’s educational status less than wife’s,” and “husband’s class of
origin less than wife’s.” The cohort consisted of 1,472 middle-aged white males
employed by the same company who were free of clinical coronary artery disease
when social status was measured. Men with four or five incongruities had six
times the risk of developing coronary artery disease by the time of the 5-year
follow-up. This association seemed independent of other risk factors such as
cholesterol, blood pressure, blood glucose, age, weight, and smoking. Lehr,
Messinger, and Rosenman (1973) report a difference in the religion of one’s
mother and father to be a discriminant variable as a risk factor for coronary
artery disease. Gillum and Paffenbarger (1978) found, in a large sample of
former Harvard University students, that when intergenerational mobility in-
volved a father of low occupational status there was increased risk of fatal cor-
onary artery disease or myocardial infarction. In contrast, intragenerational
mobility representing changes in geography or occupation was unrelated to risk
of coronary heart disease. Thus, life change, depending on constitutional and
psychological factors, can have a positive and adaptive effect or else become a
stress with pathological implications. Caffrey (1970), who studied psychosocial
factors in monks who developed myocardial infarctions as opposed to those who
did not, concluded that those who became ill were more likely than their healthy
peers to be from families of lower socioeconomic levels and that their parents
were less likely to have attended college. This seems to again suggest that upward
social mobility can be internalized as a stress that becomes a risk factor.
Finally, a study of two adjacent, ethnically different communities seemed
to find the more homogenous and stable of the two to have a lower incidence
of deaths from coronary artery disease. Bruhn, Chandler, Miller, Wolf, and
Lynn (1966) noted, in examining patients from the two communities, that they
were similar with respect to many variables. Yet the community made up exclu-
sively of Italian Americans, who had closely knit families with much mutual
support and gregariousness, seemed less vulnerable to coronary artery disease.
This may point to the increased risk of coronary artery disease in the absence
of a strong social network system when other significant variables are equal.

4. Psychopathology as a Risk Factor

This is a controversial subject that is viewed by Jenkins (1976a). Coronary
artery disease can frequently be associated with depression and anxiety. For
example, Bakker and Levenson (1967) found that patients with angina pectoris
were more likely to be compulsive and conforming, tense, antagonistic, and
emotionally labile than others with coronary artery disease but without angina.

Dreyfuss, Dasberg, and Assael (1969) observed that myocardial infarction
during psychiatric hospitalization occurred almost exclusively in depressed pa-
tients. Thus, over a 5-year period, 29 psychiatric patients (21 men and 8 women)
suffered from coronary artery disease. Of these patients, 26 were diagnosed as
having a depressive disorder, compared with only about 60% of all patients in



their comparable age group. The authors note that since the majority of the
patients developed their myocardial infarction long after the onset of their
depression, the depression is unlikely to be a reaction to the physical illness.

As Jenkins (1976a) and Friedman, Ury, Klatsky, and Siegelaub (1974) cau-
tion, symptoms such as anxiety, depression, somaticizing, sleep disturbance, and
emotional drain may not be risk factors at all but rather manifestations of sub-
clinical early signs of coronary artery disease.

5. Hospital-Phase Risk Factors
5.1. Coronary Care Unit: Risks the Technology Fails to Treat

When one develops a major coronary heart disease event such as unstable
angina or a myocardial infarction, one can expect to be placed in a technologically
sophisticated coronary care unit. For the patient it may be an alien, disorienting
and at times terrifying environment. In the early unstable and often critical
period following the myocardial infarction, the coronary care unit will increase
the chance of survival and recovery, but some caveats should be noted. Stross,
Willis, Reynolds, Lewis, Schatz, Bellfy, and Copp (1976) conclude that coronary
care units in small community hospitals admitting less than 60 patients with
myocardial infarctions yearly have an estimated mortality rate approximately
twice that of hospitals admitting more than 60 per year. Also, Goldberg, Szklo,
and Tonascia (1979) point out that although the in-hospital fatality rate of those
admitted to coronary care units in the Baltimore Standard Metropolitan Statis-
tical Area hospitals dropped from 27.5% in 1966—1967 to 20% in 1971, there
was no significant difference in long-term prognosis between the two patient
populations.

Psychological response to the illness and the environment of the coronary
care unit can have untoward consequences. Cassem and Hackett (1971) found
that anxiety, depression, and behavior problems were the most frequent reasons
for psychiatric consultation on the coronary care unit. The time distribution for
these problems differed, with anxiety being most manifest on the first two days
following admission; consultations for depression peaked on days three and four;
and management problems had a bimodal distribution on days two and four.
Anxiety was related to fears of dying and depression followed assaults to self-
esteem; management problems related to excessive denial of illness, inappro-
priate euphoric or sexual behavior, and hostile-dependent conflicts with staff.
The authors surmise that the 4% mortality rate—three times lower than ex-
pected—may be attributable to their interventions, which included medication
such as tranquilizers, confrontation, environmental manipulation, explanatory
clarification, anticipation of reactions, hypnosis, and the bolstering of optimism.
The authors conclude that when psychological stress is reduced, the coronary
patient’s risk of death or exacerbation of illness is mitigated.

Further support for the concept that a psychiatric intervention can amel-
iorate risks associated with psychological stress in patients with coronary artery
disease comes from Gruen (1975). The study involved 70 patients with a first
myocardial infarction; these were randomized into a group given psychotherapy

79

RISKS AND COURSE
OF CORONARY
ARTERY DISEASE



80

CHAPTER 4

and a control group. The psychotherapy attempted to develop a genuine interest
in the patient; support the patient’s positive qualities; reassure the patient that
reactions such as fear, anxiety and depression were expectable reactions to their
catastrophic insult; and give positive reinforcement. Significant differences be-
tween the two groups were noted. Control patients stayed longer in the coronary
care unit, suffered more from congestive heart failure, and were more prone
to premature ventricular contractions and supraventricular arrhythmias. Nurse
and physician reports indicated that the treated group exhibited fewer signs of
weakness and depression. Psychological tests found the treated group more
buoyant and optimistic. Finally, an interview 4 months after discharge found
the treated group less anxious and more likely to have returned to normal
activity.

The defense mechanism of denial, in which the individual rejects consciously
or unconsciously some part of external reality in order to cope with fear and
anxiety, may have beneficial or devastating consequences depending on when
and to what extent it is used. If the patient postpones treatment or does not
comply with essential treatment because the existence or seriousness of the illness
is denied, tragic consequences may result. On the other hand, when it does not
compromise treatment and it does successfully allay anxiety, the use of denial
can be a stabilizing factor that reduces risk for the coronary patient (Hackett,
Cassem, & Wishnie, 1968). In a study population of 345 men who suffered a
first myocardial infarction, Croog, Shapiro, and Levine (1971) found that 20%
denied, 3 weeks after hospitalization, that they had had a heart attack. This
group tended to minimize symptoms and complied poorly with medical advice
about work, rest, and smoking. White and Liddon (1972) found that in patients
who were resuscitated following a cardiac arrest, the two most prominent psy-
chological reactions were either major denial or a transcendental redirection of
their lives, as through religious conversion. The three patients in the study who
used major denial made good adjustments, which supports the protective func-
tion of this defense mechanism. For example, one man described the experience
of his cardiac arrest as the best feeling he ever had. He denied any knowledge
of his arrest or myocardial infarction until he was informed of it just before
discharge. This patient experienced no manifest anxiety, sleep disturbances, or
nightmares during or after the hospitalization.

5.2. The Risk of Getting Better: Transfer from the Coronary Care Unit

On the one hand, transfer from the coronary care unit to a general ward
signals stabilization of arrhythmias and sufficient improvement from the coro-
nary insult to warrant less intrusive and vigilant care. The extraordinary foreign
sensory inputs (e.g., the visual and auditory stimulation from cardiac monitors,
aortic balloon pumps, ventilators, and sophisticated computer equipment) and
the frequent checks and tactile stimulation from nursing staff, who always remain
in view of the patient, disrupt the patient’s sleep pattern and equilibrium. How-
ever, these sensory inputs, to which the patient may form a dependency, even-
tually become signs of security in the face of massive anxiety. Kimball (1980)
reported observing one patient who, on transfer from the coronary care unit,
exhibited a symbiotic, psychotic attachment to the beeping sound from his cardiac



monitor; this dependency resulted in decompensation at the time of transfer.
Other patients who experience the transfer as a form of rejection or lack of
caring by the staff may suffer undue psychological stress from this wound to
the ego.

On the assumption that adrenergic activity contributes to coronary artery
disease and the initiation of arrhythmias, Klein, Kliner, Zipes, Troyer, and Wal-
lace (1968) studied the urinary excretion of catecholamines in patients trans-
ferred from the coronary care unit to a general medical ward. The authors admit
that a rise in urinary catecholamines is not attributable solely to emotional stress,
since factors such as increased physical activity would elevate them. Nevertheless,
there was a temporal relationship between psychological stress and a rise in the
catecholamines. Their study did suggest that this increased adrenergic activity
put the patient at greater risk for cardiovascular insults such as reinfarction,
coronary insufficiency, and dangerous arrhythmias.

Resnekov (1977) emphasizes that the patient remains at considerable risk
even after discharge from the coronary care unit. He found that of 41 fatal in-
hospital cases of myocardial infarction, 43% occurred on a cardiology ward after
the patient had left the coronary care unit. Arrhythmias accounted for 40% of
the deaths and cardiac failure for another 54%.

5.3. The Rusk of Delirium

Delirium—a reversible state of altered consciousness of varying degrees of
severity—can have devastating cosequences if not properly treated. Symptoms
range from brief periods of disorientation, confusion, restlessness, and bizarre
behavior to frank psychotic episodes with extreme agitation, paranoid ideation,
and hallucinations. It is important not to mask symptoms or delay corrective
procedures by the use of major tranquilizers (antipsychotic drugs such as phe-
nothiazines) or minor ones (e.g., benzodiazepines) before a diagnosis of the
etiologic factors is made. It is prudent to assume that the symptoms are part of
an acute organic brain syndrome, which must be ruled out through its extensive
differential diagnosis before the altered mental state can be described as func-
tional.

Besides the metabolic and physiologic events that can cause the delirium,
there are iatrogenic and environmental culprits. Parker and Hodge (1967) sug-
gest that sensory monotony and sleep deprivation contribute to delirious states.
Medications such as lidocaine, atropine, narcotics, sedatives, tranquilizers, ste-
roids, and propranolol have been implicated in altered states of consciousness.
Gershon, Goldstein, Moss, and van Kammen (1979) discuss psychotic symptoms
associated with propranolol, a frequently used antihypertensive and antiar-
rhythmic drug. Two other antihypertensives, reserpine and alphamethyldopa,
have been implicated in depression (Goodwin, Ebert, & Bunny, 1972).

Cassem and Hackett (1978) feel that delirium is a rare problem in the
coronary care unit. In contrast, Kornfeld, Heller, Frank, Edie, and Barsa (1978),
in a review of the literature, conclude that the incidence of delirium after cor-
onary artery bypass surgery is 28%. The authors found severity of illness in the
recovery room and a prior history of myocardial infarction to be correlated with
the incidence of delirium.
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Haloperidol is the drug of choice to deal with severe agitation and psychotic
symptoms. Its effects on cardiopulmonary functions are milder than those of a
phenothiazine (e.g., chlorpromazine) or a benzodiazepine (Sos & Cassem, 1980).
A benzodiazepine such as diazepam may have the paradoxical effect of exac-
erbating symptoms in the acutely agitated patient. Supportive measures—such
as the reassurance of a family member; orienting materials such as clock, cal-
endar, and radio or television; empathic responses by staff and physicians; and
reduction of distracting stimuli such as bright lights and noises—can ameliorate
some of the symptoms arising from disorientation, sensory deprivation, and
extraordinary sensory bombardment (Cassem & Hackett, 1978).

Dimsdale (1977) states that because we are uncertain of the exact relationship
between emotional arousal and sudden death, it behooves the physician to treat
patients routinely, especially on a coronary care unit, for manifestations of anx-
iety and emotional stress. Engel (1978) proposes a model to explain the rela-
tionship between emotional arousal and sudden death. Emotional arousal and
a state of uncertainty activate two biologic systems, fight—flight and conserva-
tion- withdrawal. In a healthy individual, activation of these systems may cause
a vasovagal reaction (fainting) or a benign arrhythmia. However, in a patient
with coronary artery disease, which may increase the risk of a conduction dis-
turbance, lethal arrhythmias may develop.

5.4. Disturbances of Sleep in the Coronary Care Unat

The irony and risk for the patient recuperating from a major coronary
insult is that sleep deprivation, a common phenomenon in the coronary care
unit, has detrimental consequences for recovery; yet the longer the patient re-
mains critically ill, the more time he or she must spend on the unit (Dlin, Rosen,
Dickstein, Lyons, & Fischer, 1971). Broughton and Baron (1978) monitored the
sleep of patients on an intensive care unit following a myocardial infarction.
These patients, in comparison to matched controls, experienced greater wake-
fulness, a lower REM sleep percent, fewer REM periods, longer REM latency,
more awakenings, and decreased sleep efficiency. In sum, there was a generalized
disruption of the biological sleep pattern. Most nocturnal anginal attacks oc-
curred in non-REM sleep—in contrast to angina outside this immediate postin-
farction period, which generally occurs in REM sleep.

In addition, the benzodiazepines routinely prescribed on many coronary
care units may disrupt REM sleep and a rebound insomnia following their
discontinuance may occur (Kales, Scharf, Kales, & Soldatos, 1979).

6. Posthospital Phase

6.1. Length of Hospitalization: Is More Better?

In view of the considerable risks, both physiological and emotional, to the
coronary patient during hospitalization, flexibility is required to find a reasonable
balance between the alien technologic and medical security of the hospital versus



the familiarity and nurturance of home. McNeer, Wagner, Ginsburg, Wallace,
McCants, and Conley (1978) report on the results of patients who were free of
serious complications during the first 4 days after an acute myocardial infarction
and who were discharged a week after admission. Follow-up revealed no sig-
nificant complications at 3 weeks postdischarge. At 6 months, there had been
no deaths and the patients seemed to be making a reasonable adjustment in
their lives.

In an earlier study, Hutter, Sidel, Shine, and DeSanctis (1973) report no
untoward effect from discharging uncomplicated myocardial infarction patients
at 2 weeks instead of the traditional 3 weeks. At the 6-month follow-up of this
prospective randomized study, there was no difference between the two groups,
each with 69 participants, in frequency of return to work, anxiety, depression,
or physiologic changes to the heart, such as reinfarction or angina. A British
study (Harpur, Conner, Hamilton, Kellett, Galbraith, Murray, & Swallow, 1971)
compared patients with uncomplicated myocardial infarctions discharged from
the hospital on day 15 versus day 28. These two well-matched groups manifested
no significant differences with respect to mortality, complication rates, ventric-
ular aneurysm, or return to work.

6.2. Psychological Risks during Convalescence

Wishnie, Hackett, and Cassem (1971) report a follow-up study of 24 patients,
originally evaluated on the coronary care unit, who were assessed during con-
valescence. Many of the patients felt unprepared for the emotional travail that
occurred when they got home. Unexpected and prolonged weakness, boredom,
depression, anxiety, and sleep disturbances characterized the early recovery
period for many of them. Eating and smoking habits resisted modification. Of
14 patients who were determined to quit smoking, 9 had failed to do so at follow-
up. Likewise, 7 of 9 who wished to lose weight had failed to accomplish this
goal.

Hackett and Cassem (1975) note that depression is the main psychological
complication of myocardial infarction during convalescence. They point out that
this depression is normal, just as is grieving after any major loss; in this case,
the loss comprises assaults on self-esteem, autonomy, and health. Such a de-
pressive reaction should be limited to a few months, but unfortunately it often
becomes protracted and debilitating. The authors suggest educating the patient
about the nature of the disease, since distortions that can result in needless fear
and depression often exist. Anticipating some of the expectable psychological
reactions for the patient before release from the hospital can be beneficial. A
program of physical conditioning builds confidence and reduces distressing man-
ifestations of passivity and weakness. Medications such as anxiolytics and anti-
depressants can play a useful role when judiciously prescribed.

Gundle, Reeves, Tate, Raft, and McLauren (1979) present data on the psy-
chosocial outcome following coronary artery bypass surgery. The authors as-
sessed 30 such patients between 1 and 2 years after surgery. Despite the apparent
physiologic success of the surgery as measured by a treadmill test, only 17% of
those studied returned to work, only 43% were sexually active, and only 37%
were euthymic. The authors observe that those who had symptoms of angina
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for more than 8 months prior to surgery made the poorest adjustments. They
speculate that the surgery itself reinforced the notion of their infirmity; that is,
the patients may have perceived such an invasive procedure as proof that they
were in a dire condition.

Self-help groups, group psychotherapy, and educational programs have
been established as part of the rehabilitation phase of coronary artery disease;
but whether and for whom these programs are effective in allaying anxiety,
reducing morbidity, and improving prognosis remains a moot point. For ex-
ample, Wallace and Wallace (1977) unexpectedly found, on the basis of the
Catell IPAT Anxiety Scale that group education in and out of the hospital
following myocardial infarction raised anxiety levels for patients. The authors
wonder whether anxiety is raised when there is emphasis on restrictions such
as smoking or diet or when there are warnings about the need for exercise and
changes in life-style. Adsett and Bruhn (1968) felt that short-term group psy-
chotherapy for postinfarct patients and wives succeeded in improving psycho-
social adaptation. Ventilations of feelings and conflicts seemed to be an important
characteristic of this treatment.

A low level of education may expose the convalescing coronary patient to
excessive risk. Over a 3-year period, Weinblatt, Ruberman, Goldberg, Frank,
Shapiro, and Chaudhary (1978) followed 1,739 males who had suffered myo-
cardial infarction. At the start of the study, each man was placed on a cardiac
monitor for 1 hour. It was discovered that men with 8 years of education or less
who demonstrated premature ventricular beats in the monitoring hour had
greater than three times the risk of sudden coronary death compared to others
who had exhibited the same arrhythmia complex but were better educated.
These differences could not be explained by risk factors for the incidence of
coronary artery disease or by clinical factors affecting prognosis.

Although the reasons for the increased mortality among the less educated
participants in this study are unclear, one can imagine that those with fewer
resources experience greater environmental stress in the face of social depri-
vations. One can speculate that this psychosocial stress is responsible for increased
risk of arrhythmia formation and reinfarction. This chapter has cited evidence
that points to the benefits of good social support networks, which may have been
lacking in this group at increased risk. In sum, the difference may stem from
the individual’s physiologic response to environmental stimuli—a response that
may be either pathologic or adaptive.

7. Conclusion

This chapter has focused on the course and biopsychosocial risk factors of
coronary heart disease, the great epidemic killer of our time. Because this disease
appears to be a product of our industrialized society, we are obliged to look for
ways to change our environment and life-style. It seems ironic—after the ex-
tensive, well-controlled double-blind studies and sophisticated statistical anal-
yses—that risks relate to dietary indiscretions (too much salt and fat, too many
calories), smoking, and sedentary, overly stressful life-styles. Billions of dollars



have been spent on coronary care units and elaborate diagnostic and treatment
modalities, including coronary artery bypass surgery; one wonders whether they
may represent steps into a bottomless economic pit, introducing a technology
with only limited return on investment. If the benefits of the coronary care unit
are only short-term and the coronary artery bypass corrects diminished blood
flow to the myocardium only to produce people who are cardiac cripples, perhaps
we are reaching the saturation point of technology. Should we not look elsewhere
to decrease risk and improve prognosis?

It may wound our pride to observe that we have not moved beyond Socrates’
insight that states of health and disease are related to life-style (Kass, 1975). How
mundane, but also how refreshing it is to read that with proper sleep, good
dietary habits, exercise, and moderation in alcohol consumption we can sub-
stantially extend our life span. Such a conclusion can be drawn, as Kass notes,
from the epidemiological studies on health by Belloc and Breslow (1972, 1973).
It is perversely ironic that one sign of the increasing equality between the sexes
is the accelerating incidence of coronary heart disease among women. As women
adopt habits formerly restricted to men, specifically with regard to heavy smok-
ing, one finds a causal relationship to the increased incidence of coronary artery
disease. This has been demonstrated in a study investigating the smoking habits
of women under age 50 who suffered a myocardial infarction. They had not
been using oral contraceptives and other risk factors were excluded. A woman
who smoked 35 or more cigarettes per day increased her risk of developing a
myocardial infarction twentyfold by comparison with those who had never smoked
(Stone, Shapiro, Rosenberg, Kaufman, Hartz, Rossi, Stolley, & Miettinen, 1978).

A prospective study by Haynes, Feinleib, and Kannel demonstrate a twofold
increase in coronary heart disease and three times as much angina in Type A
versus Type B women. Although working women under age 65 scored higher
on the Type A scale than housewives of similar age, the incidence of coronary
artery disease among Type A working women and Type A housewives was not
significantly different. However, in a study controlled for other risk factors,
suppression of hostility was found to be an independent predictor of coronary
heart disease in working women but not in housewives. One wonders what effects
other changes in the female life-style have on their risk of developing premature
coronary artery disease, female hormones notwithstanding.

One is struck by the multiplicity of precursors and the interactive quality
of risk factors that seem to have a synergistic effect. This can lead to frustrating
results when one controls for traditional risk factors such as hypertension, cho-
lesterol, cigarette smoking, and inactivity. Psychosocial risk factors are more
subtle but no less pernicious. In addition, they seem more resistant to manip-
ulation and amelioration.

What is to be done about the Type A behavior pattern, the strong predictor
of coronary heart disease, both for onset and recurrence? Can modifications in
the way the Type A interacts with the environment diminish the risk? Could
Type A people learn to become more like their Type B colleagues? It is naive
and premature to propose such a change. We simply do not understand enough
about what is hazardous and what is adaptive in the Type A behavior pattern.
In any case, it would probably be a Brobdingnagian task to admonish a Type
A individual to behave more like a Type B, as can be inferred from the dis-
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couraging results reported by Wishnie, Hackett, and Cassem. They found that
the vast majority of a follow-up sample of patients who had had myocardial
infarctions did not stick to their goals of weight reduction and discontinuance
of cigarettes.

