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Foreword

Men born to distinction do not always develop it in their homeland. Sometimes trans-
plantation taps routes to hidden sources of concern for the embracing of novel con-
cepts or the clarification of man’s behavior, illuminating this understanding in the lan-
guage of their adopted tongue. Such a one was Joseph Conrad, the Polish sailor whose
new vision graced our literature long after his death in 1924. Such a one also is the
author this book, who was born in that same year to carry on his country’s vigor and
resourcefulness in our time. He is numbered among those distinguished emigrés whose
contributions to our culture and progress emanated from the trials and tribulations of
the political upheavals, persecutions, and wars of Europe. Like many others, he has
brought sound traditions and learning from his native land to enhance the new and less
developed of what was only recently a frontier land.

Watersheds in world events impose themselves willy-nilly on our lives. One such
time was 1946, when the author of this book left his native land and set out for the
West. He spent six months in London learning English and then moved to Ireland,
where he trained in medicine and also absorbed novel ways and a new culture, includ-
ing the writings of Swift and Joyce. This young medical graduate’s potential was soon
recognized by his teacher in neurology at Belfast, who with foresight predicted great
accomplishment. As a trainee at McGill his exceptional competence emerged first as
a student, and later after appointment to staff. This lasted for the next twelve years,
during which period I was privileged to watch his development and appreciate his dis-
tinction in thought and action. Subsequently, by reading his papers and attending meet-
ings over the following fifteen years, I have retained contact with his learning and main-
tained his friendship.

It is not my function to itemize in detail the many contributions made by Zbig-
niew Lipowski in his career since his gazetting as a psychiatrist in 1959. However it
is necessary to point out the critical part he played as a constructive participant in the
dual novel programs of psychosomatic medicine and liaison psychiatry at a time when
they were in a midcentury doldrums. His efforts count high among those whose ef-
forts, thoughts, teaching, and writing propelled these approaches back into the main-
stream of progress. One most significant aspect of his considerations over the years
has been a return to emphasis upon the neurological basis of patients’ illnesses as a
frequent cause of mental symptoms. This is particularly true of the topic of *‘delirium,”
to which he has addressed himself in considerable detail, bringing this rather common
phenomenon out of the clouded medical scene to be included in the orbit of the psy-
chiatrist’s concern.

My main objective in this foreword is not to signify those important chapters and
critical contributions in the following pages, since they speak for themselves. I would
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viii FOREWORD

like not to stress the professional academic work but to emphasize the holistic knowl-
edge and wisdom of the author. In a brilliant paper entitled <“The Conflict of Buridan’s
Ass,”” he offers a commentary on the disturbing affluence of our time. More recently
he has written of Benjamin Franklin as a psychotherapist with insight and relevance.
He is a modern man with genuine roots in the fertile past. It is not fortuitous that he
has recently rejoiced in his most significant recognition, an honorary degree from Hel-
sinki, accompanied by all the panoply of medieval pomp and circumstance. Dr.
Lipowski is a man for the present season on our troubled planet because his efforts
help to point the direction and to initiate therapeutic measures for the sick in body and
soul. Still. he is not beyond engaging in lively discussion with pundits on the nefari-
ous influence of Descartes’ dualism on medical thought while clarifying his own
philosophical eclecticism.

Cataclysmic events cast up men to grapple with the problems of their times. His-
tory commonly cites national leaders’ names more often than those original percep-
tive minds which grace the history ‘of our discipline. These, by their sensitivity, in-
telligence, imagination, originality, and literary gifts permit them to foresee and
influence trends beyond their times. Such men were Hippocrates, Vesalius, and Coper-
nicus, the Polish divine whose revolutionary heliocentric theories led, along with the
anatomist’s innovation, to the destruction of medieval theories in their respective sub-
jects. So also were greats such as Pinel, Kraepelin, and Freud. Now, although we have
advanced with chemistry to a level of therapeutic effectiveness hardly foreseen thirty
years ago, we are still left with psychosocial problems which demand relief in another
way. These still subtle approaches will not be neglected but promoted if we pay due
attention to the holistic concepts expounded in the following pages.

R.A. Cleghorn, M.D., D.Sc., F.R.C.P.(C),
F.R.C.Psych.

Past Chairman, Department of Psychiatry, McGill
University, Montreal

Past President, American Psychosomatic Society

Emeritus Professor of Psychiatry, Department of Psy-
chiatry, McGill University, Montreal



Preface

The purpose of this book is to present a broad overview of psychosomatic medicine
in its historical, theoretical, investigative, and clinical aspects. The papers selected for
inclusion span 17 years of a sustained effort to develop a comprehensive conceptual
framework for this whole field and to fill it with currently available information. As
the volume and complexity of the relevant information continue to grow, it is neces-
sary to try to organize it in a coherent manner.

The decision to publish a selection of my papers has been prompted by indica-
tions that many of them are used for teaching and continue to be quoted. Bringing them
out together should facilitate access to them for their potential readership and thus en-
hance whatever value they may possess as teaching material and as an introduction
to psychosomatic medicine and liaison psychiatry. The included articles cover a wide
range of topics and, I hope, offer a broad enough conceptual framework to accom-
modate new research findings, theoretical formulations, and therapeutic advances.