In sum, we seem to be confronted with a problem that will not lend itself
to simple identification or solution. The hope for a single biological marker, one
blood-test result, or some inexpensive procedure that might pinpoint those at
risk for coronary heart disease misunderstands the enemy, which seems to be
us. If it is our life-style that condemns us, we must devise ways to change long
before we are confronted with the angiogram, coronary care unit, and bypass
surgery, all of which have given us a false sense of security at great expense
while we continue to avoid personal responsibility.
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Some Issues in Research on
Stressful Life Events
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We will start with a question: Do you believe that life stress can cause illness? If
this question were included in a poll of either the general public or of concerned
professionals, we would expect a nearly unanimous affirmative response; “nearly
unanimous” only because if we asked a cross-section of the population whether
they believed that the sun would rise tomorrow, probably someone would express
doubt. At one time in human history, when belief in the rising of the sun was
a matter of hope and faith, this doubt might have seemed reasonable. It no
longer seems so because this daily event has long since become scientifically
predictable. Can we say the same about the belief in the relation between life
stress and illness? Is it firmly based on scientific evidence, or is it still a matter
of faith? We will argue that at present the belief that life stress causes illness is
based on faith bolstered by some scientific evidence. Given this argument, we
will then describe the kind of work that seems to be needed in order to shift
the balance to favor scientific evidence.

Reprinted from The Journal of Nervous and Mental Disease, 1978, 166, 7-15.

BARBARA SNELL DOHRENWEND e Division of Sociomedical Sciences, School of Public Health,
Columbia University, New York, New York 10032. BRUCE P. DOHRENWEND e Social
Psychiatry Research Unit, Department of Psychiatry, Columbia University, New York, New York
10032. The work on this paper was supported in part by Grant MH-10328; by Research Scientist
Award K5-MH-14663 from the National Institute of Mental Health, U.S. Public Health Service;
and by the Foundations’ Fund for Research in Psychiatry.

91



92

CHAPTER 5

1. Evidence about the Relationship of Life Stress to Illness

The evidence currently available concerning the relation of life stress to
illness falls into two general categories: the relatively indirect and incontrover-
tible and the more direct and largely controversial. We will review the indirect
evidence first.

Part of this evidence comes from the laboratory. There, a typical procedure
is to expose healthy animals to electric shock, to frigid temperature, or to some
other noxious stimulus. Under specific circumstances, the animals exposed to
the noxious stimuli regularly develop psychological disorders such as learned
helplessness (that is, passive acceptance of avoidable punishment) or organic
lesions such as stomach ulcers, or they succumb to sudden death (Seligman,
1975; Selye, 1956).

The other source of relatively strong evidence that environmental stress
causes somatic and psychological disorders consists of studies of the effects of
natural and other disasters. For example, when a systematic sample of the pop-
ulation in a rural section of Arkansas was interviewed shortly after the area was
hit by a severe tornado, 90% reported “some form of acute emotional, physio-
logical or psychosomatic after-effect” (Fritz and Marks, 1954, p. 34). Similarly,
Star (1949) found that when the Neuropsychiatric Screening Adjunct was ad-
ministered to men exposed to combat during World War II:

the fear and anxiety implicit in combat brought forth the psychosomatic manifestations
in so many men that these [symptom scales] served less and less to discriminate between
men who were labeled psychiatric casualties and those who were not. (p. 455)

Under some combat conditions, not only elevated symptom levels but also
breakdown in performance became endemic. In a study of 2,630 soldiers who
had broken down during combat in the Normandy campaign in World War II,
Swank estimated that the onset of combat exhaustion occurred even in previously
normal soldiers when about 65% of their companions had been killed, wounded,
or had otherwise become casualties (Swank, 1949, p. 501). Swank emphasized
that the men in this study had been highly selected for health and ability to
cope:

They were of better than average stability and willingness by virtue of the fact that
they had passed the various training tests (induction, overseas assignment, battle sim-

ulation exercises), had been selected for combat units, and had proved their mettle by
remaining in combat varying lengths of time. (p. 476)

The extent to which symptomatology and disturbance of functioning produced
in extreme situations in previously normal persons are transient and self-limiting
is a matter of controversy (cf. Kingston & Rosser, 1974), but most observers have
emphasized the transience of these reactions (cf. Dohrenwend & Dohrenwend,
1969, pp. 110-130). At the extreme of exposure to the brutalities of Nazi con-
centration camps, however, there is strong evidence not only that severe stress-
induced psychopathology has persisted in survivors (Eitinger, 1964) but also that
the survivors are more prone to suffer physical illness and early death (Eitinger,
1973).

Natural and other disasters, fortunately, are rare occurrences whose dev-
astating effects are limited to relatively small populations. Most people live their



lives without experiencing any of these extraordinary events. Yet psychopath-
ology and somatic disturbances are far from rare in peacetime populations rel-
atively secure from war, flood, famine, and other disasters. If stressful situations
play an etiological role in these disorders, the events involved must be more
ordinary, more frequent experiences in the lives of most people—things such
as marriage, birth of a first child, and death of a loved one. We turn now to the
more direct evidence, focused on events such as these, concerning the relation
between stress experienced in the course of normal life and illness.

One conclusion firmly supported by this evidence is that the correlates of
stressful life events are not limited to any particular types of disorder. On the
contrary, life events have been shown to be related to many somatic disorders,
including heart disease (Hinkle, 1974; Holmes & Masuda, 1974; Theorell, 1974),
fractures, and childhood leukemia (Holmes & Masuda, 1974); to performance
deficits among teachers and college students (Holmes & Masuda, 1974); and to
psychological disorders including acute schizophrenia (Brown, 1974), depression
(Hudgens, 1974; Paykel, 1974), and suicide attempts (Paykel, 1974). In addition,
the range of psychological correlates extends beyond acute disorders to include
elevated scores on scales that measure relatively mild symptoms of depression
as well as symptoms of less specific psychological distress (Markush & Favero,
1974). Myers, Lindenthal, Pepper, and Ostrander (1972) also showed with still
another measure of symptomatic distress that scores fluctuated over time and
with fluctuations in the nature and number of life events experienced, and
Gersten, Langner, Eisenberg, and Orzek (1974) showed that the association
between various symptom measures and life events held for children. Taken all
together, this evidence clearly supports the conclusion of Hinkel (1974)

that there would probably be no aspect of human growth, development, or disease
which would in theory be immune to the influence of the effect of a man’s relation to
his social and interpersonal environment. (p. 10)

When it comes to specifying the actual process whereby life events influence
health, however, there is disagreement concerning the importance of the events
themselves as against circumstances surrounding the events and vulnerabilities
of the individuals experiencing them. On the one hand, Hinkle (1974) concluded
from his studies of telephone company employees living in stable social situations
and of political refugees whose life situations had been severely disrupted:

that the effect of a social change, or a change in interpersonal relations, on the health
of an individual cannot be defined solely by the nature of the change itself. The effect

depends on the physical and psychological characteristics of the person who is exposed
to the change and on the circumstances under which it is encountered. (p. 41)

On the other hand, Holmes’s and Masuda’s conclusion (1974) from their
review of the extensive research on life events done with the Social Readjustment
Rating Scale, a list of life events weighted according to the amount of readjust-
ment or change that they entail (Holmes & Rahe, 1967), was that:

The magnitude of life change was observed to be highly significantly related to time

of disease onset. The greater the magnitude of life change (or life crisis), the greater
the probability that the population at risk would experience disease. (p. 68)

We have, then, a body of research results which indicate that life events are
associated with a wide range of disorders and distress but do not provide a clear
picture of the nature and strength of this relationship. In order to clarify our
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understanding of how stressful life events affect health and illness, we will need
to deal with methodological issues that have emerged from research to date and
to tackle a major substantive problem. The methodological issues are three:
definition of the populations of life events to be studied, measurement of the
magnitudes of the life events, and use of a research design appropriate to the
question to be answered. The substantive issue concerns factors that mediate
the impact of life events. Let us examine each of these issues in turn.

2. Definition of Populations of Life Events

There are two major ways in which the definition of the population of life
events can lead to confusion. The first is partly evident in the distinction be-
tween objective and subjective events made by some investigators (e.g., Thurlow,
1971).

Subjective events—for example, “sexual difficulties,” “major change in num-
ber of arguments with spouse,” and “major changes in sleeping habits” (Holmes
& Masuda, 1974, pp. 48—49) are more likely to be manifestations of or responses
to underlying pathology than causes of such pathology. Nor is the problem
limited to “subjective” events, since many objective events such as “divorce” or
“being fired from work” (e.g., Holmes & Masuda, 1974, pp. 48—49) are as likely
to be consequences as causes of pathology. Making the correct causal inference
for the latter type of events would depend on the investigator’s ability to date
the event in relation to the onset of somatic or psychological disorder and to
learn something about whether the onset of the event was within or outside the
control of the subject. The seriousness of this source of confusion in much of
the research to date is suggested by Hudgens’s assessment of events on the list
constructed by Holmes and Rahe (1967), the most widely used list of stressful
life events. By his count, 29 of the 43 events on this list “are often the symptoms
or consequences of illness” (Hudgens, 1974, p. 131). As a number of authors
have pointed out (Brown, 1974; Dohrenwend, 1974), this kind of bias in a sample
of life events seriously limits the kinds of inferences that can be drawn from a
correlation between the number or magnitude of events experienced and illness.
The limitation on causal inference is especially severe in investigations of psy-
chiatric disorders that are often of insidious onset and long duration.

Most samples of events also include major physical illness or injury, which
seems appropriate, since these are negative events that often entail serious dis-
ruption of usual activities. However, it is a basic proposition of psychosomatic
medicine that physical disorders are accompanied by some degree of emotional
disturbance and emotional disorders by some degree of somatic disturbance.
There is no instance of which we are aware in which investigations of relations
between physical illness and emotional disturbance have failed to report a strong
positive correlation between the two (cf. Lipowski, 1975). Moreover, as Hinkle
points out with respect to different types of physical illness, “the presence of
one disease may imply the presence of others and beget yet other diseases”
(Hinkle, 1974, p. 39). Thus, a sample of events that includes physical illness and

¢



injury can lead to a problem of interpretation when the events are summed to
provide scores for the amount of stress experienced by particular individuals.
There is ambiguity about the extent to which a positive correlation indicates the
impact of amount of change and hence amount of stress or, instead, the relation
among physical illnesses or between physical and psychiatric symptomatology,
important problems in their own right.

We propose, therefore, that there are at least three distinct populations of
life events that must be sampled and kept distinct for purposes of analysis
(Dohrenwend, 1974; Dohrenwend & Dohrenwend, 1974). These are (a) a pop-
ulation of events that is confounded with the psychiatric condition of the subject,
(b) a population of events consisting of physical illnesses and injuries to the
subject, and (c) a population of events whose occurrences are independent of
either the subject’s physical health or psychiatric condition.

As a general principle, the more a sample of events in a particular measure
of stressful life events represents a summated mixture from these three event
populations, the more difficult it is to assess the etiological implication of a
relationship between such a measure and various types of pathology.

3. Measurement of the Magnitudes of Life Events

Turning now to the second methodological problem, measurement of the
magnitude of life events, we note first that, in laboratory stress experiments with
animals, there is little difficulty in defining the magnitude of the stressful event
to which the subjects are exposed. The experimental animals receive shocks of
greater or lesser voltage, are exposed to varying extremes of temperature, and
so on. Similarly, extreme situations appear to have self-evident indications of
magnitude: for example, duration of time in combat, number of wounded in
the soldier’s company, and so on. For the more usual life events with which we
are concerned here, however, things are by no means so clear-cut. Is “marriage”
more or less stressful than “divorce”? Is “birth of a first child” more or less
stressful than “being laid off a job”?

Holmes and Rahe (1967) have offered an apparently simple solution to this
problem in the Schedule of Recent Events and the Social Readjustment Ratings
that they have secured for purposes of scoring it. They first constructed a list
of events that they found were positively correlated with illness onset in a large
sample of medical patients. Their method of scoring these events followed S. S.
Stevens’ proposal that direct estimation procedures that had been found to
produce a consistent quantitative relationship between physical stimuli and per-
ceptual responses could also be used to measure psychological dimensions related
to social stimuli.

A simple form of this procedure, magnitude estimation, involves designating
a modulus with an assigned value and asking judges to rate other stimuli in
relation to the modulus. Holmes and Rahe designated “marriage” as the mod-
ulus, assigned it a value of 500, and obtained quantitative judgments about the
amount of change or readjustment in relation to it for each of the other 42
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events on their list. Life Change Unit (LCU) scores based on these ratings have
been presented as a measure of the stressfulness of the rated events just as, in
psychophysical experiments, ratings of sounds provide a measure of their loud-
ness. The argument of Holmes and his colleagues is that if we weigh events in
terms of their different LCU scores and pay attention to how these weights add
up when a series of events occurs, the risk of illness attached to the life events
will vary directly with the magnitude of the LCU scores.

Holmes in particular has emphasized the high level of consensus about the
amount of change associated with each life event. He refers to correlations in
the .80s and .90s between the mean ratings for each event obtained from such
diverse status groups as blacks and Japanese as well as whites. His argument for
the universalism of perceptions of the amount of change entailed by, and hence
the stressfulness of particular life events, however, has been sharply criticized.
Among others, two of Holmes’s collaborators have pointed out that considerable
group differences are masked by the reported correlations. Specifically, Rahe
(1969) found that ratings secured in Sweden were consistently higher than Holmes’s
West Coast American ratings. Masuda and Holmes (1967) pointed out that
certain differences in ratings of events by Japanese and American judges seem
to be related to differences between the two cultures. Other researchers have
also reported cultural contrasts. Miller, Bentz, Aponte, and Brogan (1974) have
found sharp differences in the way their sample of rural North Carolina judges,
and Holmes’s and Rahe’s urban West Coast sample ranked such events as “mar-
riage” and “taking out a mortgage of greater than $10,000.” In the urban sample,
for example, marriage is ranked fourth by contrast with 21st in the rural sample
in terms of the amount of change involved. Miller and his colleagues make a
strong case that these differences are meaningful in terms of contrasts in the
norms and customs of the two samples. Hough, Fairbank, and Garcia (1976)
have reported differences in the judged magnitude of life events corresponding
to differences in the cultural backgrounds of their college student subjects. Still
other critics, such as Brown (1974), have pointed out large individual variability
in the LCU ratings in Holmes’s and Rahe’s data.

It seems to us that there is, nevertheless, a strong argument for the general
procedure developed by Holmes and his colleagues. It makes sense that some
events are, objectively, of greater magnitude than others. Who would want to
suggest, for example, that the “death of a pet” is inherently as large an event
as “death of a spouse”? Yet, it also seems to us that much further work on the
scaling procedures themselves needs to be done (cf. Hough et al., 1976). Indi-
vidual variability can probably be reduced by providing less ambiguous descrip-
tions of events to be rated; for example, instead of the event “change in re-
sponsibilities at work,” supply two events: “change to more responsibility” and
“change to less responsibility at work.” It may also be possible to simplify the
rating task and thereby improve reliability of judgments by using categorization
procedures rather than direct estimation of a value for each event in relation
to a standard. The problem of cultural differences in judgments about the events
is interesting in its own right, as Holmes is aware. As he and Masuda pointed
out, the LCU ratings “offer a powerful tool for delineating quantitatively and
qualitatively cross-cultural differences” (Holmes & Masuda, 1974, p. 57). If



so, the procedure for dealing with such differences would be to secure ratings
from members of each of the contrasting groups and compute LCU scores that
are specific to each of the groups (cf. Hough et al., 1976).

Moreover, it is possible to envision valuable extensions of the rating pro-
cedure. To date, the judgments have focused on the amount of change associated
with the events. Yet stressful life events involve other properties that might be
scaled: the desirability or undesirability of the events and—where illness, injury,
or crime is involved—the seriousness or severity of the event. Some important
work of this kind has already been done on physical illness of various types by
Wyler, Masuda, and Holmes (1968). In general, the extension of ratings beyond
the single dimension of the amount of change would probably yield improved
measures of the stressfulness of life events.

4. Research Design

The third methodological issue that needs attention concerns research de-
sign. The bulk of research to date has relied on case-control studies. That is,
investigators have started with a group or series of patients and compared these
cases with a series of controls, usually healthy persons matched to the clinical
cases on some relevant background characteristics. The results of these studies
have repeatedly shown that the cases experienced more stressful life events prior
to the onset of their illness than their controls did in a comparable time period.
Although this finding seems to establish a relation between stressful life events
and subsequent illness, it does not provide the information that we need to
estimate the magnitude of the risk that disorder will follow as a consequence of
experiencing stressful life events. To get this information, we need cohort studies
based on samples of the population of persons who have experienced whatever
life events are of interest rather than case-control studies based on samples of
persons who have become ill. The implication of this shift in design is suggested
by Paykel’s discussion of his finding, based on case-control studies, that persons
who became acutely depressed disproportionately reported that exits—events
involving a departure from the subject’s social field—preceded the onset of
their depression; Paykel (1974) noted:

Most of the events reported by the depressives were in the range of everyday experience

rather than catastrophic, and most often are negotiated without clinical depression. (p.
139)

His best estimate, based on a number of somewhat arbitrary assumptions
together with the indirect evidence available from case-control studies, was that
“only a small proportion of exits, less than 10 per cent, appear to be followed
by clinical depression” (p. 139).

Thus, while the results of case-control studies encourage us to think that
research on stressful life events will help us to understand the etiology of a wide
range of disorders, cohort studies will show us how much or how little etiological
information we may gain from this research. Whether we gain much or little
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will depend, we believe, on how well we deal with an important substantive issue
that has begun to be investigated in research on the effects of stressful life events.

5. Mediation of the Impact of Stressful Life Events

This issue concerns factors that mediate the impact of stressful life events
on the individual. These factors fall into two general categories: the subjective
or intrapsychic and the objective or environmental. To illustrate, in relation to
heart disease, we have on the one hand the concept of vulnerability related to
AB personality types (Friedman & Rosenrtnan, 1974) and on the other hand
etiological models that focus on environmental effects on the organism via, for
example, diet and cigarette consumption. While diet and smoking habits have
not proved easy to change, personality type is surely even less malleable. In
general, if one is primarily concerned with learning how to prevent illness, the
relevant question seems to be how the environment may adversely affect the
individual rather than what inborn or overlearned weaknesses make some in-
dividuals more vulnerable than others to a pathogenic environment. Since we
take it that the major purpose of studying stressful life events is to learn how
stress-induced illness can be prevented, it appears that it is the objective or
situational mediators of these events that should engage our attention.

There is, moreover, considerable evidence from both experimental studies
and observations of extreme situations that situational factors are important
mediators of the impact of stressful stimuli or events. Consider, for example,
the evidence that exposure to electric shock can lead to learned helplessness,
that is, passive acceptance of punishment. The evidence is not that the shock as
such causes the learned helplessness but that, if this stressful stimulus is expe-
rienced in a situation over which the subject has no control, helplessness will be
learned (Seligman, 1975). Similarly, in making deductions about the effects of
combat, Swank (1949) did not conclude that a breakdown necessarily occurred
once a soldier was exposed to stressful combat regardless of the circumstances,
but that it occurred when combat was experienced after social supports had
been severely disrupted as a result of a large number of casualties in a soldier’s
unit.

We propose, then, that a major substantive task for further research on
stressful life events is to investigate situational factors that may mediate the
impact of these events. General theoretical considerations together with findings
of experimental studies and observations of extreme situations suggest at least
four factors that should be included in this investigation.

By way of identifying the first factor, we note that change and adaptation
are inherently related to the concept of stress, and that investigators of stressful
life events assume more or less explicitly that they involve change. Yet in most
studies in which subjects are asked to report their recent life events, they are
not asked whether or not they had ever experienced any of the reported events
before. We do not know how many times a particular event must be experienced
before habituation occurs, but we can predict with confidence that, with one



likely exception, repetition will bring habituation and thus reduce or eliminate
the stressfulness of an event. The exception may occur when an undesirable
event is repeated in fairly rapid succession, a situation that would probably lead
to amplification rather than to reduction of the stressfulness of the event. Thus,
one way or the other, we would predict that the impact of a life event will differ
significantly depending on whether it is a novel experience or a repetition of
one or more similar previous experiences.

The second situational factor that may mediate the impact of life events is
suggested by Swank’s observation that combat exhaustion regularly occurred in
previously normal soldiers when about 65% of their companions had become
casualties (Swank, 1949, p. 501). Further evidence of the protective effect of
social bonds is found in a study which showed that, among women who expe-
rienced stressful life events before or during their pregnancies, those with more
satisfactory marital and other social relations were less likely than those with less
satisfactory relations to suffer complications in their pregnancies (Nuckolls, Cas-
sel, & Kaplan, 1972). The fact that effects analogous to those observed in humans
have been demonstrated in laboratory studies of animals suggests that social
bonds provide a strong buffer against the impact of stressful situations (Cassel,
1975, p. 545).

Two other conditions that may mediate the impact of life events are sug-
gested by recent reviews of laboratory studies of stress (Averill, 1973; Lefcourt,
1973).

The first condition is anticipation of a noxious stimulus. When a subject is
able to anticipate such a stimulus, either because a warning is provided or because
of the regular timing of the stimulus, the effects of the stimulus are found to
be mitigated. To illustrate, one study showed that a fixed-interval noise produced
less deterioration in performance on a subsequent proofreading task than did
a random noise and that, in addition, this difference in regularity had a far
greater impact on subsequent performance than the loudness of the noise (Glass,
Singer, & Friedman, 1969).

Another generally consistent experimental finding is that when a subject
controls the administration of a noxious stimulus, its effects are ameliorated.
Thus, for example, when subjects were told that they could turn off a loud,
random noise if it became unbearable, they performed better at a subsequent
proofreading task than when they had no control over the noxious stimulus
(Glass et al., 1969).

Given the highly artificial settings typical of experimental studies such as
these and, of ethical necessity, the rather trivial nature of the stressful experiences
imposed on human subjects, the question arises as to whether these findings can
be generalized to life situations. Evidence suggesting a positive answer to this
question is provided by an extensive series of clinical studies by Engel (1971)
and by Schmale (1972), who concluded that people who feel helpless to anticipate
and control their world are particularly likely to suffer serious illness or even
death when stressful events impinge on them. Experimental and clinical findings
both suggest, then, that differences in the extent to which stressful life events
are anticipated or their onset controlled by persons who experience them may
explain some of the variability in their impact.
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Thus, theoretical considerations together with experimental studies of stress
and observations of extreme situations imply that reactions to stressful life events
cannot be understood without taking into account the contextual factors of
amount of previous experience with an event, amount of social support available,
degree of anticipation, and degree of control over the occurrence of an event.

When we consider how circumstances may mediate the impact of events, it
is possible, we think, to envision ways in which combinations of ordinary stressful
life events would induce an approximation of the conditions involved in extreme
situations such as prolonged exposure to heavy combat in wartime. Such extreme
situations involve unanticipated events, such as loss of comrades, that are outside
the control of the individual; they involve the individual’s own physical ex-
haustion; and they strip him or her of the social support of comrades as the
casualty rate rises. Events in civil life such as loss of loved ones, serious physical
illness, or injury following on or accompanying, say, migration to a new country
or community, if they occur in close proximity to each other, may resemble
extreme situations. Here the events themselves would, we hypothesize, produce
psychopathology in most previously normal persons in the same way that pro-
longed combat in a high-casualty company has proved pathogenic in wartime.

One can also envision, at the other extreme, circumstances in which the
events experienced would play a relatively small part in an illness outcome by
contrast with individual predispositions and other mediating factors. Events that
are anticipated by most people to whom they happen and are often controlled
to some extent by the performance of the individual who experiences them are
the types we have in mind: a second or third divorce; a second or third time
being fired from a job; causing another automobile accident as a result of reckless
driving; or some combination of these—are the kinds of things we have in mind.

These are qualitative distinctions that involve major events. One can also
envision distinctions along quantitative lines where, in general, the less the mag-
nitude of the events or the combination of events, the more important the
mediating factors in any illness outcome. If we are correct, future research will
have to pay considerable attention to qualitative as well as quantitative distinctions
among events and to the wide variety of factors that mediate their impact. It is
our hope that with attention to such matters will come not only greater under-
standing of relationships between life events and illness but also greater precision
in our ability to predict differential illness outcomes.

6. Conclusion

In conclusion, the problem as we see it is not just to establish that life events
are related to health and illness, for this information alone carries a probably
misleading implication of inevitability. What we need to determine is the strength
of the relationship in order to assess realistically the risk of stress-induced illness.
Given even a small risk of serious impairment of health, it is, further, important
to specify the conditions that control that strength, so that unnecessary risk can
be reduced. The issues that we have defined are central, we think, to achieving
these goals.
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Stress, Coping, and Illness

A Transactional Perspective

JAaMES C. COYNE AND KENNETH HOLROYD

Impressive gains in the control of communicable disease and the treatment of
acute illness have paradoxically confronted us with the limitations of the dom-
inant medical model. As the leading cause of death in Western countries has
shifted from infectious to chronic diseases, it has become apparent that solutions
to the problems of health and illness will prove far more complex than had been
anticipated by scientists only a few decades ago. It is no longer possible to view
illness as “a thing in itself, essentially unrelated to the patient’s personality, his
bodily constitution, or his mode of life” (Dubos, 1965, p. 319). Single-factor
conceptions of illness derived from infectious disease are proving too linear,
restrictive, and oversimplified to deal with the multifaceted nature of chronic
illness (Weiner, 1977).

It is recognized that treatment and prevention must have a wider focus than
the somatic parameters of health and illness. Increasingly, a person’s life-style—
including patterns of eating; exercise; use of alcohol, tobacco and drugs; coping
with stress; and contact with environmental hazards—is being identified as the
most modifiable health variable. Consistent with this, there has been a demand
that the conventional biomedical model of health be expanded to a broader
biopsychosocial model in which a person’s psychological functioning and ongoing
relationship to the environment are given added emphasis (Engel, 1977).

Psychologists have not had primary responsibility for this shifting view of
medicine, but they have a great deal to contribute and are likely to have a larger
and more integral role in the future health care system. Yet what is lacking is a
comprehensive framework within which we can conceptualize problems of health
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and illness so that we may identify points of intervention for psychologists and
other behavioral scientists.

Recent developments in stress theory and research indicate that a stress and
coping perspective may be a viable possibility for such a task. In the past thirty
years, the scope of the field has expanded from the study of the conditions under
which skilled performance deteriorates to the determinants of morale, social
functioning, and physical health. There has been a striking increase in research
examining the stress and coping processes thought to influence not only the
etiology and onset of disease but also the experience, course, and outcome of
illness as well as the utilization of medical care and compliance with and response
to treatment (Moos, 1977).

At the same time, use of the term stress has become somewhat problematic
because of the lack of consensus as to its referents and measurement. We will
begin our discussion with a brief review of conventional conceptions of stress.
In our presentation we will make the case for a transactional perspective; stress
is to be viewed neither as an environmental condition nor as a response but
rather as a person—environment relationship in which demands tax or exceed
the resources of the person (Coyne & Lazarus, 1980; Holroyd, 1979; Lazarus
& Launier, 1978). A transactional viewpoint suggests distinctive issues and ap-
proaches to the role of stress in health and illness. In outlining them, we will
note important convergences between our theoretical concepts and diverse in-
tervention strategies that are developing within both the cognitive—behavioral
and family therapy frameworks.

Our delineation of the field of stress, coping, and illness is broad and am-
bitious, including critical but poorly charted areas such as family stress theory
as well as more familiar and well-researched areas such as the life-events liter-
ature. Our intent is to present an overview of central issues and problems rather
than a detailed review of the literature. We hope to demonstrate the utility of
a transactional perspective in identifying clinically relevant questions that need
refinement and study; we shall also note the limitations of conventional concep-
tions of the role of stress in health and illness.

1. Stress as an Environmental Event

Stress is commonly conceptualized in environmental terms, as an event or
set of circumstances presumed to elicit or require an unusual response from the
person. Massive and sudden disruptive events such as tornadoes, earthquakes,
or fires (Birnbaum, Caplan, & Scharff, 1976) as well as more chronic or extended
circumstances such as imprisonment (Spaulding & Ford, 1976), military service
(Bourne, 1969), or crowding (Freedman, 1975) have been studied within this
framework.

The approach is most prominently developed in the study of the relationship
between the accumulation of life events and the risk of subsequent physical
illness (Holmes & Masuda, 1974). A large and active line of research, much of
it employing instruments such as the Social Readjustment Rating Scale (Holmes
& Rahe, 1967), has firmly established such an empirical relationship. The guiding



assumption has been “that life change events, by evoking adaptive efforts by the
human organism that are faulty in kind and duration, lower bodily resistance
and enhance the probability of disease occurrence” (Holmes & Masuda, 1974, p.
68). It has further been assumed that stress is inherent in the accommodation
required by the events and that an accumulation of life events increases the
likelihood of illness regardless of whether the changes are positive or negative.

Studies of the relationship between life change and illness continue to pro-
liferate, but it appears that earlier estimates of the magnitude of the relationship
were considerably inflated. Measures of life events are often contaminated by
items that directly or indirectly reflect the occurrence of illness. Over half of the
items on some measures are of this nature (Hudgens, 1974). Measures of illness
that have been used—such as medical self-referral—reflect variables other than
the actual presence of illness (Mechanic, 1974). When these problems are taken
into account, the proportion of variance in illness explained by life change is
quite modest. Thus, Rabkin and Struening (1976) have concluded, “In practical
terms . . . life event scores have not been shown to be predictive of the probability
of future illness” (p. 1015).

Some writers have called for a moratorium on further studies employing
the Social Readjustment Rating Scale (Wershaw & Reinhart, 1974). At the same
time, efforts are being made to improve the predictive ability of measures of
life events. Proposals have included expanding the breadth of item content and
the weighing of subjective impact (Hochstim, 1970; Horowitz, Schaefer, Hiroto,
Wilner, & Levin, 1977). Strategies have also been proposed for distinguishing
among classes of life events that might have differential impact on health status.
Thus, it has been argued that positive events (Brown, 1974; Kellam, 1946) or
events that induce psychophysiological strain (Garrity, Marx, & Somes, 1977) or
a sense of mastery (Mechanic, 1974) or that are unanticipated or not within the
individual’s control (Dohrenwend & Dohrenwend, 1974) should be distinguished
from other life events.

These suggestions represent a softening of the original assumptions of the
life—events approach to the study of stress. Rather than merely examining the
formal properties of events, they recognize the importance of the individual’s
evaluations of events along various qualitative dimensions, perceptions that rep-
resent interactions between the events and the person (Redfield & Stone, 1979).

Even in the unlikely case that such innovations significantly improve on the
predictive ability of measures of life events, the implications for clinical practice
would remain unclear. As Mechanic (1974) has noted, the disregard in medicine
for the life—change approach “stems less from its lack of plausibility than from
its failure to provide the physician with a viable approach to the patient. Life
situations are enormously difficult to modify even with the greatest of commit-
ment.” (p. 89). Events such as death of a spouse may be impossible to avoid, and
other events such as divorce may be actively sought for reasons that are more
compelling than the avoidance of an increased risk of illness.

Hinkle (1974) has suggested that major life events might owe a significant
part of their impact on health to their effects on the person’s everyday activities,
since they will disrupt social relationships, habits, and health-related behaviors.
Potentially, a person’s involvement in everyday activities might prove a more
suitable focus for intervention than attempting to influence the occurrence of
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stressful life events. Many people facing stressful life events do not become ill,
and many who become ill do not report recent major stress.

DeLongis, Coyne, Dakof, Folkman, and Lazarus (in press) have compared
the hassles of everyday life to major life events in terms of the strength of their
relationship to physical health. Hassles have been defined as “the irritating,
frustrating, distressing demands that in some degree characterize everyday trans-
actions with the environment” (Kanner, Coyne, Schaefer, & Lazarus, 1981, p.
3). Examples of hassles include misplacing and losing things, concerns about
owing money, not enough time for family, too many responsibilities and too
many interruptions. In a prospective study, DeLongis et al. (in press) found
that a person’s level of hassles added significantly to the variance in health status
and physical symptoms explained by life-events scores in multiple regression
analyses. Hassles scores also accounted for most of the variance shared between
life events and health. When the effects of life events were removed, hassles and
health remained significantly correlated. Thus, the degree to which a person is
hassled in everyday activities appears to have a significant impact—independent
of life events—on subsequent health.

The task remains of identifying individual and situational variables me-
diating both the impact of life events and the accumulation of daily hassles in
the absence of major life changes. Our emphasis thus shifts to the coping skills
and resources of the individual and the constraints on their use. Critical reviews
of the life—events literature increasingly call for the addition of these consid-
erations, and a study of pregnancy and birth complications is cited as empirical
support. Nuckolls, Cassell, and Kaplan (1972) found that 90% of the women
with high life—change scores and low coping resources had one or more com-
plications, whereas only a third of the women with equally high life-change
scores but high coping resources exhibited similar complications. Thus, the in-
fluence of stressful life events on health was evident only when resources for
coping with the events were not available.

It is clear that stressful life events play some role in the occurrence of illness.
Yet attempts to expand on this vague generalization or to improve on the pre-
dictive ability of measures of life change inevitably require that we go beyond a
conceptualization of stress in terms of the number or formal properties of life
events. Of necessity we must turn our attention to the significance of events,
how they impinge on a person’s life, how he or she copes, and how resources
and constraints come into play. We are consequently confronted with the need
for a more complex conceptualization of stress, one that grants a critical role to
these factors.

2. Stress as a Response

~ Within the biological sciences, stress is frequently equated with physiological
mobilization (e.g., Cannon, 1932; Selye, 1974). For example, Selye (1956, 1976)
equates stress with the general adaptation syndrome, a coordinated pattern of
physiological responses that is evoked when demands are placed on the organism.
Although such an approach to stress phenomena begins with the organism’s



mobilization instead of with a taxing event, it shares with the environmental
approach an inattention to individual differences. Thus, factors that lead some
individuals but not others to respond to a noxious stimulus with mobilization
and some individuals but not others to remain mobilized for prolonged periods
are largely ignored.

This inattention to individual differences is reflected in research metho-
dologies that isolate stress responses from their psychological and social context.
Injurious agents such as physical mutilation, bacteria, or toxins are used to
mobilize the organism, while options for avoiding or combating the injurious
agent are either entirely eliminated or severely restricted. These laboratory meth-
ods have allowed hormonal stress responses to be reliably elicited and have
enabled investigators to document the role of adrenal medulla and adrenal cortex
secretions in mobilization. However, they are unable to provide information
about the determinants of these responses in individuals functioning in less
restricted settings.

Even in these laboratory environments designed to minimize individual
differences, stress responses appear to be powerfully influenced by psychological
factors. Mason has summarized evidence indicating that the organism’s appraisal
of “threatening or unpleasant factors in the life situation as a whole” (1971, p.
327) is one of the most important determinants of hormonal stress responses;
physical stresses may, in fact, fail to elicit these responses if the emotional distress
that typically accompanies their administration is eliminated (Mason, 1968, 1971,
1975). Psychological variables can also be important determinants of the tissue
damage that accompanies prolonged mobilization, for example, the stress ulcer
originally identified as part of the alarm stage of the general adaptation syndrome
(Weiss, 1977). We are unlikely to understand the development of stress-related
illnesses outside the laboratory as long as we artificially isolate physiological stress
responses from their psychosocial contexts.

The tendency to isolate physiological stress responses from their contexts
is also evident in some intervention strategies within behavioral medicine. For
example, biofeedback training that attempts to teach self-control of symptom-
related physiological responses often proceeds as if physiological activity could
be isolated from psychological processes and be modified by means of self-control
strategies that are essentially context-free. This assumption has retarded the
development of effective methods for facilitating the generalization of learning
to extralaboratory settings, and it has limited our understanding of how bio-
feedback produces improvement in those instances in which it is effective.

Unfortunately, it turns out that no amount of biofeedback training in a
relaxed laboratory environment will ensure the ability to control specific phys-
iological responses in naturalistic settings. Strategies that enable effective control
of responses in the laboratory may be virtually useless in more naturalistic settings
(Lynn & Friedman, 1979). Not surprisingly, people are often unable to control
specific physiological reactions while they engage in transactions with the envi-
ronment that generate the very same responses. The realization that self-control
of physiological activity acquired in the laboratory will not generalize to extral-
aboratory contexts without comprehensive alteration in the individual’s inter-
actions with the environment has begun to temper claims of effectiveness for
biofeedback therapy (Lynn & Friedman, 1979).
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In some instances—for example, with tension and migraine headaches—
biofeedback has proven effective in the treatment of stress-related symptoms
(Blanchard, Andrasik, Ahles, Teders, & O’Keefe, 1980). However, the tendency
to ignore the psychosocial determinants of symptom-related stress responses has
made investigators so ready to attribute therapeutic improvement to the learned
control of physiological activity that equally plausible alternative explanations
are seldom explored. In those instances where the evidence that biofeedback is
strongest, symptom improvement does not appear to result from the acquired
ability to control physiological responding. Well-controlled studies have found
virtually no relationship between the learned control of physiological activity
and symptom improvement (Kewman & Roberts, 1980; Andrasik & Holroyd,
1980). It appears more likely that biofeedback is effective in such instances
because changes in coping activity that follow biofeedback training have indirect
effects on symptom-related physiological activity and not because the acquired
ability to regulate physiological activity enables individuals to more directly con-
trol symptom-related physiological responses (Holroyd, 1979; Holroyd & An-
drasik, 1982).

3. A Transactional Conception of Stress

v

In the early fifties, Grinker and his associates criticized existing psychoso-
matic models for their detachment of the person from the environment. Grinker
attempted to construct an alternative transactional model based on the assump-
tions “that the human organism is part of and in equilibrium with its environ-
ment, that its psychological processes assist in maintaining an internal equilib-
rium and that the psychological functioning of the organism is sensitive to both
internal needs and external conditions” (Grinker, 1953, p. 152).

More recently, Lazarus and his colleagues (Lazarus, 1980; Coyne & Lazarus,
1980; Lazarus & Launier, 1978) have argued that psychological stress is best
conceptualized in terms of person—environment transactions that tax or exceed
the resources of the person. Stress is thus neither an environmental stimulus, a
characteristic of the person, nor a response but a relationship between demands
and the power to deal with them without unreasonable or destructive costs.
Ongoing commerce between person and environment are viewed in terms of
their reciprocal action, with each affecting and in turn being affected by the
other. Two processes mediate the person’s contribution to this relationship:
appraisal and coping.

3.1. Appraisal

The Lazarus group applies the concept of appraisal to the person’s contin-
ually reevaluated judgments about demands and constraints in transactions with
the environment and options and resources for meeting them. A key assumption
of the model is that these evaluations determine the person’s stress reaction, the
emotions experienced, and adaptational outcomes. The degree to which a person



experiences psychological stress is determined by the evaluation of both what is
at stake (primary appraisal) and what coping resources are available (secondary
appraisal).

Primary appraisal takes three forms: Judgments that the transaction is (1)
irrelevant to the person’s well-being, (2) benign-positive, or (3) stressful. Stressful
appraisals are distinguished in terms of whether they involve judgments of (a)
harm-loss, (b) threat, or (c) challenge. Although all three involve some negative
evaluation of one’s present or future state of well- bemg, challenge provides the
least negatnve or most positive one.

If primary appraisal answers the question “Am I okay or in trouble?” then
secondary appraisal can be seen as the person’s answer to “What can I do about
it?” Seconary appraisal refers to the person’s ongoing judgments concerning
coping resources, options, and constraints. Essentially, it involves the evaluation
of coping strategies with respect to their cost and probability of success. The
determinants of secondary appralsal in a given stressful episode are likely to
include the person’s previous experiences with such situations, generalized be-
liefs about self and environment, and the availability of resources. The latter
include the person’s morale and assessment of health/energy, problem-solving
skills, social support, and material resources (Folkman, Schaefer, & Lazarus,
1979).

The distinction between primary and secondary appraisal is useful mainly
in the attention it draws to different sets of variables affecting cognition, coping,
and adaptational outcome. The two evaluative processes are highly interrelated
and are not empirically separable in many contexts. Thus a firm sense of self-
efficacy (secondary appraisal) can lead one to appraise transactions as benign or
irrelevant (primary appraisal), or, alternately, a sense one’s coping resources are
limited can lead to appraisals of threat where they would not otherwise occur.

3.2. Coping

Earlier research of the Lazarus group focused on the importance of cognitive
appraisal processes both in determining stress responses and in guiding efforts
to manage and control stress (cf. Lazarus, Averill, & Opton, 1970). Current work
has given increased attention to the role of coping in actively shaping the stress
experience.

Coping is defined as comprising efforts, both cognitive and behavioral, to
manage environmental and internal demands and the conflicts among them.
Two main functions of coping have been noted: the alteration of the ongoing
person—environment relationship (problem-focused coping) and the control of
stressful emotions or physiological arousal. Problem-oriented coping involves
efforts to deal with the sources of stress, whether by changing one’s own problem-
maintaining behavior or by changing environmental conditions. Emotion reg-
ulation involves coping efforts aimed at reducing emotional distress and main-
taining a satisfactory internal (i.e., hormonal) state for processing information
and action.

Stressful transactions with the environment generally involve both coping
functions. A recent study of stress and coping in middle-aged people revealed
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that they used both functions in 98% of the specific stressful episodes they
reported in the course of a year (Folkman & Lazarus, 1980). Coping with extreme
stress often involves (1) an acute phase in which efforts are most appropriately
directed toward minimizing or defensively distorting the impact of the event
(emotion regulation) and (2) a reorganization phase in which the harm, loss, or
threat is recognized and coping efforts are focused on altering the person—
environment relationship (Hamburg & Adams, 1967). However, it is also possible
for the two functions to be in conflict, as when palliative (emotion-focused) coping
obstructs or delays actions required to protect the person against illness (Hackett
& Cassem, 1975; Pranulis, 1975; Von Kugelen, 1975).

4. Coping and Health

There are at least four pathways through which coping might influence
health (see Holroyd, Appel, & Andrasik, in press). First, coping may influence
health outcomes by influencing the frequency, intensity and possibly the char-
acter of the physiological stress responses the individual experiences (Holroyd,
1979; Lazarus, Cohen, Folkman, Kanner, & Schaefer, 1980). Selye (1956, 1976)
has played a major role in popularizing the notion that neuroendocrine stress
responses can play a significant etiological role in disease. Although it is now
generally accepted that stress-related fluctuations in neuroendocrine activity can
affect disease processes, we have only a limited knowledge of precisely how this
occurs. On the one hand, hemodynamic control mechanisms may be disregulated
in the early stages of hypertension (Kaplan, 1979) or immune mechanisms dis-
rupted in some cases of Graves’ disease and asthma (Bowers & Kelley, 1979;
Morillo & Gardner, 1979; Rodgers, Dubey, & Reich, 1979). On the other hand,
stress hormones may enhance the effectiveness of the immune response and act
protectively against disease processes (Amkraut & Solomon, 1974). Conse-
quently, straightforward notions about the damaging consequences of arousal
(Stoyva, 1976) probably are at least overstated if not incorrect.