A measure of unavoidable overlap and repetition exists among the selected papers
and reflects, in part, a consistency in my approach to the subject over the years. It
is a deliberately eclectic approach, which as a clinician and chronicler I have found
to be the most cogent and satisfying. I have never been satisfied with any single and
narrow theoretical stance from which to interpret the complex mind-body-environment
transactions in health and disease. Such a reductionistic viewpoint would be, in my
opinion, incompatible with the traditional conception of psychosomatic medicine as a
unifying and integrating scientific and clinical discipline. An eclectic approach is, I
believe, the only one able to do justice to that conception and consonant with it.

In selecting papers for this book, I have tried not only to offer a conceptual frame-
work and a body of information, but also to convey some of my personal fascination
with the subject. I hope that at least some of the younger readers of this book will find
my fascination contagious and feel challenged to contribute to the field.

The development of my thinking about psychosomatic medicine has been strongly
influenced by the writings of Dr. George L. Engel, who also offered me generous en-
couragement and helpful criticism in the early years of my writing career. I wish to
acknowledge my debt of gratitude for his inspiration and help.

Psychosomatic medicine, as I see it, represents continuation in modern and scien-
tific dress of a long tradition in Western thought and medicine. Its origins go back to
the writings of Hippocrates and the Greek philosophers of antiquity. That tradition is
based on a view of the human being as a mind-body complex in ceaseless interaction
with its environment, both social and physical. It is a predualistic, Aristotelian con-
ception, one that asserts indivisible unity of mind and body. Applied to issues of health
and disease, and to medical practice, this conception calls for a unified approach, one
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combining a biological and a psychosocial perspective in research and in clinical work
with patients. I hope that this collection of papers will in a small way contribute to-
ward the continuation of this line of thought and approach in the future.

I acknowledge with gratitude the receipt of a grant-in-aid from the Commonwealth
Fund, which has enabled me to prepare this book.

Z.J. Lipowski



Introduction

Psychosomatic medicine and consultation-liaison psychiatry are two fields inextrica-
bly tied together. The former has, by definition, a much broader scope, one encom-
passing a body of research and theory as well as a set of guidelines for medical prac-
tice. Liaison psychiatry embodies clinical application of the psychosomatic approach
to problems at the interface of psychiatry and medicine. Both these fields emerged,
more or less simultaneously, half a century ago and have shared changing fortunes.
After a period of initial popularity, both of them experienced a rather dormant phase
in the 1950s and 1960s, only to develop rapidly in the past 15 years or so. The arti-
cles I have selected for this book trace the historical antecedents as well as the recent
growth of the two fields in all their major aspects. In order to round out my overview
I have supplemented the already published articles with seven previously unpublished
papers. The selection of topics for the book reflects my own conception of the fields
under discussion and calls for comment and clarification.

The contents of this book are divided into four parts, each of which deals with
a different topic and consists of related papers presented, in most cases, in the order
in which they were written. Part I includes articles concerned with the field of psy-
chosomatic medicine as a whole in its theoretical and historical aspects. This part may
be viewed as an introduction to the entire volume and presents a conceptual frame-
work into which the remaining parts fit. It also advocates the value of a holistic ap-
proach to both medicine and psychiatry, even though the latter subject has been tradi-
tionally, if not entirely logically, regarded as falling outside the purview of
psychosomatic medicine proper.

Part II deals with the modes and the determinants of psychological and social reac-
tions to physical illness regardless of its postulated etiology. This area has been rela-
tively neglected by psychosomatic writers, who have put more emphasis on the pro-
posed etiological role of psychosocial factors in the development of various bodily
diseases. Yet the matter of how people respond to physical illness and injury, and what
determines the common types of such a response, clearly falls within the scope of psy-
chosomatic inquiry and is crucially important for the practice of medicine as well as
liaison psychiatry.

Part III is concerned with another neglected aspect of psychosomatic medicine
which, in my opinion, should be viewed as its integral part. The complex relation-
ship between physical, including cerebral, disorders and psychiatric morbidity
represents but one more facet of the psychosomatic relationships. It is an area strad-
dling the boundaries of medicine and psychiatry, that is, two fields whose separation
strikes me as artificial and conventional rather than logically and scientifically sound.
Its importance to all health professionals hardly needs to be argued.
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Xii INTRODUCTION

Finally, part IV consists of a set of articles dealing with consultation-liaison psy-
chiatry, which may be viewed as a clinical offshoot of psychosomatic medicine. It in-
cludes a two-part review which, when originally published, offered the first compre-
hensive survey of this field. The subsequent papers trace the development of
consultation-liaison psychiatry over the past decade, when the field experienced rapid
growth. Taken together, these articles offer the reader a rather comprehensive over-
view and bibliography of the subject.