Second, physiological symptoms may be learned or maintained because they
serve coping functions. This possibility is implicit in Miller and Dworkin’s (1977)
notion that genetically predisposed individuals who are unable to manage stress
psychologically may learn to cope physiologically—that is, by elevating blood
pressure so as to produce the sedative-like effects that accompany bororeceptor
stimulation. Although these pressor responses may produce short-term reduc-
tions in stress emotions over the long run, they could be expected to contribute
to the disregulation of hemodynamic control systems that occurs in essential
hypertension. This possibility is also reflected in the hypothesis that illness or
illness behavior serves stabilizing functions in conflicted families (Minuchin, Ros-
man, & Baker, 1978) or that it is maintained by secondary gains and reinforce-
ments (Whitehead, Fedoravicius, Blackwell, & Wooley, 1979).

Third, coping may contribute to disease because it involves changes in health
behaviors that expose the individual to injurious agents such as alcohol, tobacco
smoke, or allergens. For example, disease processes may be initiated or aggra-
vated when men at risk for coronary heart disease increase their smoking in



response to stress (Horowitz, Hulley, Alvarez, Reynolds, Benfari, Blair, Borhani,
& Simon, 1979) or when sufferers of peptic duodenal ulcer increase their con-
sumption of alcohol in response to work stress (Weisman, 1956). When symptoms
covary in a systematic manner with the occurrence of stressful events, there is
a tendency to ignore the possibility that symptoms are triggered by changes in
health behaviors.

Finally, the way the individual copes with the threat of acute illness (Gentry,
1975; Pranulis, 1975; Hackett & Cassem, 1975) or with the demands of chronic
illness (Cohen & Lazarus, 1979; Moos & Tsu, 1977) can be an important deter-
minant of the course of the illness and of the medical care that is received. For
example, the way in which an asthmatic copes with the threat of airway obstruc-
tion can be an influential determinant of medical outcome, influencing the phy-
sician’s prescriptions of steroid medication, the asthmatic’s pattern of self-med-
ication, and other health behaviors (Jones, Kinsman, Dirks, & Dahlem, 1979;
Kinsman, Dirks, & Jones, Chapter 19). Therefore we must attend not only to
symptoms themselves but to the individuals’ efforts to regulate and control their
disorders.

5. Coping Skills Treatment

To the extent that copmg plays a predisposing or initiating role in illness
or aggravates and maintains disease processes initiated by other factors, treat-
ment should probably focus not only on physiological symptoms per se but also
on coping activities that influence disease processes (Holroyd, 1979). Interven-
tions of this sort would focus on (1) preventing stress-related illness by assisting
at risk individuals to cope more effectively with stress, (2) indirectly modifying
physiology by altering the way the individual copes with symptom-related stresses,
and (3) managing the stressful consequences of disease and medical intervention.

Relaxation training is the simplest coping-skills-oriented intervention be-
cause it teaches clients to manage psychological and physiological stress responses
by means of a simple coping strategy—relaxation. At present there is a fairly
substantial body of evidence indicating that the use of relaxation as a coping
skill can produce significant improvements in chronic tension and migraine
headache (cf. Blanchard ez al., 1980) and at least moderate reductions in blood
pressure in essential hypertension (cf. Agras & Jacob, 1979), and there are some
promising findings with other disorders (Surwit, Williams, & Shapiro, in press).
Although information about the long-term maintenance of these therapeutic
gains is meager, these findings support the hypothesis that even providing in-
dividuals with simple coping responses can in some instances produce mean-
ingful reductions in stress-related physical symptoms.

However, there are a number of reasons to believe that treatments that
teach a more comprehensive set of coping skills may often be preferable to
treatments that teach a single coping skill such as relaxation. First, because the
complex demands of everyday life often require flexible coping skills, many
stressful transactions cannot be managed by simply relaxing; alternate strategies
will be required. Second, because stress responses are embedded in the individ-
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ual’s transactions with the environment, individuals will often find it difficult to
manage arousal by relaxing while they continue to think and behave in ways
that generate the very arousal they are attempting to manage (Holroyd, 1979).
Finally, relaxation is likely to have only a minimal impact or even to exacerbate
some stress-related symptoms. For example, relaxation can exacerbate some
headaches (Bakal, Demjen, & Kaganov, 1981) and is likely to have a minimal
impact on the depression that can be both a precipitant and a consequence of
recurrent headaches (Holroyd & Andrasik, 1982). In asthmatics, relaxation sim-
ilarly has a minimal impact on pulmonary function (Alexander, 1982), and can
hardly be expected to alter the helplessness and manipulativeness that can ac-
company this disorder (Creer, 1979).

The development of comprehensive coping-skills-oriented treatments has,
for the most part, been pioneered by cognitive behavior therapists (e.g., Beck
& Emery, 1979; Goldfried, 1980; Holroyd, 1979; Holroyd et al., in press; Mei-
chenbaum, 1977; Meichenbaum & Jeremko, in press). In addition to providing
graduated practice in the use of both cognitive and behavioral coping skills, these
interventions teach clients to develop cognitive strategies or plans to facilitate
the assimilation of potentially threatening events and information (Meichen-
baum, 1976, 1977). The coping-skills approach to stress management has been
termed stress inoculation training (Meichenbaum, 1976), since its goal is to increase
the individual’s ability to resist the pathological effects of stress. Descriptions of
specific treatment techniques for the management of psychological conditions
such as anxiety and depression have been provided by Beck & Emery (1979)
and Beck, Rush, Shaw, & Emery (1979) and for the management of somatic
disorders such as recurrent tension, migraine headache, and bronchial asthma
by Holroyd et al. (in press).

Coping-skills-oriented interventions are currently being employed in both
the treatment and prevention of stress-related illness. They are being evaluated
as preventitive interventions with individuals in high-risk occupations, for ex-
ample, police officers (Novaco, 1977); with individuals undergoing stressful tran-
sitions such as divorce (Granvold & Welch, 1977), basic training (Novaco, in
press), or the transition from school to work (Benner, 1974); and with individuals
with characteristics that place them at risk for particular disorders, for example,
Type A men (Roskies, 1980), or men who have both a family history of essential
hypertension and-exhibit cardiovascular reactivity in response to laboratory stress
(Adams, 1981). At present this work is only in its beginning stages; more infor-
mation is needed concerning useful treatment procedures and the timing of
interventions. For example, with respect to the question of timing, it is likely
that for some disorders interventions may have a preventative function when
applied in the early stages of the disorder but have only a minimal impact once
symptoms are evident (Holroyd et al., in press).

Coping-skills-oriented treatments are also being used in the management
of episodically occurring symptoms. For example, chronic tension and migraine
headache sufferers may be taught to recognize the sensations, thoughts, feelings,
and behaviors that precede and accompany headache and then to employ coping
strategies that serve to prevent headache onset or to minimize the severity of
symptoms (e.g., Bakal, Demjen, & Kaganov, in press; Holroyd & Andrasik, 1978,
1982; Holroyd, Andrasik, & Westbrook, 1977). Similarly, asthma sufferers may



be taught to recognize the early signs of an attack by associating subjective
perceptions with objective measures of pulmonary function; they could then
learn to use specific coping procedures (e.g., breathing exercises, postural drain-
age) to abort or terminate attacks (Creer, 1979; Clark, Feldman, Freudenberg,
Millman, Wasilawski, & Valle, 1979). Preliminary work suggests that such treat-
ments are capable of producing significant reductions in symptoms (Holroyd &
Andrasik, 1982; Creer, 1981) that are, in some instances, maintained for as long
as two years (Holroyd & Andrasik, in press). At this point it is important that
researchers begin to compare these interventions with alternate medical inter-
ventions.

Coping-skills interventions are also being used to assist patients in managing
stresses that are consequences of illness. This involves interventions that are
designed to prepare patients for the stresses associated with medical interven-
tions (Kendall, in press) as diverse as cardiac catheterization (Kendall, Williams,
Pechacek, Graham, Shisslak, & Herzof, 1979), minor surgery (Langer, Janis, &
Wolfer, 1975), and acute coronary care (Hackett & Cassem, 1975) as well as
interventions that are designed to assist clients in managing realistic fears that
accompany some disorders—for example, fears of a recurrent myocardial in-
farction or stroke or fears of suffocation that may plague the asthmatic.

As these research efforts proceed from small-scale demonstration studies
examining the potential value of cognitive-behavioral interventions in the pre-
vention and treatment of stress-related problems to the more systematic appli-
cation and evaluation of these interventions, clinicians are likely to find them-
selves drawing increasingly on basic research on stress and coping. For example,
cognitive behavior therapists must develop methods of assessing coping if they
are to assess the changes in coping that are the goal of cognitive behavior therapy
and determine how these changes in coping are related to improvements in
health outcomes. Similarly, if the teaching of coping skills is not to be based
solely on therapists’ personal beliefs about what constitutes effective coping, we
will have to gain a better understanding of the everyday stresses encountered
by nonclinical populations and the multiple ways they are presumably effectively
managed.

6. Transactional Conceptions of Causality

Much of the work exploring psychosocial aspects of health and illness has
essentially been devoted to finding causes for given observed somatic conditions.
These causes are presumed to be linearly related to their effects; that is, Con-
dition B is occurring because psychosocial Event A is happening or previously
happened. Unfortunately, adequate longitudinal studies with appropriate com-
parison groups are the exception, and presumed relationships are seldom ex-
amined except cross-sectionally (Weiss, 1977). Still, despite such an embarrassing
simultaneity of observation, the designated “cause” and “effect” are treated as
if they occurred in linear series and in the appropriate order (cf. Jackson, 1965).

Perhaps the most visible instances of such a conceptual strategy occurred
in various efforts during the 1950s to relate specific personality variables causally
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to psychosomatic conditions. Hypotheses were formulated in terms of maternal
dynamics, unconscious conflicts, physiological regression, personality types, and
chronic emotional states. The hypotheses were often strongly stated in that the
predisposition to and initiation of illness were viewed as entirely psychogenic.
Overwhelming evidence that psychological and social factors do not determine
the choice of an illness ultimately led to a repudiation of the concept of psy-
chogenicity (Weiner, 1977). Furthermore, because the term psychosomatic was
taken to imply an acceptance of psychogenicity, the entire field of psychosomatic
medicine lost ground as a scientific discipline. The field suffered a sharp drop
in popularity and credibility and seemed to be headed for the annals of medical
history (Lipowski, 1977).

In general, unicausal, linear conceptions of illness are now recognized as
being too restrictive and oversimplified to deal with the multifaceted nature of
illness. One does not seek a sole and sufficient explanation for the occurrence
of infectious disease in the presence of a microorganism; one does not even seek
a sole and sufficient explanation for the occurrence of a genetic disease in the
presence of abnormal genes (Hinkle, 1974). Accordingly, even in somatic con-
ditions for which the role of psychosocial factors has been clearly established,
such factors need to be conceptualized in terms of their interrelationship with
a host of nonpsychosocial factors. Furthermore, since psychological events sel-
dom occur only once but persist, overlap, and recur with maddening complexity,
a circular causal model is often more appropriate than a linear one that artificially
obstructs events from the intricate sequences-in which they occur (Jackson, 1965).

Within a transactional perspective, firm notions of linear causality are aban-
doned and the existence of such reciprocal feedback loops is acknowledged. The
isolation of simple temporal sequences and the designation of variables as in-
dependent and dependent, antecedent and consequent is seen merely as a pro-
visional punctuation of the ongoing stream of social, psychological, and phys-
iological processes—one that can be revised as needed. Rather than inquiring
whether Event A is the fundamental cause of Condition B, questions are phrased
in terms of “How is Event A involved in the initiation or persistence of Condition
B?” (Coyne, in press).

More specific to the study of the relationship between stress phenomena
and illness, it is recognized that, strictly speaking, answers to questions concern-
ing the fundamental etiology of somatic conditions may prove irrelevant to the
identification of maintaining conditions and points of intervention. For instance,
even without an entire understanding the etiology of Crohn’s disease or ulcer-
ative colitis, observations that the patient’s condition is exacerbated by particular
types of interpersonal confrontations can lead to effective interventions (Youell
& McCullough, 1975). The emphasis is on identifying problematic appraisals,
coping behavior, and environment contexts associated with the persistence of a
problem rather than with its “causes.”

7. Stress in Its Social Context

A transactional perspective rejects conventional conceptualizations of the
person and environment as substantially independent entities. Key person and



environmental variables must be designated relationally. No constituents of the
ongoing flow of stress and coping can be specified completely apart from the
specification of other constituents (Coyne & Lazarus, 1980).

Much of the work of the Lazarus group has involved explicating the con-
tribution of person variables in the stress and coping process. “Stress, per se,
cannot be regarded simplistically as causal in human maladaptation because it
generates such a variety of coping processes, and, in turn, is as much a product
of inept coping as it is of environmental demands, or stressors” (Lazarus, 1980,
p. 318). It has been emphasized that coping actively shapes the course of the
ongoing person-environment relationship. Rather than a fixed entity that inev-
itably impinges on the person, much of the environment remains only a potential
until it is actualized by coping efforts. Environmental influences may shape the
constellation of coping efforts that come into play in a stressful transaction, but
coping also partially determines which environmental influences will be involved
and what form they will take (Coyne & Lazarus, 1980; Coyne, 1976).

The Lazarus group has given considerably less attention to environmental
influences or the person-environment unit. In parallel with arguments about
the manner in which the person selects and shapes critical features of the en-
vironment, it can be noted that the person’s characteristic environment encour-
ages some coping activities while constraining others. For example, although
women, overall, report more emotion-focused coping than do men, this is ex-
plainable in terms of the context of stressful episodes. Women report more
stressful episodes involving health issues, whereas men report more involving
work. When these differences in context are controlled, sex differences in coping
largely disappear (Folkman & Lazarus, 1980).

Clearly, more work needs to be done in the description of the environmental
component of the person—environment relationship—in terms of the structure
of demands, opportunities, resources and constraints. There has long been an
interest in the social environment as a stressor (Levine & Scotch, 1970). Many
of the most heavily weighed and frequent items in life—events scales are social
in nature, although the theoretical implications of this have seldom been ex-
plored (Hinkle, 1974). More recently, however, there has been a growing interest
in the social environment as a resource as well.

7.1. Social Support

Current interest in the social environment as a resource has centered on
the social support hypothesis: namely, that social support moderates the dam-
aging effects of stress and in other ways facilitates positive adaptational outcomes.
Initial theoretical articles (Cassel, 1976; Cobb, 1976; Dean & Lin, 1977; Kaplan,
Cassel, & Gore, 1977) reinterpreted studies ofthe effects of loss of social ties on
health in light of the social support hypothesis. There are now also a number
of empirical studies relating lack of support to psychopathology (Henderson,
Byrne, Duncan-Jones, Adcock, Scott, & Steele, 1978; Schaefer, Coyne, & Laz-
arus, in press), complications of pregnancy (Nuckolls et al., 1972) and all cause
mortality (Berkman & Syme, 1979). Although this research appears to highlight
the beneficial effects of having social support, the various studies differ greatly
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in how they conceptualize and measure social support and have yet to rule out
alternatives to the social support hypothesis.

First, such studies generally do not distinguish between (1) the positive
effects of having social support in terms of specific stress-buffering functions
social support may have in stressful circumstances and (2) the absence of the
deleterious effects of disconnection or losing social ties. For instance, Schaefer
et al. (in press) noted

Investigators who think they are studying the effects of small social networks or low
perceived support may actually be studying the effects of recent separation or bereave-
ment—very profound sources of stress whose importance goes far beyond the mere
loss of potential support. The psychological distress and dislocation in everyday living
caused by bereavement or separation may differ in many respects from the long-term
effects of being deprived of such relationships.

Second, arguments in favor of the social support hypothesis frequently treat
measures of social network size, social support, and general psychosocial assets
as interchangeable. Social network has been defined as “the specific set of linkages
among a defined set of persons” (Mitchell, 1969, p. 2) and is usually measured
in terms of the number of relationships in which people are involved, perhaps
weighed by their presumed intimacy. It equates the existence of relationships
with the receipt of benefits from them. Social support, on the other hand, typ-
ically includes some evaluation of the supportiveness of relationships or an enu-
meration of the benefits received. There is likely to be an association between
social network size and perceived social support, but to equate the two is to
ignore differences in the demands, constraints, and conflicts, as well as the
benefits that relationships provide.

A study of pregnancy complications (Nuckolls et al., 1972) that we have
already noted is widely cited as evidence of the stress-buffering role of support,
yet it employed a composite measure of psychosocial assets rather than a simple
measure of support. The Nuckolls e¢ al. measure included items tapping ego
strength, perception of health, extent to which the pregnancy was planned and
desired, and confidence of the outcome as well as marital happiness, friendship
patterns, and confidence in support from siblings, parents, and in-laws. Intended
to be more than a measure of support, the Nuckolls ¢t al. instrument confounds
a number of psychosocial variables. Yet even with more refined measures of
support, we cannot be sure that we are simply assessing the availability of social
resources in an environment and we cannot rule out alternative interpretations
of the relationship between support and health.

The social support hypothesis is already leading to numerous clinical and
community intervention programs designed to increase the availability of social
support to people under stress or otherwise at risk. The hope is that added
social support will increase their coping capabilities, reduce their need for profes-
sional help, limit periods of disability, and strengthen positive health-related
behaviors. Yet the effectiveness of such programs may be limited by narrow
conceptions of social support and how it can be established and utilized. For
instance, if a target person lacks requisite social skills or a receptivity to others,
merely linking him to a supportive environment is not likely to succeed. Heller
(1979) has suggested that we need to better understand the process of social
support in terms of:



. The relationship between the individual and supportive others

The behavior of supportive companions and the context of support

. Personality, demographic characteristics, and role behavior that influence
the receptivity to support

4. The skills necessary to access and maintain supportive relationships

5. Environmental structures that are conducive to the establishment and

maintenance of support systems (p. 367)

W N —

The growing social support literature provides an important balance to
previous treatments of the social environment as a stressor. Yet it has tended to
perpetuate a simplistic distinction between person and environment in that social
support is often conceptualized as an environmental condition to be linked to
the person rather than a characteristic of the person—environment unit mediated
by what the person does and how receptive he or she is to the efforts of others.
Furthermore, notions of the social environment as a source of stress or, alter-
natively, as a buffer against stress do not begin to exhaust the richness of the
person’s involvement with the environment and its impact on health. Such no-
tions are not a substitute for knowledge of how members of the social environ-
ment affect appraisals, decisions, and coping in specific health-relevant contexts
such as efforts to change one’s life-style, adhere to treatment, or interpret am-
biguous bodily symptoms. Adjustments required to preserve health or cope with
chronic illness tend to affect not only the individual but also those with whom
he or she is intimately involved. Our conceptualizations and our interventions
generally ignore such features of the ecology of individual health and illness,
but we cannot afford to continue to do so.

This is particularly true for the person’s involvement with the family. If an
extraterrestrial being were able to examine the current literature concerning
stress, coping, and illness, it would get little sense that families are the important
source of both stress (Croog, 1970) and support (Lasch, 1977) that they are.
Neither would it comprehend the extent to which the family is the context and
determinant of so many critical health-related decisions and behaviors.

7.2. The Family

The majority of Americans live in some conjugal unit (Maddox, 1975), and
it would seem that a description of psychosocial factors related to health and
illness would be incomplete without reference to home life. Yet a perusal of the
index of a recent 700-page volume on health psychology (Stone, Cohen, & Adler,
1979) reveals only one entry under family, and this is in reference to use of a
family assessment instrument as a teaching aid. A variety of data can be cited
as evidence of our need to widen our lens and take a fuller look at the individual
in the context of the family.

Families develop their own levels of health and illness, and these levels tend
to persist over time. Thus, members of some families have a consistently high
incidence of diverse illnesses, while members of other families have a low inci-
dence (Downes, 1949; Dingle, Badger, & Gordon, 1964; Pratt, 1976). There are
also patterns of illness within families that cannot be explained readily in terms
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of biological vulnerabilities. For example, Cobb, Kasl, French, and Norstelo
(1969) replicated previous findings of an association between wives with rheu-
matoid arthritis and husbands with peptic ulcers and produced additional data
suggesting a mediator’s role for the manner in which hostility is handled in such
marriages. Also, in families of people with hypertension, members of the house-
hold who are not related to the patient are more likely to suffer from hyper-
tension than is the general population (Chazan & Winkelstein, 1964).

The treatment of chronic illness is definitely a home-care situation in that
only 4% of those who report restrictions of activities are a result of chronic
disease or impairment live in institutions; the vast majority live mainly at home
(American Hospital Association, 1971). In many chronic conditions, patients
receive less than a total of one day per year in direct contact with doctors and
nurses. The rest of medical care is provided by self, family, and friends (Pratt,
1976).

Families represent more than collectivities of individuals. There are pat-
terned regularities in transactions among individual family members, and be-
tween the family and the larger community, that may have important implica-
tions for their health and well-being. Family theorists have sometimes
underestimated the large areas of autonomy in the lives of family members and
their ability to transcend the limits of the family’s influence. Nonetheless, they
have alerted us to the need to observe how involvement in a family regulates
and constrains or facilitates the coping of the individuals.

Stress theory and research with the family as the unit of analysis are not as
developed as the corresponding study of the individual in isolation (Hanson &
Johnson, 1979). Until recently, the focus has been on the family as a reactor to
stress and on the way in which resources are managed in the face of it. Yet there
is now a shift in progress to considerations of the family’s active coping strategies
and transactions with the community that affect the vulnerability of family mem-
bers (McCubbin, 1979). Efforts are being made to delineate the nature of re-
sponse patterns, the processes of successful and unsuccessful adaptation, and
factors associated with differential responses of the family to stress. There is still
a predominance of clinical descriptive studies, and a great deal of conceptual
clarification is required if we are to progress to systematic, well-controlled studies
(Coyne & DeLongis, 1981).

The task of relating family stress, coping, and adaptation to that of its
individual members is complex. It may often be that characteristic features of
a family that ensure its orderly functioning may maintain or exacerbate the
unsuccessful adaptation of a given member.

The role of stressful family circumstances in somatic conditions is under-
scored by repeated findings that separation of severely ill asthmatic children
from their families resulted in the improvement of about half of all cases studied
(Weiner, 1977). Two studies have demonstrated that the improvement is not
likely to be due to the children’s removal from specific allergens to which they
are exposed at home (Lamont, 1963; Long, Lamont, Whipple, Bardler, Blum,
Boum, Burgin, & Jessner, 1958). These studies found that no new asthma attacks
occurred when dust collected from the children’s homes was sprayed into their
rooms.



Anorexia nervosa is perhaps the syndrome that is most successful in drawing
attention to the role of family transactions in somatic conditions. Historically, it
was among the syndromes most responsible for convincing the medical profes-
sion that there may be a psychological background for some physiological con-
ditions (Weiss & English, 1957), and it may again be facilitating a paradigmatic
shift, this time from the individual in isolation to the transactional system- in
which the individual functions.

The work of Minuchin and his colleagues (Minuchin, 1974; Minuchin, Ros-
man, & Baker, 1978) is playing a critical role in this shift. Anorexia is a condition
in which potentially fatal self-starvation takes place, with death ensuing in per-
haps 10% to 15% of all cases. Traditional medical, psychodynamic, and behav-
ioral approaches to the problem have not met with outstanding success, yet
Minuchin’s group reports 86% showing full medical recovery and an additional
4% showing a fair degree of improvement (Minuchin et al., 1978). A number
of reviewers have indicated that these results are better than those reported for
any other method (Aponte & Van Deusen, 1981; Goldstein, 1979; Gurman &
Kniskern, 1981). Minuchin’s group have also extended their approach with
considerable success to the families of asthmatics, diabetics, and patients suffer-
ing from psychogenic abdominal pain.

On the basis of a variety of data—including observations of structured family
tasks, free-fatty-acid responses of patients to family transactions, and treatment
outcome—the group has developed a clinical model of characteristics they con-
sider specific to psychosomatic families. It is argued that the patient’s symptoms
contribute in important ways to the maintenance of the family’s functioning.
The families are characterized as rigid, lacking in conflict resolution, hypersen-
sitive to the distress of individual family members, and enmeshed—that is, family
members are overinvolved in each other’s difficulties. The illness of the child
takes on a critical role in the family’s avoidance of conflict and strengthens
members’ overinvolvement and hypersensitivity to each other’s distress. When
typical transactional patterns become threatened from within or outside the
family, the child’s symptoms may become intensified in a way that legitimizes
and strengthens the structure of the family.

It should be made clear that no argument is made that the family transactions
cause the psychosomatic problems occurring in a given family member. Instead,
it is assumed that the illness and patterns of functioning coevolve. Although in
some families, symptoms may foster the development of problematic family
organization, particularly when the symptoms are highly visible or life-threat-
ening, it may also be the case that the role the patient has in the family is stressful
and exacerbates his or her condition. The key issue is not what caused the illness
but rather the dynamic interplay of family and individual factors that mutually
maintain each other.

Weakland (1974) has coined the term family somatics to indicate the family’s
involvement in health and illness. He argues that it is important to describe
concretely how both illness and the maintenance of health pose problems for a
given individual and other members of the family, how they cope, and how, in
turn, these coping efforts feedback and affect the conditions to which they are
directed. In such a perspective,
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The idea of disease as an entity which is limited to one person, and can be transmitted
from one individual to another, fades into the background, and disease becomes an
integral part of the continuous process of living. The family is the unit of illness because
it is the unit of living .(Richardson, 1945, p. 76)

The same is, of course, true for positive health.

7.3. Family Interventions

During the past thirty years the field of family therapy has grown with
astounding rapidity. There are numerous distinct approaches grounded in sys-
tems and communications theory and sharing a rejection of the assumption that
the individual can be considered apart from the social context. The individual
influences the social context and is in turn influenced by it in a constantly re-
curring sequence of transactions. As a context, the family is seen as a rule-
governed system; members behave among themselves in an organized, repetitive
fashion, and the pattern that develops constrains the behavior of the family.

An important distinction in the field is that between structural (Minuchin
etal., 1978) and strategic approaches (Coyne & Segal, in preparation; Watzlawick,
Weakland, & Fisch, 1974). Structural approaches are aimed at basic changes in
the social organization of the family in the direction of it becoming more clearly
defined as well as more elaborated, flexible, and cohesive (Aponte & Van Deusen,
1981). The structural family therapist views problematic behavior as sustained
by the structure of the family system and seeks to solve the problem by changing
the underlying systemic structure.

In contrast, strategic therapists are more pointedly problem-focused. At-
tention is directed to how ineffective coping maintains the problems, rather than
to the problem itself (Watzlawick, Weakland, & Fisch, 1974). Thus, a stroke
victim’s depression and failure to exercise his remaining capabilities is coneep-
tualized in the context of his family’s oversolicitous and overprotective behavior.
Interventions are aimed at interdicting the family’s response, so that the stroke
victim can discover his own resourcefulness. In an actual such case, the family
was treated in the absence of the demoralized patient (Watzlawick & Coyne,
1980). Similarly, in a pilot program, spouses of difficult-to-manage coronary
patients were treated in an effort to modify the patients’ behavior indirectly
(Hoebel, 1977).

Unfortunately, the family therapy literature is dominated more by provoc-
ative case examples and clinical speculations than by controlled research. Pinsof
(1981) has lamented, “The family therapy field is characterized by a plethora of
theories about the nature and relative effectiveness of different techniques and
by a dearth of research testing these clinical theories” (p. 699). Yet there are
clear signs of a change. Whereas a review in the early 1970s could report only
13 outcome studies (Wells, Dilkes, & Trivelli, 1972), a more recent survey found
over 200 reports involving almost 5,000 families (Gurman & Kniskern, 1978).

It appears that family interventions are indeed effective (Gurman & Knis-
kern, 1978). Furthermore, family therapy is the most empirically supported of
any psychotherapeutic intervention for childhood psychosomatic conditions
(Gurman & Kniskern, 1981). Clearly, more work needs to be done; it is pre-



mature to draw any but the most tentative of conclusions. We know comparatively
little about the effects of family functioning on health or the effectiveness of
family therapy as an intervention in health-related problems. However, that
more research is not currently available reflects yet another unfortunate result
of the assumption that we can ignore the social context of health and illness.
Remedying this situation ought to rank high among our priorities.

8. Concluding Remarks

The fields of health psychology and behavioral medicine are emerging ac-
companied by considerable excitement and enthusiasm but also occasionally by
extravagant promises and unrealistic expectations. Thus it is asserted that “over
99 percent of us are born healthy and suffer premature death and disability
only as a result of personal misbehavior and environmental conditions” (Knowles,
1977, p. 1104). In the same passage, we are told further that we could drastically
reduce human misery and improve the quality of life if only

no one smoked cigarettes or consumed alcohol and everyone exercised regularly, main-
tained optimal weight on a low fat, low refined carbohydrate, high fiber content diet,
reduced stress by simplifying their lives, obtained adequate rest and recreation . ..
drank fluoridated water, followed the doctor’s orders for medication and self-care once
disease was detected, used available health resources. (p. 1104)

Yet the practical details of implementing such profound changes in our life-
styles—aside from troubling questions as to their desirability—remain unclear.
Certainly, the unremarkable success of efforts to convince people to stop smok-
ing, fasten their seat belts, floss their teeth, and, when necessary, take medication
to control hypertension should encourage considerable modesty in our promises.
Moreover, we simply do not know that the changes in behavior that we are
advocating—for example, changes in eating habits that are designed to reduce
cholesterol levels—will, in fact, promote health without unwanted side effects
(Herbert & Mann, 1980). There is a danger that overoptimism and ambitious
programs undertaken without an adequate scientific base will lead to disillu-
sionment and a discrediting of the field such that the development of genuinely
effective interventions will be retarded (Miller, 1979).

We believe that the transactional stress and coping framework that we have
sketched in this chapter provides a useful basis for phrasing questions about the
role of psychosocial factors in health and illness. The emphasis on the person—
environment unit seems to give it a distinct advantage over perspectives that
view the person or environment in isolation. We noted, for instance, the potential
usefulness of this framework in understanding the mechanisms underlying the
effectiveness of biofeedback therapy and the limitations of biofeedback treat-
ments.

There are other ways in which a transactional perspective can assist us in
identifying our prospects and limitations. Namely, it can allow us to explore
health-related transactions in their context in a way that will enable us to identify
the compatibility of health as a value with other considerations. For instance,
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Hinkle (1974) gives the example of a man who has disagreements with his wife.
The man suppresses his anger in a way that maintains a shaky marriage even
though he is aware that this activates his ulcer. Hinkle (1974) argues that although
this coping may be ineffective and inappropriate from the point of view of
physical health, it is consistent with the apparently compelling goal of preserving
the marriage. ’

When issues of health and health-related activities are considered in their
social context, conflicts with other values become apparent. Utopian conceptions
of health—and therefore of the goals of health psychology—seldom take this
into account. For instance, the World Health Organization has defined health
as “a state of complete physical, mental, and social well-being and not merely
the absence of disease or infirmity.” Given the awareness that comes with a
transactional perspective, however, Dubos’s (1961) definition of health seems
much more workable as a goal for health psychology. He defines health as “a
modus vivendi enabling imperfect men to achieve a rewarding and not too
painful existence while they cope with an imperfect world.”
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Coping with Acute Health
Crises

RupoLF H. MoOos

How can the process and determinants of coping with acute health crises be
described? What are the major adaptive tasks seriously ill patients encounter
and what types of coping skills do they use? How does the patient adapt to the
existential crisis created by learning that he or she has a life-threatening illness?
What stressors are encountered by health care professionals and how can they
facilitate effective coping and adaptation by patients and their families? I deal
with these questions here by presenting a conceptual framework of physical
illness as a life crisis and describing how patients and staff cope with the stress
of illness and of treatment.

1. Crisis Theory as a General Perspective

Crisis theory is concerned with how people cope with major life crises and
transitions. Historically “crisis theory” has been influenced by four major intel-
lectual developments: evolution and its implications for communal and individ-
ual adaptation, fulfillment or growth theories of human motivation, a life-cycle
approach to human development, and interest in coping behavior under extreme

Part of the material in this chapter is adapted from R. Moos (Ed.), Coping with Physical Iliness,
New York, Plenum Press, 1977.
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stresses such as natural disasters (Moos & Tsu, 1976). Crisis theory has provided
a conceptual framework for preventive mental health care and for the handling
of severe physical illness or injury. The fundamental ideas were developed by
Lindemann (1944), who described the process of grief and mourning and the
role community caretakers could play in helping bereaved family members cope
with the loss of their loved ones. Combined with Erikson’s (1963) formulation
of “developmental crises” at transition points in the life cycle, these ideas paved
the way for Caplan’s (1964) formulation of crisis theory.

In general, crisis theory deals with the impact of disruptions on established
patterns of personal and social identity. Similar to people’s need for physiological
homeostasis is their need for a sense of social and psychological equilibrium.
When people encounter something that upsets their characteristic pattern of
behavior and life-style, they employ habitual problem-solving mechanisms until
a balance is restored. A situation so novel or so major that the usual, habitual
responses are inadequate to deal with it constitutes a crisis and leads to a state
of disorganization often accompanied by heightened fear, guilt, or other un-
pleasant feelings which contribute further to the disorganization.

A crisis is by definition self-limited, since a person cannot remain in an
extreme state of disequilibrium. Within a few days or weeks, some resolution,
even though temporary, must be found and some equilibrium reestablished.
The new balance achieved may represent a healthy adaptation that promotes
personal growth and maturation or a maladaptive response that signifies psy-
chological deterioration and decline. A crisis experience may thus be seen as a
transitional period, a turning point, which has important implications for an
individual’s long-term adaptation and ability to meet future crises.

The crisis of physical illness is an unusually potent stressor that may extend
over a long period of time and lead to permanent changes among patients and
their family members. The potency of the crisis stems from the typically sudden
and unexpected onset and the pervasive threat to the essence of an individual’s
life and adaptation. A person may face hospitalization and separation from
family and friends, overwhelming feelings of pain and helplessness, permanent
changes in appearance or in bodily function, the loss of key roles, and an un-
certain unpredictable future involving the prospect of an untimely death. Fur-
thermore, patients often achieve a state of tentative equilibrium in the course
of an illness only to have it shattered by a complex set of new issues and cir-
cumstances. Such stages of the illness process as the perception and evaluation
of symptoms, the decision to seek medical help, the assessment and diagnosis
of the illness, hospitalization and attendant treatment, and convalescence and
rehabilitation each involve unique adaptive tasks and the need to use new coping
skills.

As Haan (1979) points out, these problems are compounded by specific
features of health crises that make it difficult for an individual to select appro-
priate coping strategies to assimilate and accommodate to the sudden turn of
events. For instance, health crises usually cannot be anticipated, their meaning
for the individual is ambiguous, clear information is lacking, and it is often
necessary to make definitive decisions quickly. A high potential for maladaptive
coping is created by the sudden, life-threatening anxiety coupled with the fact
that little or nothing can be done to change the crisis itself. Family members,



who also may be uncertain about what to do, may react in ways that encourage
maladaptive responses on the part of the illness-stricken individual. In addition,
a person typically has only limited prior experience in handling serious illness
and thus cannot rely on previously successful coping responses.

Patients often regard their disease as the source of major discontinuity in
their lives and report permanent changes in their adaptation, self-concept, and
perception of the future (Croog & Levine, 1977; Mages & Mendelsohn, 1979).
Some of the problems accompanying an acute health crisis are illustrated by
Benjamin’s (1978) description of eight families in which a child was stricken with
a sudden, life-threatening illness. Even though all children made good medical
recoveries, family adjustment problems were marked, including incomplete
mourning, feelings of loss of control, and fantasies of death and return on the
part of the children and parents. The most pervasive long-term difficulty was
the sense of helplessness experienced by the afflicted children and their parents.
The sudden onset and progression of illness accompanied by an equally quick
recovery left parents unable to trust their judgment or capacity to evaluate
situations affecting their children. Patients may recover medically from the acute
phase of an illness, but such problems as enhanced vulnerability, serious depres-
sion, rejection of essential treatment regimens, unnecessary loss of function in
family and work roles, and significant suicide potential often remain (Croog &
Levine, 1977; Holland, 1977).

On the other hand, most patients do cope adequately with the aftermath
of a crisis. Long-term survivors of serious illness can attain levels of psychological
and social functioning that are similar to those of their “normal” counterparts
in the community (Craig, Comstock, & Geiser, 1974). Furthermore, some people
report enhanced personal growth and integration after experiencing an illness
(White & Liddon, 1972). In a study of survivors of serious illness, Smith (1979)
noted greater concern for and sense of community with others, a change in
focus of energy from the constant pressure of work to family relationships, more
realism and acceptance of life, and heightened awareness of religious and hu-
manitarian values. The conceptual framework presented next outlines the factors
that influence how adaptively an individual will cope with an acute health crisis.

2. A Conceptual Framework

As we have seen, an acute episode of a serious physical illness or injury can
be understood as a life crisis or transition; a cognitive appraisal of its significance
leads to the formulation of basic adaptive tasks to which various coping skills
can be applied. The individual’s cognitive appraisal, definition of the adaptive
tasks involved, and selection and effectiveness of relevant coping skills are in-
fluenced by three sets of factors: sociodemographic and personal characteristics,
aspects of the illness such as its timing and stage, and features of the physical
and sociocultural environment. These factors together affect the resolution of
the initial phase of the crisis, and this resolution, in turn, may result in changes
in all three sets of factors and thereby influence the ultimate outcome (see Fig-
ure 1).
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2.1. Sociodemographic and Personal Factors

Demographic and personal characteristics include age, gender, socioeco-
nomic status, intelligence, cognitive and emotional development, ego strength
and self-esteem, philosophical or religious beliefs, and previous illness and cop-
ing experiences. These factors influence the meaning that a new illness episode
carries for an individual and affect the psychological and intellectual resources
available to meet the crisis (see Figure 1). For instance, men may be particularly
threatened by the decreases in ambition, vigor, and physical prowess that often
result from serious illnesses because, by comparison with women, they are more
confident in the stability of their physical abilities and bodily functioning. The
enforced dependency and passivity associated with illness is especially likely to
interfere with the independent, assertive roles usually occupied by men (Mages
& Mendelsohn, 1979).

With respect to socioeconomic factors, Hackett and Cassem(1976) have de-
scribed variations in the reactions of blue-collar and white-collar patients to a
heart attack. Specifically, blue-collar patients displayed more regressive behavior,
knew less about the equipment in the coronary care unit (CCU) and found it
more frightening, blamed their hearts for artifacts caused by the monitoring
equipment, were uninformed about the process of cardiac repair, avoided asking
questions about the future, resisted taking needed tranquilizing medication, and
were less able to establish adequate communication with their doctors.

The timing of an illness in the life cycle is particularly important. A child
invalided by rheumatic heart disease has different concerns than an elderly
patient incapacitated by a heart ailment. Some adolescents have a difficult time
coping with physical illness, since it imposes an additional stress at a time when
the tasks of gaining independence from parents and establishing personal iden-
tity and a stable body i image already create complex challenges. Although greater
maturity and more extensive coping experience may provide middle-aged per-
sons with greater resources on which to draw, serious illness threatens the dis-
ruption of established roles and the fulfillment of cherished life goals (see Chap-
ter 20 for examples of personality factors and their relationship to coping and
health outcomes).

BACKGROUND AND
r PERSONAL FACTORS [
3 COGNITIVE
APPRAISAL OUTCOME
ILLNESS-RELATED _:E (PERCEIVED | J ADAPTIVE L} COPING| 1o} ™ oF
FACTORS MEANING TASKS SKILLS CRISIS
3 OF ILLNESS)
PHYSICAL AND SOCIAL T y y
lp| EnvironmenTAL
FACTORS

Figure 1. A conceptual model for understanding the crisis of physical illness.



2.2. Illness-Related Factors

Illness-related factors include the type and location of symptoms, whether
painful, disfiguring, disabling, or in a body region vested with special importance
like the heart or reproductive organs. Such factors are a major component in
defining the exact nature of the tasks patients and others face and, consequently,
their adaptive responses. Different organs and functions may have a psycho-
logical significance that has little to do with biological factors related to survival.
For instance, an injury to the face or amputation of a breast can have greater
psychological impact on a woman than severe hypertension directly threatening
her life.

The parents of a leukemic child in remission may halt the process of antic-
ipatory mourning that was begun when the diagnosis was first announced, only
to have to resume their preparation when the child relapses. Localized cancer,
like any other threat, can be dealt with by seeking information and help; but
once the cancer is widespread, the individual is presented with more diverse
problems and tends to use different coping skills. Patients who formerly spoke
openly about their medical situation and treatment may prefer to remain silent
because they are afraid of provoking guilt or rejection among their friends and
relatives. In advanced stages of cancer, patients often turn their feelings inward
and withdraw from intimate communication so as to avoid confronting the grave
significance of their deteriorating condition (Abrams, 1974).

Some health crises (and treatments designed to alleviate them) are so over-
whelming that they present essentially unresolvable problems for all but the
hardiest patients. Although there is a 5-year survival rate of 38%, patients treated
for cancer by the “aggressive” therapy of total pelvic exenteration (TPE) face
just such extreme stress. TPE consists of the removal of the rectum, distal sigmoid
colon, urinary bladder, and all pelvic reproductive organs as well as the entire
pelvic floor with accompanying pelvic peritoneum, levator muscles, and peri-
neum. Fisher (1979) found that all six of the women she interviewed who had
undergone this procedure had major unresolved psychosexual problems, felt
they lacked femininity, verbalized stress about their appearance, and communi-
cated a constant sense of worry, frustration, and personal inadequacy. The
termination of sexual function due to obliteration of the vagina and the extensive
alteration of excretory functions by creation of a fecal colostomy and urinary
ileostomy present a set of adaptive tasks with which few if any patients can cope
successfully.

2.3. Physical and Social- Environmental Factors

Features of the physical and social environment affect the adaptive tasks
patients and their families must face and the choice and outcome of the coping
skills they utilize. The aesthetic quality of the surroundings, the amount of
personal space available, and the degree of sensory stimulation may influence a
person’s cognitive functioning, mood, and general morale (Moos, 1976). For
instance, the use of prosthetic and orientational aids such as color patterns, color
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coding, informational signs, textural markers, and handrails can ease an im-
paired patient’s adaptive tasks and facilitate the recovery process.

The human environment includes the relationships of patients and their
families, features of work settings, social supports in the wider community, and
soctocultural norms and expectations. The course of an illness tends to be more
stormy and recovery slower than expected when it occurs in the context of serious
interpersonal conflict or of recent bereavement. Conversely, family support is
positively related to morale and maintenance of social functioning among se-
riously ill patients. Families of myocardial infarction patients whose wives ac-
knowledged more sources of network support and who used sources other than
their families of origin tended to experience more favorable outcomes (Finlay-
son, 1976).

The characteristics of a patient’s work setting can be especially important
in affecting the course of recovery. The psychologist C. Scott Moss (1972) graph-
ically described how the intellectual environment of the psychology department
at the University of Illinois hampered his recovery from aphasia following a
stroke. Moss was confronted with a fundamental difference between his cog-
nitive—dynamic framework and the values of his departmental colleagues, most
of whom were oriented toward learning theory and behavior modification. Moss
felt that he was faced with an unusually difficult predicament when he sustained
a stroke within weeks of entering such an intellectually adverse environment.
Martha Weinman Lear (1980) recounts how her husband gave up a lucrative
private medical practice to fulfill his lifelong dream of pursuing a research career
in a university-affiliated medical school. He sustained a serious heart attack soon
after the change and found that the problems in the university situation (such
as lack of guaranteed salary support, cramped office space, minimal research
funds, and the competitive pressures and relative lack of freedom) sharply ex-
acerbated his general burden of stress.