Biographical Note

Zbigniew J. Lipowski was born in Warsaw, Poland, in 1924. He completed his secon-
dary education in Nazi-occupied Warsaw, after attending clandestine high school
courses, in 1943. Having survived the Warsaw Uprising in 1944, he began to study
medicine at the Jagiellonian University of Cracow in 1945. In 1947 he enrolled in medi-
cine at University College, Dublin, Ireland, and graduated in 1953. After general in-
ternship in Dublin and work at a neurological hospital in Belfast, he began postgraduate
training at the Allan Memorial Institute of Psychiatry in Montreal in 1955. In 1957-
1958 he worked as a Research Fellow in Psychophysiology under Charles Shagass and
completed a thesis on the effect of methedrine on critical flicker fusion and its rela-
tion to personality and affect. In 1958-1959 he worked as a Fellow on the Psychiatric
Consultation Service at the Massachusetts General Hospital in Boston and held a Teach-
ing Fellowship in Psychiatry at Harvard. In 1959 he received his Postgraduate Diploma
in Psychiatry (with distinction) from McGill University.

From 1959 to 1971, Lipowski directed the Psychiatric Consultation Service to the
Royal Victoria Hospital in Montreal and the Montreal Neurological Institute. He or-
ganized the first such service in Canada. Concurrently, he held staff positions at the
Allan Memorial Institute and academic positions in the Department of Psychiatry at
McGill. Throughout his years there he was actively engaged in teaching psychosomatic
medicine (as a successor to Eric D. Wittkower), liaison psychiatry, and general psy-
chopathology, at both the undergraduate and postgraduate levels. While at McGill, he
published (in 1967-1968) his tripartite ‘‘Review of Consultation Psychiatry and Psy-
chosomatic Medicine,”’ which met with considerable acclaim and is still widely used
for teaching liaison psychiatry in North America and beyond. He also edited a vol-
ume on Psychosocial Aspects of Physical Illness (Basel, Karger, 1972).

In the years 1971-1983, Lipowski was director of the Psychiatric Consultation
Service at the Dartmouth-Hitchcock Medical Center in Hanover, New Hampshire, and
a Professor of Psychiatry at the Dartmouth Medical School. During those years he lec-
tured widely in the United States, Canada, Europe, Australia, and New Zealand. While
at Dartmouth, he published extensively on psychosomatic medicine, liaison psychiatry,
information overload, and organic psychiatry and contributed chapters to the Ameri-
can Handbook of Psychiatry and the Comprehensive Textbook of Psychiatry, among
others. In 1974-1975 he edited a special issue of the journal Psychiatry in Medicine,
which was subsequently published, in 1977, as Psychosomatic Medicine: Current
Trends and Clinical Applications (New York, Oxford University Press). In 1980 he
wrote a monograph, Delirium: Acute Brain Failure in Man (Springfield, Illinois,
Charles C Thomas).

Lipowski’s professional activities have included membership in the American Psy-
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chiatric Association’s Task Force on DSM-III, where he was mainly concerned with
revising the classification of organic mental disorders. He has repeatedly served as a
consultant to the World Health Organization on matters of psychiatric classification
and the health-related psychosocial factors. He is a member of the editorial boards of
General Hospital Psychiatry, the Journal of Psychosomatic Research, and the Inter-
national Journal of Psychosomatics. He is a Fellow of the American Psychiatric As-
sociation and a Founding Fellow of the International College of Psychosomatic Medi-
cine, and a member of many other professional organizations.

Among his special honors are a Doctor of Medicine honoris causa from the
University of Helsinki (1981) and a Master of Arts honoris causa from Dartmouth Col-
lege (1981).

In 1983, Lipowski returned to Canada and became Psychiatrist-in-Chief of the Psy-
chosomatic Medicine Unit at the Clarke Institute of Psychiatry, Coordinator of Liai-
son Psychiatry in the Department of Psychiatry, and a Professor of Psychiatry at the
University of Toronto. He is currently coediting a forthcoming volume on Viruses,
Immunity, and Mental Disorders, to be published by Plenum Press.
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Psychosomatic Medicine

Theoretical Concepts

The articles in this section deal with three related topics: psychosomatic medi-
cine, the holistic approach to medicine and psychiatry, and the impact of certain en-
vironmental factors on health and behavior. The main focus is on such issues as the
development of psychosomatic conceptions from a historical perspective, the defini-
tion of the relevant terms, and the current scope of psychosomatic medicine. This
section may be viewed as a general introduction to the psychosomatic field in all its
major aspects.