2.4. Mediating Factors: Appraisal and Activation

The role of cognitive appraisal has been heavily emphasized, most notably
by Lazarus (1981), who uses it as a central construct in his formulation of the
coping process (see Chapter 13). Lazarus argues that one cannot usually relate
an “objective” illness-related variable directly to a “dependent” outcome variable.
The individual’s cognitive appraisal—that is, how the potential stressor is per-
ceived—is usually (though not always) a critical mediating factor. Both the en-
vironmental system (for instance, through air pollution or carcinogens) and the
personal system (through genetic or constitutional predisposition) can affect
health outcomes directly; that is, their effects are not necessarily mediated through
cognitive appraisal. However, cognitive appraisal is an important mediating fac-
tor in the majority of problems addressed by health care professionals.

Activation or arousal usually occurs when the environment is appraised as
necessitating a response. This stimulates efforts at adaptation and coping which
are directed toward the perceived adaptive tasks. The nature of these tasks is
affected by the meaning of the illness (for instance, if the illness is perceived as
life-threatening, the patient may feel it necessary to make a will), by other per-



sonal factors (a heart attack patient who has already retired does not need to
face the task of returning to work), and by environmental factors (such as the
adaptive tasks encountered if a patient with a spinal cord injury lives in an
environment that is not barrier-free).

Resulting efforts at adaptation and coping may affect the outcome of the
crisis; for example, being able to request reassurance and support may allow
family members to participate in a home hemodialysis program. Such efforts
may also affect environmental factors (the patient with an injured spinal cord
may move to a barrier-free environment) and personal factors (a person may
seek and obtain information that changes her attitudes and expectations), which,
in turn, influence the resolution of the crisis.

2.5. Major Adaptive Tasks

The major tasks of adapting to acute health crises can be divided into seven
categories. Three of these tasks are primarily illness-related while the other four
are more general and are relevant to all types of life crises (see Table 1).

The first set of tasks involves dealing with the discomfort, incapacitation,
and other symptoms of the illness or injury, including such distressing problems
as pain, weakness, dizziness, incontinence, paralysis, loss of control, the feeling
of suffocation, permanent disfigurement, and the like. Patients must also learn
to recognize the signs of impending medical crises and, more generally, to control
their symptoms whenever possible. For instance, a person with a heart disorder
must learn to regulate his or her diet and daily exercise, while a diabetic person
must be able to prevent potential crises (caused either by sugar shortage or
insulin shock) as well as to recognize the signs of an oncoming crisis (Strauss,
1975).

A second and closely related set of tasks entails the management of the
stresses of special treatment procedures and of various aspects of the hospital
or institutional environment. The increasing sophistication of medical technol-
ogy has created a host of new problems for patients. Surgical procedures like
mastectomy and colostomy, debridement as a treatment for burns, radiotherapy
and chemotherapy with their concomitant side effects, the necessity of wearing
a cumbersome brace for certain orthopedic disorders, long-term hemodialysis
and organ transplantation—all these represent therapeutic measures that create
adaptive tasks for patients.

Table 1. Major Sets of Adaptive Tasks

Illness-Related Tasks
. Dealing with pain, incapacitation, and other symptoms
. Dealing with the hospital environment and special treatment procedures
. Developing and maintaining adequate relationships with health care staff

OG0 NO

General Tasks
. Preserving a reasonable emotional balance
. Preserving a satisfactory self-image and maintaining a sense of competence and mastery
. Preserving relationships with family and friends
. Preparing for an uncertain future

N O O
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This set of tasks includes deciding whether or not to comply with the rec-
ommended treatment. Estimates indicate that up to 50% of patients do not
receive the full benefit of treatment regimens due to their failure to adhere to
the details of the treatment procedure. Factors involved in their decisions include
the nature and stage of the illness, the complexity and degree of behavioral
change required, the evidence that the regimen works either to control symptoms
or the disease itself, the extent to which distressing side effects appear, the degree
of discomfort and interference with daily activities, the influence and stability
of family and friends, and the degree of supervision and feedback provided by
physicians and other health care staff (Sackett & Haynes, 1976).

The third set of tasks consists of developing and maintaining adequate
relationships with medical and other health care staff. Consider the questions
patients may ask themselves: Can I express my anger at the doctor for not coming
to see me? How can I ask for additional medication for pain when I need it?
How can I deal with the disagreement among different physicians about my
treatment? How can I handle the condescension and pity I sense in the nurses
who care for me? How do I let my doctor know how I wish to be treated if 1
am incapacitated and near death? The frequent turnover and change in per-
sonnel, particularly among staff who come into direct contact with patients,
makes this an unusually complex set of tasks (see Lear, 1980, for a description
of how difficult such tasks can be even for a physician-patient who is familiar
with hospital settings).

The fourth category of tasks involves preserving a reasonable emotional
balance by managing upsetting feelings aroused by the illness. Many negative
emotions are associated with medical crises, such as the sense of failure and self-
blame at giving birth to a deformed child, the anxiety and apprehension of not
knowing the outcome of an illness, the sense of alienation and isolation and the
feelings of inadequacy and resentment in the face of difficult demands. An
important aspect of this task is for the patient to maintain some hope even when
its scope is sharply limited by circumstances.

The fifth set of tasks consists of preserving a satisfactory self-image and
maintaining a sense of competence and mastery. Changes in physical functioning
or appearance such as permanent weakness or scarring must be incorporated
into a revised self-image. This “identity crisis” can necessitate a change in per-
sonal values and life-style, as, for example, when permanently disfigured burn
victims and their families learn to play down the importance of physical attrac-
tiveness. Patients who must rely on mechanical devices like cardiac pacemakers
or hemodialysis to sustain their lives must come to terms with a “half human—
half machine” body image.

Defining the limits of independence and readjusting goals and expectations
in light of changes brought by the illness are other tasks that belong in this
category. The need to depend on others for physical care and emotional support
can be highly stressful. It is important to find a personally and socially satisfactory
balance between accepting help and taking an active and responsible part in
determining the direction and activities of one’s life. Resuming independent
status after a long period of enforced passivity can also be difficult, as, for
example, when a successful organ-transplant patient is suddenly no longer an
invalid. This conflict is further complicated for children by the normal devel-



opmental drive to gradually increase independence and self-direction, which
may be seriously hampered by illness-imposed dependence and parental pro-
tectiveness.

The sixth set of tasks includes those of preserving relationships with family
and friends. The physical separation and sense of alienation occasioned by hos-
pitalization and being labeled as a “patient” or as a “dying person” often disrupt
normal relationships with friends and relatives. Serious illness can make it dif-
ficult to keep lines of communication open and to accept comfort and support
at the very time when these are most essential. Close relationships with other
people can help patients gather the data necessary to make informed decisions
about their medical care, find emotional support for their decision, obtain re-
assurance with respect to the many threats they face, and allow significant others
time to prepare for the tasks they themselves will encounter (Kaplan & Grand-
staff, 1979).

The seventh set of tasks involves preparing for an uncertain future in which
significant losses are threatened. The loss of sight, speech, hearing, a limb or
breast by surgery, or life itself all must be acknowledged and mourned. Ironically,
new medical procedures that raise hope for patients with previously incurable
illnesses may make this task more difficult. Patients must prepare for permanent
loss of function while maintaining hope that restoration of function may be
possible. When death seems likely, patients and family members must engage
in anticipatory mourning and initiate the grieving process while maintaining
hope that new treatment procedures may prove beneficial.

These seven groups of tasks are generally encountered with every illness,
but their relative importance varies depending on the nature of the disease, the
personality of the individual involved, and the unique set of environmental
circumstances. For the person suddenly rendered blind, the physical discomfort
may be minor while the difficulty of restoring social relations can be overwhelm-
ing. A bone cancer patient, on the other hand, must usually deal with severe
pain. A woman who has had a mastectomy may find that accepting her new self-
image is her most significant task. Someone who is physically active, like a profes-
sional athlete or a construction worker, probably will experience more difficulty
adjusting to a wheelchair than a person with a more sedentary occupation.

These tasks can be as difficult for family members and friends as for patients
themselves. Family members must help patients control their symptoms, try to
prevent new medical crises, assist in carrying out special treatment procedures,
and develop adequate relationships with health care professionals. They must
maintain a sense of inner mastery of their divergent emotions, try to preserve
a satisfactory self-image (helping the patient as much as possible but not feeling
overwhelmed by guilt when they cannot do everything they are asked), handle
the task of maintaining family integrity and their relationship with the patient,
and simultaneously prepare for an uncertain future. Active participation in
health care procedures can help family and friends recognize and cope with
these common tasks. For example, parents may feel less helpless and experience
increased self-esteem when they are able to participate in the care of their child,
even when such participation includes deciding that the prospects of their child’s
survival are hopeless and respirator support should be withdrawn (Benfield,
Leib, & Vollman, 1978).
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2.6. Major Types of Coping Skills

Any response to a health crisis may serve an adaptive function. An overview
is offered here of seven types of coping skills commonly employed to deal with
the adaptive tasks just described (see Table 2). These skills may be used indi-
vidually, consecutively, or—more likely—in various combinations. Specific cop-
ing techniques are not inherently adaptive or maladaptive. Skills that are ap-
propriate in one situation may not be so in another. Skills that may be beneficial
given moderate or temporary use may be harmful if relied on exclusively. The
word skill underscores the positive aspects of coping and depicts coping as an
ability that can be taught (like any other skill) and used flexibly as the situation
demands. -

The first category covers an array of skills based on denying or minimizing
the seriousness of a crisis. These may be directed at the illness itself, as when a
myocardial infarct patient maintains “it was just severe indigestion.” Or, after
the diagnosis is accepted, they may be directed at the significance of an illness,
as, for example, when the parents of a fatally ill child still go from doctor to
doctor looking for an alternate diagnosis. They may also be directed at the
potential consequences of an illness, such as the initial denial and bland affect
that is often seen in those who have had a stroke (Moss, 1972). A related skill
is the ability to isolate or dissociate one’s emotions when dealing with a distressing
situation. This occurs when the parents of a hemophiliac child react quickly and
calmly to a bleeding episode rather than showing their terror or dismay, or when
patients discuss their symptoms with “clinical detachment.” These skills often
are described as “defensive mechanisms” because they are self-protective re-
sponses to stress. This term does not convey their constructive value; they may
temporarily rescue the individual from being overwhelmed or provide the time
needed to garner other personal coping resources.

The second set of coping skills consists of seeking relevant information about
the illness and alternative treatment procedures and their probable outcome.
Parents of leukemic children seek information about the degree of their re-
sponsibility for the illness (initially blaming themselves, for example, for not
having paid more attention to the early nonspecific manifestations of the disease),
about hospital procedures (questioning ward physicians and nurses and scruti-
nizing newspaper and magazine articles), and about ways of coming to terms
with their expected loss. Learning about the causes of birth defects can mitigate
a sense of guilt or failure felt by the mother of a deformed baby. People who
are feeling helpless may find that adequate information can relieve anxiety
caused by uncertainty or misconceptions and restore a sense of control.

Table 2. Major Types of Coping Skills

1. To deny or minimize the seriousness of the crisis

. To seek information about the illness, treatment procedures, and probable outcomes

. To learn specific illness-related procedures such as giving oneself insulin injections or running
a home dialysis machine

. To maintain regular routines and set concrete, limited goals

. To manage one’s self-presentation and be able to request needed reassurance and support

. To prepare oneself mentally and rehearse potential alternative outcomes

. To find a general purpose or pattern of meaning in the course of events
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The third set of coping skills involves active, problem-focused efforts to
learn specific illness-related procedures, such as feeding and caring for a pre-
mature baby, running a home dialysis machine, or giving oneself insulin injec-
tions. These accomplishments can provide much-needed confirmation of per-
sonal ability and effectiveness at a time when opportunities for independent and
meaningful action are scarce. Patients take pride in being able to care for them-
selves; relatives find relief in being able to offer concrete help. This set of skills
includes learning how to control symptoms by such techniques as sitting in certain
kinds of chairs (for sufferers of back pain), planning changes in daily regimens
to minimize the appearance and/or effects of potentially painful symptoms (as
when a person who has had a heart attack chooses a level route for walking),
and physically reorganizing or redesigning a home to accommodate decreased
mobility (when crutches or wheelchairs are used).

The fourth set of coping skills entails maintaining regular routines, insofar
as possible, and setting concrete, limited goals such as walking again or attending
a special event (such as a wedding or graduation). This often gives patients
something to look forward to and offers them a realistic chance of achieving a
goal they consider meaningful. The strategy of “progressive desensitization,”
whereby patients with severe disfigurements gradually “expose” themselves to
others and dull their own sensitivity to others’ reactions, also falls within this
category. This set of skills includes the ability to break seemingly overwhelming
problems into small, potentially manageable bits.

The fifth set of coping skills involves managing one’s self-presentation and
being able to request reassurance and emotional support from family, friends,
and health care staff. Patients and others who keep their feelings bottled up or
who withdraw from social interaction cut themselves off from help of this type.
Emotional support can be an important source of strength in facing difficult
times, but individuals must deal with the tension between seeking support and
wanting to avoid passive-dependent roles. One means of seeking support is to
join such special groups as national self-help organizations (e.g., Mended Hearts
for open-heart-surgery patients and Reach for Recovery for mastectomy pa-
tients) or smaller ad hoc groups for patients or relatives (such as spouses of
hemodialysis patients). These groups may provide types of support that are less
available from alternate sources—for example, information about the impact of
treatment procedures.

Rehearsing alternative outcomes comprises the sixth set of coping skills.
This category includes mental preparation (anticipation and mental rehearsal)
and the discussion of potential alternative outcomes with family and friends. It
is often used in combination with information seeking, as patients try to prepare
themselves to handle expected difficulties by thinking through the steps involved
and by acquainting themselves with the demands that might be made on them.
This technique is commonly used to allay anxiety, as, for example, when un-
familiar medical procedures are scheduled. Reminding oneself of previous suc-
cesses in handling difficult problems in order to ease one’s fears and bolster
one’s confidence fits into this category. On a broader scale, it also encompasses
the anticipatory mourning process in which an expected death or other loss is
acknowledged beforehand.

When life’s happenings seem capricious and uncontrollable, as with the
sudden onset of an acute health crisis, it is often easier to manage if one can
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find a general purpose or pattern of meaning in the course of events. Efforts
in this direction constitute a seventh type of coping skill. Belief in a divine
purpose or in the general beneficence of a divine spirit may serve as a consolation
or as encouragement to do one’s best to deal with unavoidable difficulties. White
and Liddon (1972) reported that 5 of 10 cardiac arrest patients they studied
experienced a “transcendental redirection” of their lives as a result of their illness,
and, in that sense, viewed their heart attacks as having been of positive value.
Cowie (1976) described a process whereby patients engage in reconstructive
coping work to “normalize” and attempt to make their heart attacks intelligible,
something that was not really unexpected but rather was building up slowly as
the “obvious outcome” of a particular life-style. Putting an experience into a
long-term perspective (with or without religious orientation) often makes indi-
vidual events more manageable.

Having provided a general conceptual framework, I shall now illustrate the
relevance of the framework to the crisis of illness and of treatment by focusing
on how patients cope with cancer and with unusual hospital environments.

3. The Crisis of Illness: Coping with Cancer

Cancer is a particularly frightening set of illnesses because its cause is un-
known, its treatment can involve great discomfort or even incapacitation, and
its cure is uncertain. Although improved treatment of neoplastic processes has
increased the survival rates of patients with such cancers as Hodgkin’s disease
(Stages 1 and 2), acute lymphocytic leukemia, and osteogenic sarcoma, there is
often considerable physical and emotional cost involved (Holland, 1977). The
increase in dependency brought about by the loss of the work role, the financial
burden on the family, and the necessity of relying on other people for personal
physical care is very disturbing. The sense of total reliance on the doctor is often
accompanied by the fear of displeasing him or her, a fear that makes many
patients become passive, uncomplaining, and overly cooperative (Abrams, 1974).

To improve the understanding of the typical problems patients experience,
Weisman (1979a) has described four general psychosocial phases that are related
to the stage, treatment, and progression of cancer: (1) existential plight, (2)
accommodation and mitigation, (3) recurrence and relapse, and (4) deterioration
and decline (see Weisman, 1979b, for a slightly different description). Weisman
believes that there are characteristic changes throughout the four stages in pa-
tients’ primary concerns, goals, attitudes, time perspectives, coping patterns, and
quality of life.

For instance, in the phase of existential plight, which covers about a hundred
days during the period of the initial evaluation and primary treatment, patients
are most concerned about their mortality, show an optimistic attitude, hope for
a cure, and tend to develop an open time perspective. They initially use denial
and then tend to switch to active problem-solving and coping strategies. The
degree of vulnerability and distress experienced by five groups of cancer patients
during this phase was influenced by illness-related, personal, and contextual
factors. Although the number of systemic symptoms (such as weight loss, fatigue,



and insomnia) was the best index of vulnerability and distress, the type and stage
of cancer were also important illness-related factors. Patients with colon cancer
and malignant melanoma showed peak vulnerability immediately after surgery,
whereas patients with breast cancer and Hodgkin’s disease experienced the most
distress about 2 months after the initiation of radiation or chemotherapy treat-
ment. As would be expected, patients with advanced lung cancer showed both
the most severe distress and increasing levels of vulnerability and mood distur-
bance (Weisman & Worden, 1976-77; Weisman, 1979b).

Personal factors related to distress include low socioeconomic status; mul-
tiproblem family of origin; living alone due to separation, divorce, or widow-
hood; pessimism and regrets about the past; and a history of alcohol abuse,
psychiatric treatment, or suicidal ideation. Patients who lacked ego strength
showed more somatic concerns, higher mood disturbance, more current psy-
chosocial problems, and stronger feelings of annihilation and alienation, even
after statistically controlling for the effects of socioeconomic status and cancer
site (Worden & Sobel, 1978). Relevant social factors related to distress include
marital problems, infrequent church attendance, and lack of anticipated support
from physicians and relatives.

The second phase, accommodation and mitigation, begins when a patient
is able to return to a regular routine. Here the patient aims at surveillance of
the disease, has a generally optimistic attitude and open time perspective, uses
both denial and active coping skills, suffers from variable impairment, and may
experience drastic alterations in quality of life (such as changes in family and
sexual role functions). Weisman points out that patients often feel neither sick
nor well during convalescence and that those who return to work must adapt
to reduced energy, morale, and a diminished capacity for rapid decision making.

The third phase, recurrence and relapse, constitutes a secondary existential
plight, especially if the cancer reappears long after the end of the initial treat-
ment. The patient is now concerned about controlling the progression of the
disease and obtaining a reprieve, has a guarded attitude and a restricted time
perspective, and experiences increased functional impairment and a declining
quality of life. Finally, in the phase of deterioration and decline, many of the
initially pressing problems recede as acceptance of the inevitable outcome pro-
vides a sense of distance that reduces distress. In general, worries about returning
to work or chronic family problems become less important when patients can
no longer do anything to resolve them. Weisman concludes that psychosocial
issues are most likely to arise during transitions in the course of the illness, for
instance, during the emotional impact of diagnosis, early convalescence, episodes
of relapse or recurrence, and the time of progressive decline and deterioration.

The treatment received by the patient may itself be conceptualized in terms
of a series of discrete phases. For example, some recent work has described the
process of bone marrow transplantation (which may be used as a treatment for
acute lymphoblastic leukemia) and patients’ and family members’ reactions to
this process (Patenaude, Szymanski, & Rappeport, 1979). Brown and Kelly (1976)
divide the process into eight stages, which include the decision to accept treat-
ment and the anticipation of it (Stage 1), the initial admission evaluation and
care planning or “preparation” (Stage 2), and the process of immunosuppression
and entry into isolation (Stage 3). Patients are hopeful during Stage 1 and usually
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feel a mixture of hope and fear in Stage 2. Although Stage 3 is the “point of
no return”—since, unlike kidney transplantation, there is no equivalent to dialysis
on which to depend once the procedure has begun—the patient’s reaction is
one of calm resignation. The transplant itself comprises Stage 4, while in Stages
5 and 6 the patient must “take one day at a time” and wait to see whether the
graft takes or is rejected, a process that becomes increasingly difficult as the days
in isolation mount. Concern with issues of daily living is heightened during the
preparation for discharge and posthospital phases (Stages 7 and 8). Each of the
stages present the patient and family (and health care staff) with new adaptive
tasks for which different coping skills may be most facilitative of positive treat-
ment outcome.

Several investigators have described the coping skills that patients use to
deal with these varied problems (Moos, 1977; Weisman, 1979a,b). One relatively
common emotionally protective device is for the person to deny that there is
any real cause for distress by ignoring symptoms or explaining them as the result
of some other, less threatening illness. Such denial may have disastrous results,
since, for example, potential breast cancer patients must promptly acknowledge
the existence of a lump, evaluate its potential risk, and initiate procedures for
medical diagnosis if they are to maximize their chances for recovery (Kaplan &
Grandstaff, 1979). After the diagnosis, many people are disturbed by the ques-
tion “Why me?” They may blame their own past wrongdoings, their heredity,
the doctor, or the hospital staff and thus find a target for their pent up anger.

Fear of the unknown is a major component of the general anxiety patients
experience. One of the most basic ways in which people allay this fear is to seek
out information about their situation and about what to expect (Ryan & Ryan,
1979). Klagsbrun (1971) describes a librarian who, on learning that she had
cervical cancer, went through recent medical journals reading about her illness,
the survival statistics, and preferred treatment procedures. Anticipation of the
probable future course of the disease and mental rehearsal for it is another way
of dealing with anxiety. After learning of his tongue cancer, John Bennett spent
some time imagining what lay ahead of him, examining it, becoming accustomed
to it, and reassuring himself that he would be able to manage it (Bennett &
Sagov, 1973). Some people are reassured by reminding themselves of past dif-
ficulties with which they have coped successfully. Others may displace their
anxiety onto someone else, worrying about the other person’s problems rather
than their own.

In complementary work focused on family members, Futterman and Hoff-
man (1973) have described the coping processes used by parents of children
with leukemia. Parents tend to use “search and rescue operations” in the diag-
nostic phase (obtaining information and trying to provide the best possible care
for their child) and “preservation and reversal” operations in the remission phase
(participating in health care procedures but doubting the accuracy of the di-
agnosis of leukemia).

Other predominant coping skills include adhering to familiar work routines
and continuing the usual patterns of family interaction, reaching out for emo-
tional support from other family members and friends, and controlling the
expression of feelings and the timing of grieving (by erecting a protective facade
of common acceptance to conceal anguish). Anticipatory mourning, which is



most prominent in the relapse and decline phases, includes the processes of
acknowledgement and a narrowing of hope, grieving, reconciliation, and me-
morialization of the child (through pictures and shared memories). Finally, there
is detachment, whereby parents gradually withdraw emotional investment from
the child, reorganize the family, and reaffirm the value of their own lives.

There is very little empirical information relating the use of different coping
skills to outcome criteria such as mood disturbance, perceived vulnerability,
compliance with treatment regimens, and longevity. Weisman and his colleagues
(Weisman & Worden, 1976-77; Weisman, 1979b) found that, during the exis-
tential phase, less disturbed patients were likely to use coping skills of sharing
concern and talking with others (mutuality), confronting the problem by taking
firm action, accepting the situation but redefining it by finding something fa-
vorable, and seeking direction and complying with treatment procedures. More
disturbed patients, on the other hand, were likely to use such strategies as with-
drawal and disengagement from others, externalization or projection of blame,
attempts to forget the situation (suppression), tension reduction through exces-
sive use of alcohol or drugs, and passive acceptance or submission to “inevitable”
fate.

Some preliminary findings suggest that specific personal factors in con-
junction with the use of certain coping skills may facilitate survival. Patients who
are pessimistic, apathetic, and discouraged die earlier than expected, whereas
those who communicate their needs openly and are able to receive supportive
care from physicians and relatives tend to live longer than expected (Weisman
& Worden, 1975). In a study of patients with metastatic breast cancer, Derogatis,
Abeloff, and Melisaratos (1979) corroborated these results by noting that women
who were able to be open in expressing negative emotions (including anger) and
psychological distress survived longer than women whose coping styles involved
suppression or denial of affect.

There is also growing evidence that many long-term survivors of cancer
adapt to their life situations relatively well. In a study of the psychological effects
of mastectomy, Polivy (1977) concluded that a process of denial used immediately
after the operation allowed a woman to integrate her new body slowly into her
self-image so that the ultimate decline in self-image was not so severe. Craig,
Comstock, and Geiser (1974) noted that the quality of physical and psychosocial
functioning was remarkably similar among long-term survivors of breast cancer
and matched community controls. For instance, physical disabilities were re-
ported by 19% of the cases and 16% of the controls; the slight excess of disability
among the cases was related to surgical treatment. There was no evidence of
increased psychosocial disability among the cases. These results offer the hope
that some successfully treated cancer patients can achieve “normal” physical and
psychological adjustment.

4. The Crisis of Treatment: Unusual Hospital Environments

Hospital environments are designed to facilitate the delivery of special med-
ical care and to promote healing. But because of the unfamiliar equipment and
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procedures, many patients are as upset and frightened by their hospital expe-
rience as they are reassured by the medical resources made available to them.
Such mandatory requirements as the need to obtain “informed consent” can
exacerbate stress by forcing patients to confront the risk inherent in diagnostic
and treatment procedures. For instance, prior to the process of bone marrow
transplantation, the patient and donor must sign an explicit consent form that
outlines in frightening detail the entire procedure and potential risks involved
(for an example, see Brown & Kelly, 1976). Cohen and Lazarus (1979) describe
the risks of an arteriogram and note that knowledge of these risks may deter
patients from accepting such potentially lifesaving diagnostic procedures. Sub-
mitting to the medical technology of ablative chemotherapy in a laminar airflow
room represents a complete surrender to modern medicine in exchange for a
promise of potential survival. There is an almost total loss of control for both
patient and family and a significant risk of depression as those involved expe-
rience the dramatic limitations the situation imposes on them.

Coronary care units and other intensive care facilities have received attention
recently because of the unexpected difficulties patients experience in these spe-
cialized environments. The setting is a significant factor in the occurrence of
postcardiotomy delirium and disorientation and may contribute to high anxiety
levels among myocardial infarction (MI) patients. Hackett and Cassem (1975)
have described the responses of such patients to hospitalization and the initial
stress of being left alone and of having a priest administer the last rites. A patient
may also witness a fellow patient suffer a cardiac arrest, which is a stressful event
often followed by increased requests for tranquilizers and pain medication. Un-
like other critically ill people, those who have just had an MI are alert, aware of
their surroundings, and communicative. They usually begin to feel better soon
after their attack, so their stay in the CCU allows them time to think about the
prospect of greater dependence and other changes in their life-styles, the damage
to their hearts, and the reality of death. Although many find the array of mon-
itoring equipment reassuring, it is also evidence of the danger their lives are in.

The stressors involved in hospitalization led Norman Cousins (1979) to
develop the conviction that “a hospital is no place for a person who is seriously
ill,” whereupon he proceeded to move into a hotel room that afforded peace
and quiet and cost only about one-third as much as his hospital room. Cousins
noted that such factors as “the surprising lack of respect for basic sanitation, the
rapidity with which staphylococci and other pathogenic organisms can run through
an entire hospital, the extensive and sometimes pernicious use of x-ray equip-
ment” (p. 29), make the task of adapting to the hospital exceedingly difficult for
a patient. Cousins believes that there is a circular paradox to intensive care units,
because patients are provided with “better electronic aids than ever before for
dealing with emergencies that are often intensified because they communicate
a sense of imminent disaster” (p. 133). Most patients cannot cope with the task
of dealing with the hospital environment by abandoning it; but as patients be-
come better informed about medical procedures, they will wish to participate as
partners in the management of their illness and increasingly may reject the advice
of physicians and other health care staff.

The importance of the social environment of medical wards is illustrated
by Klagsbrun (1970), who conducted a project designed to alter the social milieu



of a cancer research unit. The poor morale of the ward was manifested by
patients’ frequent complaints of being used as guinea pigs by “uncaring doctors”
and “unavailable nurses” and the high turnover rate among nurses. After in-
stituting supportive group discussions for nurses, Klagsbrun tried to enable the
patients to see themselves as functioning, productive people rather than “walking
dead.” Patients were encouraged to take over such aspects of their physical care
as making their beds and filling their water pitchers. To counteract the tendency
toward withdrawal and isolation, a small dining room was set up so patients
could eat communally. An active group of patients took over a variety of ward
duties and began to organize social activities. The whole atmosphere on the unit
changed, with an increase in self-esteem, mastery, and involvement for patients
and a sharp decline in nursing staff turnover (see Hoffman & Futterman, 1971,
for an example of an intervention project designed to help patients and their
families cope with the stressful aspects of a pediatric oncology clinic).

Kornfeld (1972) has noted the value of intervention measures such as a
preoperative visit by the anesthesiologist to prepare the patient psychologically
by answering questions, describing what to expect in the recovery room, and
offering general reassurance. Lindheim, Glaser, and Coffin (1972) provide spe-
cific design guidelines for changing hospital environments to meet the needs of
children and young adults as well as of family members and health care staff.
It is important for adolescents, for instance, to develop a sense of identity, a
goal that can be fostered by (1) providing a variety of room accommodations;
(2) surrounding each bed with a space large enough to accommodate medical
equipment and personal possessions; (3) identifying a clearly defined territory
in which each teenager can keep possessions and thereby personalize the envi-
ronment; (4) developing screens or dividers that have olfactory, acoustic and
visual screening properties; and (5) placing each patient’s bed next to a window
and in a corner of the room.

Adolescents also need to develop independence and responsibility (by being
allowed some personal control over the environment), to maintain a positive
body image and learn appropriate health care procedures (by providing private
and aesthetically pleasing bathrooms and laundry facilities), to maintain peer-
group relationships (which can be fostered by having a snack bar and kitchenette
adjacent to a dayroom and including a telephone jack by each hospital bed), to
develop their cognitive and intellectual abilities (by having a hospital schoolroom,
for instance), and to participate in informal interaction (by providing a quiet
room with soft, comfortable floors and a low light level). The implementation
of such design guidelines should help to improve hospital settings and reduce
their stressful impact.

5. The Therapeutic Role of Staff

Crisis theory asserts that the individual is more receptive to outside influence
at a time of disequilibrium. This greater accessibility offers health care profes-
sionals and others who deal with patients an unusual opportunity to exert a
constructive influence. Failure to cope in a realistic and timely manner with tasks
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presented in the initial phases of an illness can result in a permanent pattern of
impaired adjustment. This potential for disruptive psychological “side effects”
renders the early detection of unsuccessful coping reactions as important as the
early diagnosis of the disease itself (Geist, 1979; Kaplan & Grandstaff, 1979).

In order to give real assistance, care givers must know the usual responses
to a given illness situation, including the sequence of phases in emotional pro-
cesses like mourning and the inevitability and value of the expression of negative
emotions such as anger or sadness. Staff should understand the time dimension
involved, for instance, in grieving for a loss. It entails a progression from an
initial reaction of numbness or disbelief to a growing awareness of pain, sorrow—
and often anger and a preoccupation with the lost object—and gradually to a
reorganization in which the loss is accepted and equilibrium restored. When
staff encounter a woman who has just lost a breast, a disfigured burn victim, or
a patient who is terminally ill, they should not mistake numbness for stoicism
or label depression or anger as pathological responses. In practical terms, it
means that staff who must announce an impending loss should be prepared to
repeat their explanations after the initial shock has subsided, for very little may
be taken in at the first hearing.

Staff members should also know the major tasks and typical coping strategies
so that they can recognize and respond to the adaptive efforts which their patients
make. One of the most important ways in which health care staff can help is to
give information: to respond to patients’ questions, clarify misconceptions, pre-
pare patients or family members by advising them of events or emotions that
are likely to occur, and identify other sources of available assistance like self-
help groups and relevant community agencies. Mastectomy patients, for instance,
should be told that they may have crying spells, trouble sleeping, and numbness
in their arms after surgery. Then, if these occur, they need not fear that they
are having an emotional breakdown, or, as one woman did, that a nerve was
mistakenly cut (Harrell, 1972).

Health care staff need to understand that patients who use minimization
or avoidance coping strategies may not be able to handle threatening infor-
mation, and, furthermore, that there is a limit to the degree of candor even the
most vigilant patients desire. In describing his hospitalization at the National
Institutes of Health (NIH), Stuart Alsop (1973) points out that the NIH policy
that staff should be completely candid with patients made it more difficult for
him to preserve a reasonable emotional balance and maintain hope. The ex-
perience led him to conclude that a patient should be told the truth and nothing
but the truth—but not the whole truth: “My rule would be: never tell a victim
of terminal cancer the whole truth—tell him that he may die, even that he will
probably die, but do not tell him that he will die” (p. 84).

Another way in which health care staff can assist patients and family mem-
bers is by developing mutual support or therapy groups. Such groups can provide
a support system within the hospital, help patients and family adjust to the
diagnosis and treatment, serve as an information and referral source, and enable
group members to share the problems and solutions of living with a life-threat-
ening illness. Spiegel and Yalom (1978) describe specific aspects of group situ-
ations that can be especially helpful to individuals with metastatic carcinoma and
other serious illnesses. Among these aspects are (1) the sense of shared problems



and experiences, which can diminish feelings of isolation and alienation; (2) the
experience of helping oneself by helping others; (3) the development of hope
by seeing other people with similar problems move past these problems; and (4)
identification with group members who have overcome specific problems and
modeling of the successful behavior. Involvement in therapy groups can help
patients “demystify” death, reduce their fear of the dying process, lower their
mood disturbance, and lead them to use fewer maladaptive coping responses to
manage stress (Spiegel, Bloom, & Yalom, 1980; see also Ferlic, Goldman, &
Kennedy, 1979).

To be of maximum help to patients, health care professionals need to un-
derstand their own reactions to acute health crises. They need to know that they
too face certain tasks, go through specific phases in reaction to patients, and
.employ certain coping skills. An awareness of this process can help staff to deal
with the stress inherent in the nature of their work and to keep negative feelings
about a particular patient or situation from affecting the quality of care they
provide. Cartwright (1979) has noted that the psychological strain assocjated
with assuming responsibility for others’ lives, the affective climate surrounding
disease, and the contradictory and unrealizable aspects of the roles that healers
are currently expected to play are among the more important factors implicated
in staff distress. She points out that over 5 million people are employed in the
health sector; that many health professionals suffer from such serious problems
as coronary heart disease, suicidal tendencies, drug abuse, psychiatric illness,
and marital difficulties; and that the problems of providers can seriously interfere
with the care of patients (for example, see Hay & Oken, 1972, for a discussion
of the stresses involved in intensive care unit nursing).

The importance of dealing openly with these issues is underscored by de-
scriptions of how unresolved staff anger can affect the quality of health care.
For instance, Geist (1977) found that uncooperative patients might be subjected
to subtly cruel treatments channeled through the details of nurses’ daily work:
painfully administered injections, forcing a patient to wait for medications, and
delays in answering call lights. More direct forms of “punishment” that were
Jjustified by medical rationale included administration of placebos (to avoid po-
tentially harmful medications); isolation of patients in a treatment room (so as
not to disturb other patients); secretly adding weights to a patient’s traction (so
she would not feel the pain). A more “sadistic” example is when “the staff mouth
words without sounds in the room of a patient who is obsessively concerned
about deafness” (Geist, 1977, p. 438). Geist believes that one reason for such
reactions is that although staff are taught not to express anger at patients, their
daily work stimulates anger and other emotional reactions without providing
channels for appropriate expression of these emotions.

Some attempts have been made to help staff deal with these problems by
developing teaching-oriented seminar programs for physicians (Artiss & Levine,
1973) and ward-based consultation programs to create more positive social en-
vironments on medical units (Geist, 1977; Klagsbrun, 1970). In this connection,
Koran and Moos (1980) obtained systematic information about the actual and
preferred work environments of staff on three medical units in a general hospital.
They used the Work Environment Scale (WES), which assesses staff members’
perceptions of their work setting on 10 dimensions that fall into three basic
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domains: the relationship domain (involvement, peer cohesion, and supervisor
support), the personal growth or goal orientation domain (autonomy, task ori-
entation, and work pressure), and the system maintenance and system change
domain (clarity, control, innovation, and physical comfort). After the assessment,
the staff in each unit was provided with feedback on the WES results and on
the discrepancies between their actual and preferred work milieus. Target areas
for change were identified, and Koran and his colleagues worked with unit staff
to formulate and implement changes. Staff in each of the three units felt that
the actual work setting improved on one or more dimensions after the inter-
vention period—as shown, for example, by increases in task orientation and staff
autonomy and decreases in work pressure. The results indicate that a consul-
tation program can help make the environments of health care work more
satisfactory for employees (see Moos, 1979, for a discussion of this type of change
process).

In his penetrating analysis of the “Gregor effect,” Preston (1979) issues a
warning to those who would intervene to make health care staff more human-
itarian, pointing to the complexity of the issues with which they must contend.
Kafka’s Metamorphosis describes how the man Gregor Samsa, transformed over-
night into a giant beetle, is insidiously and eventually rejected by his family. This
rejection or “Gregor effect” occurs because human beings are dominated by a
drive for self-orientation, must defend themselves against the implications of
human ambiguity, and thus are driven to reject “ambiguous people” (that is,
seriously ill and dying persons). According to Preston, hospitals are heroic sys-
tems of denial that specialize in enforced equanimity in the face of manifest
mortality. He believes that the typical ways in which health care staff try to
develop humanitarian competence will not help them to tolerate human ambi-
guity and may even hamper their current adjustment. For example, the devel-
opment of a sociopsychological orientation may make a “science out of human-
itarianism,” trivialize humanitarian motives, and merely make tender loving care
“more conscious.” Another approach is to ease the time—task pressures on nurses;
but, as the author points out, nurses generally do not use their free time to
intensify their contact with more “ambiguous” patients. Preston concludes that
health care staff must deal with these feelings and moderate their influence on
patient care.

Professional care givers have a special responsibility to help those whose
lives have been disrupted by illness. Sensitivity to the psychological effects of
their routine actions may lead to alterations of behavior or procedure, with
positive consequences for patients and their families. For instance, Golden and
Davis’s (1974) practical suggestions for the physician who must inform new
parents that their child is defective reflect this kind of awareness: the mother
should be told with her husband or other close friend present, not alone; the
doctor should hold the infant while giving the news (giving a clear message that
the child is still human and lovable); the clinical findings should be demonstrated
directly on the baby; the physician should stress the similarity of the child to
normal children; questions should be encouraged, and all the information should
be reviewed again the next day. It is impossible to enumerate behavioral cues
of this type for each illness, but with a general understanding of coping tasks
and skills, as well as of their own reactions to patients, involved health profes-



sionals should be able to minimize the negative impact of the illness experience
and support healthy coping.
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Adaptation to Chronic Illness
and Disability

FRANKLIN C. SHONTZ

Although the procedure is unusual, this chapter begins by finding fault with its
own title. The practice is justified because it suggests a new way of thinking
about an important matter. The phrase “adaptation to chronic illness and dis-
ability” seems harmless enough and is consistent with common usage, but it
could be taken to imply that the topic of this chapter is how people alter them-
selves to accommodate to impersonal physical conditions. Psychologically, that
implication leaves much to be desired.

Like most diseases and impairments, chronic illnesses and disabilities are
typically treated in theory as if their natural residence were “out there” some-
where, beyond the boundary of the personal body image (Fisher & Cleveland,
1968). When not “out there,” where they supposedly belong, but within a human
being, they are treated as alien and dangerous influences that have invaded those
who “have” or “are afflicted by” them. At best, they are thought of as passive
impediments to normal living, which must be overcome or bypassed. At worst,
they are feared as attacking enemies that must be fought off and repelled, like
pirates boarding a peaceful ship. From a psychological point of view, this con-
ception of illnesses and disabilities is not the only one possible, nor is it necessarily
the most useful.

The expression “adaptation to chronic illness and disability” may also suggest
that this chapter adopts what Dembo (1969, 1970) calls an outsider’s rather than
an insider’s perspective. It may imply that, for people who have chronic illnesses
or disabilities, the primary problem of life is to come to terms with physical
limitations. However, many people whom society classifies among the chronically
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ill, disabled, or handicapped do not regard themselves as such. This group is
not limited to those who blatantly deny the realities of obviously atypical phy-
siques; in any case, that population is probably far smaller than outsiders find
it easy to admit. It contains mainly people who are never seen by professional
helpers or are seen so briefly and take care of themselves so well that physicians
or therapists quickly forget them. These people organize the personal structures
of their lives so successfully that they fail to understand how anyone can regard
them as being limited, deprived, or in need of special help. In fact, many in this
group vigorously resent any outsider’s tactless insistence that they are inferior
to the slightest degree.

In extreme cases, such people may have adopted, in toto, Meyerson’s third
strategy of adjustment, in which an individual stays within those regions of
behavior and experience that are ordinarily accessible only to people without
disabilities (Meyerson, 1963). (The other two strategies are either to live entirely
within the regions associated with disability or to try to live in both sets of regions
at once.) In any case, people who reject the status of being ill or disabled dem-
onstrate how important it is to understand that chronic illness and disability are,
in the final analysis, deviations from social norms at least as much as they are
states of the body. This idea is not new, though it is not yet influential among
those engaged in professional care or rehabilitation (Shontz, 1980).

1. A Paradox

An apparent paradox often arises when psychological adaptation, to any
state of affairs that cannot be changed, is successfully completed. The paradox
is generated by the fact that, from the perspective of the person with the con-
dition, the illness, disability, impediment, or impairment that causes the problem
exists only while the person is not adapted to it. Once adaptation is successfully
completed, the handicap no longer exists because it no longer interferes with
effective behavior. It is no more disruptive to the person’s life than any other
bodily state or condition. Nevertheless, particularly when a deviant or atypical
somatic state is visibly evident, society will continue to regard and treat the person
as a handicapped individual.

The successfully adjusted person has not adapted to chronic illness or dis-
ability because the person no longer has a chronic illness or disability. From the
insider’s point of view, these terms are applied only to conditions that interfere
with the conduct of the affairs of daily life. In adaptation, the interference
disappears, though the physical condition (e.g., less than average visual acuity,
restriction of movement of the joints, etc.) may still exist.

The problem is most troublesome when pejorative terms are applied to well-
adjusted individuals with atypical physiques. Someone who uses leg braces or
crutches but manages to travel with little difficulty may reject the labels crippled
or handicapped, even if giving them up means becoming ineligible for charitable
monetary help. Yet such a person cannot be accused of denying the physical
condition or its implications, for it is obvious to all concerned that the condition
makes walking more than usually difficult.



1.1. Resolution

The difficulty stems from the fact that terms like chronic illness, disability,
handicap, and impairment are defined normatively and from the viewpoint of
outsiders—people who do not have these conditions. An insider, who has such
a condition, accepts these terms as valid only when he or she feels incompetent,
inadequate, inferior, or unsuccessful. When the insider reaches the point of
feeling adequate, competent, and complete, he or she no longer feels that terms
like ill, disabled, or handicapped are accurate. They emphasize difference from
statistical normality (usually in unfavorable directions), but the person no longer
feels different and does not wish to be labeled as such.

The outsider reacts only to the apparently deviant or atypical condition,
and usually only to what Wright calls its succumbing aspects (Wright, 1960, 1967,
1974). The successful insider reacts to a total life situation in which the physical
state, which bothers everyone else, plays a slight or even insignificant role. The
true insider cannot understand how others can call someone ill, disabled, or
handicapped who is living a life that is perfectly satisfactory and complete.