Review of Consultation Psychiatry and
Psychosomatic Medicine

III. Theoretical Issues

In the first two parts of this review’>-76 an attempt was made to define the scope and
functions of psychiatric consultative activity in the nonpsychiatric divisions of
general hospitals. Part I dealt primarily with the various aspects of psychiatric con-
sultations in this type of setting. Part II included a critical survey of the studies of
psychiatric morbidity among medical and surgical patients as well as an overview of
psychological problems encountered by the consultants. One of the main purposes of
Parts I and II was to emphasize (1) the wealth and diversity of the clinical material
accessible to psychiatric study and (2) the expanding scope of the consultants’ work.
Both of these factors have an important bearing on the development of psychoso-
matic medicine. The latter has now entered a new phase, characterized both by in-
creased clinical application of its principles as well as by a siginificant broadening of
its theoretical perspectives. The preceding phase was marked by the predominant in-
terest in the groups of so-called psychosomatic disorders; a great deal of research,
theorizing, and therapeutic endeavor was devoted to them. There have been gains in
factual knowledge and a considerable yield of explanatory hypotheses which; how-
ever, largely failed to achieve satisfactory validation. The efficacy of psychother-
apeutic intervention based on the theoretical assumptions about the role of psycho-
logical etiological factors has been unimpressive.!® The overall result has been a
spreading sense of disenchantment with the whole concept of psychosomatic medi-
cine. But is it really the whole concept that has reached an impasse or just one partic-
ular methodological approach? This writer believes that it is the latter, and will try
to support his view in this section of the review.

Many writers have attempted to define the meaning and goals of psychosomatic
medicine. '-8.20.38.43.49.66.80.86.91.103 These writings, and the often divergent views they
contain, are scattered in the literature, and it seems worthwhile to try and present a
comprehensive statement of the scope and conceptions of psychosomatic medicine as
seen by a clinician. There is increasing demand at present for the training of psy-
chiatric residents in consultative skills.3 The continuing trend to develop psychiatric
units in the general hospitals and to offer consultations to other physicians, in and out

Reprinted from Psychosomatic Medicine 30(4):394-422, 1968. Copyright © 1968 by The American Psy-
chosomatic Society, Inc. Reprinted by permission of Elsevier Science Publishing Co., Inc.



4 PsyCHOSOMATIC MEDICINE: THEORETICAL CONCEPTS

of hospital, makes this demand imperative. Yet, the teaching of techniques of consul-
tation is not enough. Talking about techniques is meaningless unless one specifies
what types of questions the consultant may be expected to answer, who asks them,
who is to benefit from the answers and how, and in what setting the whole process
takes place. Furthermore, teaching of techniques is not likely to inspire a postgradu-
ate student unless he is given a broad view of the field in which he is to work and
the theoretical issues relevant it it. Only then is he likely to approach his work as an
exciting intellectual challenge, as well as a service to the community. Hence the need
to teach psychosomatic medicine as a distinct discipline, one practical application of
which is psychiatric consultation with other physicians. Yet the very conception of
psychosomatic medicine is at present vague, its semantic and epistemological aspects
confusing. To attempt clarification may appear quixotic and may provoke the ire of
colleagues who hold different views and may be better qualified to speak about the
subject than this reviewer. Yet the demands for better teaching are so pressing that
the challenge must be met. The following attempt may at least have the merit of
stimulating discussion about the basic assumptions of our discipline.

THE MEANING AND SCOPE OF PSYCHOSOMATIC MEDICINE

The writer will not attempt to trace the historical development of the psychoso-
matic conception, since this task has been adequately accomplished by others.2-3-62
The word *‘psychosomatic’’ has been used in a variety of contexts: psychosomatic
'medicine, movement, approach, research, disorders, sysmptoms, etc. Some rather
futile discussions have raged about its alleged metaphysical connotation, that is,
whether it affirmed the unity or duality of mind and body. The term, however,
means no more than we agree that it should mean, and we delimit its boundaries by
defining it. Such a definition should aim at expressing the actual scope of interests
and activities of individuals who believe themselves to be working in the field of psy-
chosomatic medicine; additionally, it should be sufficiently comprehensive, clear,
and useful.

No matter which noun it qualifies, ‘‘psychosomatic’’ connotes an assumption
that there exist two classes of phenomena, i.e., psychic (mental) and somatic, which
require separate methods of observation and distinct languages for their description.
If dualism is implied here, it is a deliberately imposed, methodological and semantic
dualism,* One reflecting current scientific strategy and relaity but neutral with re-
gard to metaphysical questions concerning the nature of the mental and the physical.
A viewpoint which this reviewer considers as particularly cogent for this discussion
is that put forth by Woodger:!38

The view I shall take is simply this: that the notions of body and mind are both reached by
abstraction from something more concrete. For these more concrete objects we have the
convenient and familiar word persons. . .But even the notion of person is abstract in the
sense that every person is a member of some community of persons, upon which the kind
of person he is, and even his continued existence, as a person, depends.

The task of psychosomatic medicine is to attempt to integrate the three modes of
abstraction, viz., biological, psychological, and social.
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“‘Psychosomatic’’ does not imply a value judgment that psychic events are more
important than somatic or vice versa. Nor does it connote the assumption of specific
causal relationships, i.e., psychic events causing somatic ones and somatic causing
psychic. The use of terms *‘psychosomatic’’ and *‘somatopsychic’’ does give the im-
pression of implied causal sequences, but this is only a problem of semantics and not
of causality. Both the psychic and somatic phenomena are aspects (or modes of ab-
straction) of persons. Their separation is artifical but heuristically useful. A person
is and responds as a unity, but the limitations of man as an investigator necessitate
the breakdown of the unity for the purpose of observation, description, and the study
of relationships among selected variables. Whatever the merits of the holistic con-
ception as a theoretical construct, the study of the person-as-a-whole is wishful
fiction.