1.2. Adaptation to What?

In summary, people who are identified by society as having chronic illnesses
or disabilities do not adapt to these conditions. Like everyone else, they adapt
to the full array of possibilities and limitations that are afforded by the complete
panorama of their biological states and their social and physical environments.
Also like everyone else, they may do so with greater or less success. When they
are unsuccessful, their maladjustment is not specifically caused by failure to
adapt to their bodily conditions any more than the fact that I did not become a
track star was caused by my inability to accept the limitations of my physique.
Just as I am comfortable with life without being a track star, someone else may
be comfortable with life in a wheelchair. The issue for psychology is not how
those people who are generally considered to be chronically ill or disabled adapt
to their bodies or how closely they meet normative standards; instead, the ques-
tion is how they come to satisfactory and satisfying terms with the same world
in which everyone lives.

2. Implications

The foregoing discussion is more than an exercise in semantic nit-picking.
The implications of a shift in perspective from outsider to insider are not trivial.
For example, if taken to an extreme, the insider’s view could be used to justify
a demand for the rejection of all studies and psychological tests that purport
to assess the adjustment of patients or clients to their conditions. Some tests
that might have to be discarded, for instance, would be Bell’s (1967) scale of
adjustment of the physically disabled and Linkowski’s (1971) scale to meas-
ure acceptance of disability; instruments like these tend to treat the problem
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of adjustment as if disability itself were the only thing the person had to con-
tend with.

The insider’s perspective could also require the discontinuance of research
on attitudes toward people with handicaps or disabilities. Such research sustains
the idea that these people differ in some essential way from everyone else,
although in fact they are deviant only because social judgment makes them so.
It is not profitable merely to prove again and again that social attitudes of
rejection are expressed toward a group that consists of people whom society
rejected in the first place. The insider argues that research money should be
spent to support not studies that make deviants seem different but rather those
that will reveal how to reduce perceptions of deviance and difference where
none are justified.

The new perspective could also require changing many scientific and profes-
sional procedures. For instance, in research it would mean studying the process
of adjustment as it is experienced by the person who must do the adjusting—
rather than as it looks to someone who observes it from the outside, in the role
of professional, therapist, counselor, or experimenter. In treatment settings, it
could mean granting people with troublesome physical conditions more authority
in determining the content, direction, and goals of their own care.

At present, almost nothing systematic is known about the natural history of
adaptation of people who are identified as having chronic illnesses or disabilities.
Spontaneously produced first-person and biographical accounts are helpful and
may serve as sources of research hypotheses, or they may provide data sources
for preliminary analyses. See, for example, my own use (Shontz, 1973) of the
first-person accounts in Henrich and Kriegel (1961). However, such materials
are unauthoritative, not because they are false or inaccurate but because they
are incomplete and imprecise due to the lack of advanced planning for their
preparation and the failure to use objective data-collection methods in addition
to impressionistic information.

2.1. An Example

Even otherwise well-conceived and executed research could often be im-
proved if investigators would recognize when they are adopting the outsider’s
position and consider how the insider’s viewpoint might enrich the design, ex-
ecution, and interpretation of their projects. A case in point is a study reported
by Bulman and Wortman (1977), which examined some reactions of 29 adult
patients with spinal cord injuries. The following comments show that even a
good project can one-sidedly adopt the outsider’s point of view and that research
can be enriched by paying proper attention to the viewpoints of insiders.

The first question that an insider’s point of view stimulates about this re-
search is whether it is proper to describe the state of a person who has been
through an accident as one of victimization. Regardless of how the term victim
is used in technical or theoretical writing in social psychology (i.e., as in the work
of Lerner, 1971, and Lerner & Simmons, 1966), the common-language meaning



of the word victimization implies being cheated, duped, tricked, or sacrificed.
Consequently, it suggests something about a patient’s state or reaction that may
not be true.

The report of Bulman and Wortman’s research assumes that their subjects
either are victimized, according to some absolute standard of victimization, or
that they feel victimized, in response to their own perceptions of their conditions.
Although this assumption may be correct, some data from the study itself indicate
that, with respect to personal feelings, it is not so in every case. For example,
one “victimized person” is reported as saying: “I see the accident as the best
thing that could have happened.”

To an outsider, who assumes that this person has been cheated, duped,
tricked, or assaulted, the idea that an accident resulting in a spinal cord injury
and paralysis could be a good thing is unrealistic. At best, the belief that it is
must be regarded as a coping or defensive strategy on the part of the victim; it
may even be irrational. In the report of this research, this response is presented
as an example of “reevaluation of the victimization as positive.” The classification
conveys the outsider’s belief that the true (or realistic) value of the condition is
negative and that to perceive positive features in it presupposes the occurrence
of a reevaluation (and possible distortion of the real situation) by the victim.
Even if the assumption that accidents are always negative forces in the lives of
those who have them is correct, the outsider is typically prone to stop analyzing
responses once the negative impact has been diminished and to remain relatively
blind to the positive benefits that may accrue to the person subsequently.

In this instance, the patient in question finished his statement by saying
“‘cause I was forced to decide my faith, whereas there would have been the
possibility that I would have lived and never made a decision—been lost the rest
of my life. . .. Then I was saying to myself, ‘You fool, you know, you're alive.’
If you get into life, then . . . the function of the human body isn’t that necessary”
(p. 359).

Why do investigators not accept statements like these as accurate descriptions
of patients’ psychological conditions or beliefs? Apparently, the possibility does
not easily occur to outsiders that, if the person’s whole life situation were taken
into account, the insider may be the more accurate of the two.

In the report of this research, the outsider’s approach is made apparent in
several additional ways. For one thing, the study is rationalized in the intro-
duction by associating it with several social-psychological hypotheses relating to
attribution theory. The hypotheses are described in terms of the differential
predictions they yield about how people should react to their own victimization.
The study is justified in part as an attempt to decide, by studying real-life sit-
uations, which hypotheses the data support. Preference for research problems
that are drawn from impersonal theory rather than direct human need is char-
acteristic of the outsiders’ approach.

It is also typical of the scientific outsider to be concerned mainly with “pre-
diction and control,” and a major purpose of the research was “to determine
the best predictors of successful coping” (p. 353). A research purpose more
suitable to insiders might be to determine the best ways to relieve suffering or
help people deal more effectively with misfortune and live fuller, happier lives.

157

ADAPTATION TO
CHRONIC ILLNESS
AND DISABILITY



158

CHAPTER 8

To be fair, an investigator, as a human being, may actually have such a purpose
in mind, but it would probably be unacceptable to say so in a technical report.

In this research, coping was defined and rated only by nurses and social
workers, not by patients. Using this procedure, good coping naturally turned
out to mean such things as “accepting the reality of their injury,” having “a
positive attitude toward physical therapy,” being “motivated to work toward
improvement of their physical abilities,” and reflecting “a desire to be as phys-
ically independent as possible” (p. 355). These are classical outsiders’ goals; they
are what professionals want for their patients, though not necessarily what pa-
tients want for themselves. Whether the patients studied would agree with or
be able to supplement these criteria of good coping with criteria of their own is
not mentioned. Neither is the possibility entertained that there may be individual
patients for whom some of these goals are either meaningless or counterpro-
ductive of good psychological adjustment.

The report cites a somewhat low though statistically significant correlation
(r = .346) between nurses’ and social workers’ ratings of patients’ coping, but
it describes no effort to obtain patients’ ratings of themselves as a check on the
opinions of the professional staff. Had that been done, interrater agreement
would probably have been lower.

In the discussion of results, the report asserts that clear evidence had been
found “for a correlation between the attributions of blame made by the victims
and their ability to cope with victimization.” Apparently, self-blame is adaptive
while blaming others is not. This conclusion is untempered by recognition that
the results are valid only (1) if a patient actually places blame in one place or
another and (2) if adequacy of coping is defined from the perspective of outsiders
on treatment teams.

A great deal of interesting speculative discussion is presented in the report
regarding additional ways in which patients interpret their conditions and react
to them. However, none of these speculations was tested by seeking out the
opinions of patients, who should know more about their probable validity than
anyone else. Obviously, this procedure would not be conclusive, but it might
help eliminate obviously incorrect interpretations, suggest a few that might not
have been thought of otherwise, or sharpen up questions and procedures for
future studies.

From an insider’s point of view, the most valuable part of this research is
its discussion and presentation of examples of patients’ responses to the question
“Why me?” By pointing out that all patients examined had asked themselves
and had answered that question, the study reveals an important, perhaps nearly
universal response to misfortune. By categorizing patients’ answers, the report
gives some insight into the process of adjustment that follows. Certainly, more
research on this topic would be valuable.

This methodological analysis shows that improvement in knowledge, gained
from research and clinical practice, requires investigators and therapists to be
more careful about considering and including the contributions of patients or
clients. A more formal look at the general distinction between the viewpoints of
outsiders and insiders shows why this is so. The discussion that follows derives
from Dembo’s (1970) original analysis but elaborates upon it in ways that may
be unique.



3. Fundamental Differences in Viewpoints

3.1. Introduction

Detailed examination of the distinction between insiders’ and outsiders’
points of view serves two important purposes. First, it points out the primary
reason why so little knowledge gained from research in psychology is directly
applicable in clinical and rehabilitation practice. As a corollary, it suggests some
directions for inquiry that may produce more useful knowledge in the future.

Second, the illustrations and examples that are used to explain how the two
viewpoints differ provide a survey of what is known or believed about how people
with chronic illnesses or disabilities adapt to the conditions under which they,
as well as the rest of us, must live.

The distinctions in the following discussion do not constitute a scientific
social-psychological theory about differences between the attitudes and behaviors
of professional people and clients and should not be treated as such. Such
differences may be empirically examined (Leviton, 1971, 1973), but Dembo’s
distinction is metatheoretical. It does not distinguish between psychological states
but between philosophical positions. It makes no assumption that all scientists
and professional care givers endorse or adopt all characteristics of the outsider’s
viewpoint all the time. Nor does it imply that sufferers are incapable of under-
standing, appreciating, or adopting an outsider’s point of view. Indeed, as ther-
apeutic practices are currently carried out, patients must adopt an outsider’s
view if they wish to be regarded as cooperative and helpful. Furthermore, many
professional people are capable of appreciating the points of view of those whom
they serve. The distinction between outsider and insider is a true dialectic (Buss,
1979; Rychlak, 1968, 1977); as such, its polarities can be separately described.
However, it is a resolvable dialectic and becomes a source of difficulty only when
satisfactory resolution is not sought.

3.2. Research Implications

Because the distinction between insider and outsider is not a theory, it would
be inappropriate to attempt to “test its validity” by predicting group differences
in viewpoints between staff and patients. However, it would be appropriate for
an enterprising psychometrician to develop an instrument to assess the degree
to which individuals—whether patients, staff, or investigators—adopt one phil-
osophical stance to the exclusion of the other. Using such an instrument, hy-
potheses might be tested about how people with extreme scores (whether staff,
patient, or scientist) act in or respond to situations that involve the experience
or treatment of, or research on, chronic illness and disability.

In developing this instrument, the test constructor should avoid the temp-
tation to force respondents to make ratings along a scale of agreement and
disagreement. This procedure could incorrectly imply that the best resolution
of the dialectic is compromise, or a middle-of-the-road position. Allowance must
be made for the possibility that a respondent may have performed a successful
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synthesis of the two points of view and realized that one perspective can be
appropriate in one situation (e.g., during surgery), the other can be appropriate
under other circumstances (e.g., talking with the client’s family about future
plans), and an intermediate position can be appropriate at still other times (e.g.,
when transmitting technical information to the patient). Developing such an
instrument may be difficult, but it is not beyond the range of current technology.

4. Scope and Limitations

Broadly speaking, the insider—outsider distinction applies to any situation
in which a set of life experiences is accessible to some people but not others. For
example, in the entertainment business, performers and producers are insiders;
most members of audiences are outsiders.

This discussion concerns only one form of insider-outsider distinction, that
in which the insider regards himself or herself as having experienced misfortune
(i.e., as a sufferer) due to a loss or lack (such as might ensue from chronic illness
or disability) of some personally important behavioral possibilities. Not all dis-
abilities or chronic illnesses produce misfortune. There are instances (though
they may not be common) in which these conditions either do not affect the
person greatly or actually enrich, rather than limit, personal or psychological
growth—for example, by alleviating guilt over sins of the past or by serving as
a challenge to be met by aggressive coping action.

The implications of this discussion probably spread well beyond the confines
of losses due to states of the body. Losses of many kinds (death of a loved person,
dismissal from a job, etc.) can produce suffering that is just as intense as that
which stems from losses due to illness or disability. Delineation of all possibilities
goes beyond the scope of this analysis. However, as the discussion proceeds, the
reader should consider how to extend the ideas presented here into other areas
of human experience.

The following discussion is limited in that the only outsider groups taken
into account are treatment personnel and research scientists. People with chronic
illnesses and disabilities encounter other types of outsiders as well, such as po-
tential employers, people without chronic illnesses or disabilities, or even others
with some other form of chronic illness or disability. The same contrasts may
not apply in relations with all such groups, and analyses of other forms of insider-
outsider relations may prove profitable in the search for broader, more inclusive
principles of comparison.

5. Differences in Problem Definition

One of the main differences between the two viewpoints is their conception
of what constitutes an adequate problem for service or research. From the per-
spective of an insider (one who seeks service), a problem exists when personal
suffering cannot be alleviated by one’s own efforts; the assistance of others must



therefore be solicited. From the perspective of a service provider (an outsider),
someone else’s problem becomes genuine (i.e., service provision becomes legit-
imate) when official gatekeepers (physicians, social workers, police, etc.) have
agreed that the candidate deviates from social norms in a defined way and to a
sufficient degree.

From the perspective of a scientific investigator (another outsider), accept-
able problems for research derive from impersonal, abstract theoretical systems,
not from the sufferings of individuals. Insiders who are subjected to research
on such problems may feel that they are being treated as guinea pigs because
they are asked to serve as subjects for the good of “mankind” or science in the
abstract—not for any benefit or relief they may experience personally.

5.1. Possible Resolutions

Differences in the conception of what constitutes a problem in service de-
livery often tend to be managed by attempting to convince those who seek care
(but whom gatekeepers leave outside the pale) that they are being unreasonable
or selfish. Negative social pressures are sometimes used against such persons.
They are called malingerers, hypochondriacs, or other unflattering names or
are shuffled off to the least desirable facilities or given the least possible attention.
This is a rather one-sided solution, and it is possible because only gatekeepers
have the power to determine who gets help. The need for greater participation
by insiders in gatekeeping activities is obvious.

The way to improve research is also obvious. It is to include insiders in the
investigative process wherever possible. One way to do this is to treat such persons
not as subjects but as equal participants in the research enterprise or as con-
sultants who are experts regarding their own conditions and experiences. This
alternative may feel uncomfortable to some scientists because it removes exper-
imenters from the pedestal of assumed superiority they have traditionally oc-
cupied. However, it has the advantage of placing scientists in a better position
to select for investigation problems that are not only theoretically relevant but
also likely to have beneficial effects on the people being studied.

6. Perceptions of Locus of Problems

Outsiders’ and insiders’ viewpoints differ not only in what they identify as
problems but also in where they believe problems are located. Professional care
giving regards problems as stemming from deficiencies or weaknesses within
sufferers—as a form of helplessness or incompetence to deal with the vicissitudes
of life. In cases of chronic illness and disability, professional care givers find it
easy to see the patient’s physical condition as all-important, as pervading and
weakening the entire life structure of the individual. Thus, the care giver is
tempted to take over all responsibilities and make all decisions for the sufferer
until the “victim’s” strength has been restored.

A sufferer may indeed feel helpless, but from the insider’s standpoint, the
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problem is confined to the specific condition that brought the helplessness about;
generalized incompetence is not the issue. Thus, sufferers want relief only from
the specific condition that seems to be bringing about discomfort. They do not
want the rest of their lives to be altered or interfered with.

In research, the outsider insists that the problem has nothing to do with
individuals. It arises from and resides within a theory or set of hypotheses. These
describe in abstract terms processes that take place in all human beings. The
proper place to study them is in the controlled environment of the laboratory—
not the clinic or rehabilitation center—and the applications of findings to in-
dividuals, particularly to relieve suffering, is not a matter of science but of art
(Holt, 1962).

Nothing could interest the person who is suffering less than whether some
scientist gains objective, impersonal confirmation of an abstract theory. Sufferers’
problems are immediate and personal. A given individual might participate in
clinical trials of a new drug on the chance that it may provide relief. Still, such
a person is not likely to care why or how the drug works as long as it is not
dangerous (i.e., does not increase suffering).

6.1. Possible Resolution

In service delivery, resolution of this difference in viewpoint clearly calls
for professionals to be more willing to give up demands for control over the
lives of the people they are trying to help. By the same token, it calls for greater
efforts to prepare clients and patients to make their own decisions and take
more responsibility for their own care. More specifically, psychologists who assess
and evaluate people with chronic illnesses and disabilities should be prepared
to assume new roles. Except in very unusual circumstances, they should stop
being “diagnosticians” and “therapists” who identify, label, and treat psycho-
pathology. For example, they should stop relying routinely on tests like the
Minnesota Multiphasic Personality Inventory, that are designed only to detect
psychiatric disturbances. Instead, they must use, or develop if necessary, mea-
suring instruments that will yield information that clients themselves will find
helpful. One such instrument, the Millon Behavioral Health Inventory (MBHI),
was developed specifically for use with medical patients and addresses issues of
interpersonal style and psychosocial stressors believed to contribute significantly
to the precipitation or exacerbation of physical illness (Millon, Green, & Meagher,
1979). Practitioners must come to realize that many problems attributed to poor
adjustment on the part of the patient actually stem from failures of impersonal
environments to take each client’s special needs into account. As one who should
be able to appreciate both the outsider’s and the insider’s points of view, the
psychologist will probably more often be in the position of serving as advocate
for the latter than as servant of the former.

In research, a good deal of ingenuity may be called for to resolve this
difference. It may be necessary for scientists, who wish to study real human
problems, to adopt a new attitude toward theory and hypothesis testing. For
example, they may find it necessary to reverse the usual logic of experimental
method. Instead of thinking of case studies as being merely exploratory and of



large-scale research as the “real” test of hypotheses, they might learn to consider
large-scale studies to be merely exploratory and carefully controlled case-studies
to be the ultimate test of the validity of a theory—that is, by determining whether
it really holds for individuals or is true only for group averages’ (cf. Spotts &
Shontz, 1980, pp. 27-30, 477-479).

Something else the scientist might do is select for testing theories that prom-
ise, if true, to benefit individuals in significant ways. An example of such a theory
is Fink’s (1967) model of stages of reaction to crisis. This model was derived
from clinical experience and proposes that the individual who experiences crisis
of any kind, including chronic illness or disability, first undergoes shock, next
defensive retreat (denial), and then a series of reencounters with the critical
circumstances until final adjustment is achieved, possibly at a higher. level of
psychological maturity than that which preceded the critical event. The model
does not propose that everyone experiences the stages in exactly the same way
or at specified times following the onset of the crisis. In fact, it is quite likely
that the stages are manifested somewhat differently in each individual and that
different aspects of life are affected by the stages at different rates.

Clearly, a theory like this cannot be evaluated in large-scale studies that use
rating scales as measuring instruments and statistical averages as measures. Its
value must be assessed in individuals, who are examined one at a time over long
periods, using assessment techniques appropriately selected or designed for each
person. This type of research treats the individual studied as the final authority
on what is happening. It openly professes to try to help, in ways the person
finds acceptable, in exchange for the privilege of examining what both experi-
menter and patient hope will be a successful course of adaptation.

7. Attitudes toward Subjectivity

Another area of difference stems from the tendency of the outsider to be
distrustful and suspicious of subjectivity. Distrust need not arise from the belief
that patients are deliberate liars. It may stem from the opinion that most people
are simply not good or well-trained observers of their own states and conditions.

In a service delivery system, distrust of insiders’ reports is partly responsible
for the establishment of complex bureaucratic procedures designed not only to
ensure that patient data are accurate but also to detect malingering and to
prevent undeserving or “merely lazy” people from receiving benefits. One long-
range effect of introducing such precautions may be to reduce the number who
receive help by eliminating those whose claims are inadequate. However, another
effect is to motivate those who feel they are being unjustly deprived of assistance
to devise newer and cleverer ways to beat the system. A vicious circle may be
established in which service providers and service recipients become opponents
rather than partners in the therapeutic or rehabilitative enterprise.

Suspiciousness of verbal report shows clearly in the study and diagnosis of
experiences like pain, where outsiders are often tempted to presume—without
supporting evidence—that the insider either will not or cannot provide reliable
and valid information about subjective experience (Fordyce, Fowler, Lehmann,
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DeLateur, Sand, & Trieschmann, 1973; Lasagna, 1960; Sternbach, 1968). Dis-
trust of verbal reports is evident in the general acceptance by American exper-
imental psychology of the antimentalistic philosophy that underlies the doctrine
of behaviorism, first proposed in 1913 by John Watson and not seriously chal-
lenged, except in details, since that time.

7.1. Possible Resolution

The problem of suspiciousness of patient reports can probably never be
resolved completely in the service delivery system. There will always be those
who pretend to have conditions they do not have in order to gain the social
approval they need in order to acquire economic benefits from welfare and
rehabilitation programs. To be fair, it must be said that gatekeepers probably
incline to err on the side of leniency rather than harshness. Most complaints
about misuse of helping services seem to come from people who are outside the
delivery system and not exposed to the plights of sufferers. They often base
their objections on the philosophy that those who can pay deserve the best care
while only the sickest and most helpless deserve to get assistance free, and they
should get only what is absolutely needed and socially justified.

Yet, lenience on the part of gatekeepers is not a fully satisfactory answer to
the problem of suspiciousness, for in an atmosphere of distrust, lenience may
be taken for softness and exploitability. It can encourage additional attempts on
the part of sufferers to take unfair advantage of the system. Because atti