This brief general discussion may help clarify some basic assumptions underly-
ing psychosomatic medicine. The latter had its modern origin as a movement
directed against what Whitehead'33 might have called an ‘‘intolerant use of abstrac-
tions’’ practiced by medical investigators and practitioners. Thus the psychosocial
aspects of persons called patients were abstracted from and regarded as irrelevant.
The psychosomatic movement has displayed two basic attitudes: The reformist and
the scientific. The former was an expression of discontent with the state of medicine
and resulted in postulates, exhortations, and practical suggestions about how medical
practice should be changed to give substance to the fact that patients are persons,
with all that this implies. The scientific attitude evolved into a systematic search for
the role of psychosocial variables as etiological factors in human diseases. These two
attitudes are still with us and any definition of psychosomatic medicine must give
justice to both of them but also reflect broader contemporary concerns.

It follows from the preceding discussion that a composite definition of psychoso-
matic medicine is most likely to encompass the scope of its meaning. Many writers
have insisted that, as Alexander put it,' the term ‘‘psychosomatic’’ should be ‘‘used
only to indicate a method of approach.”’ Grinker* asserts that ‘‘psychosomatic’’
means ‘‘a conceptual approach to relationships, not new physiological or psychologi-
cal theories or new therapeutic approaches to illness.”” Mirsky®! suggests that psy-
chosomatic medicine is not a distinct body of knowledge nor even a distinct division
of the general field of medicine.”” These views are debatable. It seems to this
reviewer that confining the psychosomatic conception to that of an approach is too
vague and one-sided. It expresses no more than the reformist attitude. But as
Walker'?® rightly points out, we must distinguish factual statements and general
laws from the practical precepts that can be based on them; he calls these precepts
*‘techniques.’’ Psychosomatic medicine is more than a set of techniques, more than
an approach; it is also a science. There is at present no other discipline whose
avowed purposes are to study, and to formulate explanatory hypotheses about, the
relationships between biological, psychological, and social phenomena as they per-
tain to persons.

The word ‘‘medicine’’ in this context, fixed by traditional usage, is unfortunate.
It connotes a primary concern with diseases and is thus unduly restricting. The term
‘‘psychosomatics’’ is more neutral in this regard and therefore preferable. In any
case, these two terms will be used synonymously here. The following definitions ex-
press both the scientific and applied aspects of psychosomatic medicine:
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A science; one which studies the relationships between psychological and bio-
logical phenomena in humans, as they occur in and are influenced by the human and
nonhuman enviroment, in both health and disease.

An approach to the practice of medicine; one formulated in various postulates
and norms as guidelines for action. The hallmark of the psychosomatic approach is
the insistence that psychosocial as well as biological factors be considered in the di-
agnosis, treatment, and prevention of all diseases.

Consulting activities (and related techniques) of psychiatrists with other phy-
sicians.

The three aspects of psychosomatics will now be reviewed.

I. PSYCHOSOMATICS AS A SCIENCE

The subject matter of psychosomatics as a science are the psychosomatosocial
relationships. There are no specific psychosomatic methods of study. What distin-
guishes psychosomatics as a science is its mode of abstraction, that is, what it con-
centrates on and what it leaves out.'> Grinker® states that it is ‘‘the development
and functioning of patterns of relationships among somatic and psychological sys-
tems that properly defines the psychosomatic study that is evolving in our time.”’
Our proper concern then is observing, describing, and formulating explatory hypoth-
eses about the relationships between psychological and biological dispositions, states,
processes and events occurring in persons. The methods used, as well as the descrip-
tive languages, are those of biology and psychology, respectively. The relevant ex-
planatory hypotheses may be expected to be formulated, at least at their highest level
of abstraction, in what von Bertalanffy'28 calls neutral models superordinated to the
conceptual systems of both psychology and biology. This may be regarded as the ul-
timate goal of psychosomatic as a science. At a lower level of abstraction, there are
possible crossconnection laws, which state an observable connection at the same time
between a psychological and a physiological event.!3

TRENDS IN PSYCHOSOMATIC RESEARCH

A survey of trends and methods in contempory psychosomatic research would
be beyond the scope of this review. Several recent publications deal with these is-
sues, 14.27:49.72.91.103.131.136 The following areas of research are seen as directly rele-
vant to the subject matter of psychosomatics.

Psychophysiological Research*!!.12!

Psychophysiology has been defined as “‘the study of the interrelationships be-
tween the physiological and psychological aspects of behavior. It typically employs
human subjects, whose physiological responses are usually recorded on a polygraph
while stimuli are designed to influence mental, emotional, or motor behavior.’’!2!
Psychophysiological research involves manipulation of psychological variables, often
conceptualized as contrived analogues of naturally occurring psychological stress,
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and simultaneous recording of one or more physiological variables regarded as meas-
urable indicators of the evoked psychological change. The application of computers
to this type of research is a promising development.'*? Psychophysiological laws are
an example of the cross-connection laws mentioned earlier.

Psychosomatic Clinical Research

This type of research focuses on the interplay of psychological, biological, and
social factors which predispose to, precipitate, maintain, and counteract those states
of the human organism which we call diseases. Since experimental production of dis-
ease in humans is generally regarded as unethical, clinical research is largely con-
fined to the observation of the ‘‘experiments of nature’’ in the form of pathological
processes. However, current experimental methods for the study of psychopathol-
ogy, such as drug-induced ‘‘model psychoses,’’ manipulation of sensory input and
sleep, and hypnosis-induced pathological states, provide experimental methods of
value for investigation of psychosomatic relationships in abnormal states.

Significant areas of clinical study include such problems as the doctor-patient
relationship and the psychological reactions of patients to illness, hospitalization,
medical and surgical procedures, disability, etc. There is no sharp boundary between
clinical psychosomatic research and that falling within the province of social and
preventive medicine.

It must be clear that psychosomatic research has gone far beyond the early
preoccupation with the so-called psychosomatic disorders. Engel’s?’ plea for such
an expansion has been vindicated, as exemplified by a recent symposium on the psy-
chophysiological aspects of cancer.!9 There is no logical reason for excluding any
disease for the purpose of psychosomatic research. Furthermore, too sharp a distinc-
tion has often been drawn between the concepts of etiological and reactive psycho-
logical factors in the study of disease. As Grinker®' points out, ‘‘crude linearity has
to be abandoned, since in nature most tranactions are curvilinear.”’ Thus the distinc-
tion between psychosomatic and somatopsychic disorders, which implies linear
causal chains, seems to be an arbitrary dichotomy of limited methodological useful-
ness. Psychosomatic research has gone beyond the frantic search for psychogenicity
of somatic disorders. Engel'?® has recently emphasized that the main current task
for psychosomatic investigators is the study of simultaneity or sequence, i.e., of tem-
poral relationships, of psychic and somatic phenomena. This new trend may at last
direct psychosomatic research to the largely neglected field of the so-called somato-
psychic reactions3®—such as delirium,’ in which psychic and organic factors interact
in close temporal proximity—so that no tenuous retrospective reconstruction of al-
leged causal sequences is needed. The problems of psychogenicity and causality will
be further discussed in subsequent sections of this review.

Study of Mediating Mechanisms

This research is concerned with the elucidation of neurophysiological and neu-
roendocrine processes which enable transactions between the highest neural activity
necessary for symbolic activity and the rest of the body. Langer’® has recently sug-
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gested that a crucial question is ‘‘how the phase of being felt is attained, and how the
process may pass into unfelt phases again, and furthermore how an organic process
in psychical phase may induce others which are unfelt.”” Much of the relevant work
has been lately reviewed. !1-18.31.37.40.80.81.95.109.113.131.136

Epidemiological and Ecological Research

Methodological problems of epidemiological research in psychosomatic medi-
cine have recently been discussed.?!” The ecological approach is stressed by Hin-
kle,6-7 who predicts that the processes whereby man adapts to his external environ-
ment and tries to maintain his relationship to it will be a primary concern of future
medicine. He formulates the key questions, which human ecologists attempt to an-
swer, as follows:

1. What determines how a man evaluates his external environment and reacts to
it?

2. How does the neural apparatus accomplish integration, evaluation, and or-
ganization of reaction patterns?

3. How do neurally integrated, adaptive reaction patterns affect the structure
and function of organs so as to cause disease?

4. How can the understanding of these phenomena be utilized by physicians in
the prevention and treatment of illness?%’

A relation between psychosomatic processes and the patterns of dynamic interac-
tion within the family is attracting increasing attention.*-83-132 The role of disruption
of important interpersonal relationships and the ensuing difficulties in replacing the
loss of the relationship as antecedents of any illness—somatic or psychiatric—has
been postulated.28~3°-94~‘°°~' 12,126

Study of the Psychophysiology of Human Development from Conception to Senility

Grinker*? asserts that the crucial problem for psychosomatic research is the
study of the period of differentiation from *‘total hereditary to individual learned pat-
terns and their integration into a new personal system.’’ Other relevant topics studied
involve the influences of prenatal environment,?3-''8 individual differences at
birth,*® mother—child relationships,'3? functions of the autonomic nervous system in
infancy,”” psychobiology of aging,! etc.

The above classification of research directly relevant to psychosomatic medicine
is not complete. It is actually desirable to avoid premature closure of the boundaries
of relevance in this area. The reviewer believes, however, that stressing the broad
scope of investigative activities necessary for the formulation of psychosomatic hy-
potheses has heuristic value. All above classes of research supplement one another
and their integration should be the task of psychosomatic theoreticians. The reviewer
expects to be criticized for what may seem to be a quixotic attempt to advocate a
“‘superscience’’ of psychosomatics. What matters, however, is the potential useful-
ness of the conception of psychosomatics presented here, for the purpose of teaching
and theory development. As factual knowledge progresses by leaps and bounds, at-
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tempts at integration, however crude they may be, are necessary for further progress
and for development of practical applications of value for the practice of medicine.

THEORETICAL CONCEPTS AND EXPLANATORY HYPOTHESES

It has been proposed that the task of empirical science is the acquisition and sys-
tematization of knowledge about observed things and phenomena. Systematization
includes formulation of explanatory hypotheses which go beyond observation in that
they introduce unobservable explanatory or theoretical concepts.'? Psychosomatic
theory is still in an early stage of development. There is a current fashion to talk
about theoretical ‘‘models’’ in psychosomatic medicine.? It is preferable to discuss
this area in terms of hyotheses and concepts. One may distinguish for the purpose of
this discussion between psychophysiology and psychopathophysiology. What
methodological and theoretical advances have been made by the former are reviewed
by Sternbach'2! and Ax.* Psychosomatic theory concerned with morbid conditions
consists largely of hypotheses about the role of specific psychological
factors—personality traits, intrapsychic conflicts, dysphoric affects, defensive or
adaptive patterns, etc.—in bringing about physiological dysfunction and somatic dis-
ease. Galdstron®® criticizes this trend and complains that psychosomatic medicine
‘‘specializes in the psychogenesis of organic disease’’ and is concerned with the psy-
che as a ‘‘morbific agent.”’ In his view, such concern compounds two fallacies of or-
ganicist medicine: the conceptions of specificity and of time—sequential causality.

The prevalent conceptual tendencies in psychosomatic medicine have been
reviewed by a number of writers.8:20-43.49.51.64.85.86.91.103.136 Higtorical roots of these
trends are traced to medical and psychoanalytic viewpoints on etiology*® and to the
fact that the psychosomatic movement was spearheaded by psychoanalysts. A priori
assumptions, no less than empirical observations, have influenced the choice of clini-
cal material for psychosomatic study, the explanatory hypotheses about data of ob-
servation, and the language of descriptive and theoretical statements. The reformist
zeal in the search for psychological causality of somatic disorders has predominated
despite solemn declarations about multicausality, holism, and the like. Such an atti-
tude could hardly result in a balanced appraisal of observed facts but it had a salutary
effect in stimulating research.

The Concept of Psychogenesis (Psychogenicity)

Gitelson*? asserts that the term ‘‘psychosomatic’’ implies that somatic symp-
toms are ‘‘caused’’ by psychic contents or by affects. He adds that this implication
is a carryover from psychoanalytic ideas about conversion and anxiety hysteria, and
asks: ‘“What are the common factors which are at once physiological and psycholog-
ical; which do not ‘cause’ each other yet are reflected in each other, are contingent
and affect each other, and taken together, produce disease?’’ This question ex-
presses, with admirable clarity, one of the main contemporary concerns of psychoso-
matic medicine. It does away with the concept of psychogenesis but the latter still
survives and invites examination.

A lengthy discussion of psychogenicity in a recent book® illustrates the confu-
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sion surrounding this concept. It is stated there that ‘‘psychogenic’’ should refer to
the psychic aspect of function, i.e., that which is ‘‘mediated through the mind.”’ Psy-
chogenesis is defined as having origin within the mind or psyche.’® For some
writers, psychogenesis connotes ‘‘a causal chain of psychic phenomena only.”’*!
Others have extended the meaning of the term to include the effect of those aspects
of cerebral activity—which are subjectively experienced and described in psychologi-
cal terms—on bodily functions expressed in the language of physiology. A typical
example of a general statement expressing psychogenetic proposition is this:

All such processes, in which the first links in a chain of events are perceived subjectively
as emotions and the subsequent links are objectively observed as changes in body functions,
are called psychosomatic phenomena.3

Note that the first links in this formulation are emotions, the subsequent ones are
somatic changes. This statement typifies the confused thinking found in many psy-
chosomatic writings. It implies a causal chain beginning at an arbitrary point, with-
out specifying what is meant by emotions and what time spans between the ‘‘links’’
are considered significant. Furthermore, as Engel'?’ points out, such statements tend
to encourage equation of ‘‘psychosomatic’’ with ‘‘psychogenic’’ and thus result in
single-factor concepts, which psychosomatic medicine has strived to eliminate.
Bahnson'%? remarks that it is naive to think that the level on which a phenomenon is
first observed is the casual level and that phenomena on other levels (psychological,
physiological, biochemical, molecular) must be regarded as results. He further sug-
gests that it is a meaningless question whether a psychological process is causing a
physiological state or vice versa, since both are arbitrary descriptions, in abitrary
terms, of a global process.

Should the concept of psychogenesis be abandoned? The reviewer does not be-
lieve so, but is of the opinion that its meaning should be redefined to suit current
needs. It is assumed that the unique feature of humans is the creation of a universe
of symbols in thought and language.'?’ Von Bertalanffy'?’ defines symbols as signs
that are freely created, represent some content, and are transmitted by tradition. The
fact of symbolic activity, conscious and unconscious, adds a set of variables to the
repertoire of the human organism. Perceptions of the external and internal environ-
ments provide information whose significance or meaning for the given person deter-
mines his affective and motor responses. The process of appraisal of sensory input
and the meaning resulting from the appraisal are aspects of cerebral activity. These
aspects, as well as the concomitant (or subsequent) response, are partly described in
psychological terms and explained by psychological hypotheses. At another level of
abstraction, the same processes and events may be described in terms of physiology,
biochemistry, etc. The concept of psychogenesis pertains to those aspects (or
‘‘phase’” in Langer’s’® terminology) of neural activity which are felt, and their ef-
fects on physiological processes, which are not felt. Of course, these effects may be-
come felt—e.g., as pain or some other sensation—and exert a feedback effect on the
psychic phase. The crucial concept for our view of psychogenesis is that of meaning,
whether conscious or unconscious. Miller?” defines it as the significance of informa-
tion to a system which processes it. The meaning of an event is, of course, in-
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fluenced by the person’s past experience in the broadest sense, and reflects the in-
fluence of his transactions with his environment. Since meaning is the result of
cognitive processes, the latter require more attention from psychosomatic investiga-
tors than has often been the case. It has been observed'?? that the psychic causes to
which somatic symptoms are attributed are almost always emotions, which of all
psychic phenomena appear the least psychic and the most somatic. It is proposed that
the emphasis in psychogenetic statements should shift towards cognition and percep-
tion as the crucial psychological variables.

The search for psychogenic factors in illness is not the only concern of psy-
chosomatic medicine. On the contrary, it is one of the basic psychosomatic hypothe-
ses that there can be no psychogenesis, sociogenesis, or somatogenesis alone.’!
What concerns us is the establishment of the relative relevance of psychogenic fac-
tors in the genesis, course, and outcome of any illness in the given individual.

The Concept of Psychosomatic Disorder

The concept of a psychosomatic disorder has been one of the dominant themes
in psychosomatic medicine. It has both a classificatory and an explanatory connota-
tion. It implies the existence of a class of diseases which have some common charac-
teristic which differentiates them from other diseases. Furthermore, this distinguish-
ing characteristic is purported to have explanatory value, in that in its absence the
disease in question could not have come about; it is thus a necessary condition for its
occurrence. This general line of reasoning seems to underlie the concept of a psy-
chosomatic disorder. It is a controversial concept, whose acceptance is far from
general. To examine it critically one should attempt to answer the following
questions:

1. What is the meaning of the term ‘‘psychosomatic disorder’’?

2. To what extent does its definition correspond to observable facts?

3. What is the value of including certain disorders under the rubric ‘‘psychoso-
matic,”’ for the purposes of research and medical practice?

4. Is it methodologically sound and practically useful to distinguish psychoso-
matic from nonpsychosomatic disorders?

Szasz'?? maintains that the problem of definition of a ‘‘psychosomatic disorder’’
is a pseudoproblem. However, one cannot afford to dismiss without discussion and
argument a problem which has occupied many investigators in our field for some
three decades. Psychosomatic or psychophysiological disorders are included in offi-
cial classifications, discussed in psychiatric textbooks, and have papers and books
written about them—a widespread pseudoproblem!

Halliday’s3 definition of a psychosomatic disorder (affection) seems to be the
one most commonly accepted: ‘‘A bodily disorder in which the application of the
psychological approach provides information of high aetiological relevance.’
Walker'? tries to make this definition more *‘operational’’ by modifying it thusly:
‘‘Somatic symptoms that can be successfully treated by methods effective in treating
psychic symptoms.”’ Walker’s definition has been criticized by Szasz'?? as a carica-
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ture of operationalism. Wisdom'33 contends that whole-person medicine necessitates
the reality of psychosomatic disorder and expresses the fundamental hypothesis of
psychosomatic medicine, that ‘‘a mental factor pays a direct part in the pathology of
a disorder with a somatic syndrome, and plays the same sort of part as, say, hyper-
secretion of a gland.”” Wisdom refutes the opinion held by some writers, such as
Alexander,! that all disease is psychosomatic, as an attempt to bring every type of
disease under mental dominance. Obviously this statement is misleading and a reduc-
tio ad absurdum of the psychosomatic approach. Furthermore, Wisdom seems to im-
ply that the ‘‘true’’ psychosomatic disorders are ‘‘under mental dominance,’’ a view-
point which is directly contrary to the widespread psychosomatic assumption that all
disease is multicausal and that this applies to the traditional psychosomatic disorders.
The hypothesis of ‘‘mental dominance’’ can neither be proved nor disproved and is
really a value judgment and thus scientifically irrelevant. Engel’s?® conclusions from
his study of patients with ulcerative colitis may be regarded as representative of cur-
rent psychosomatic thinking. He says:

No assumption is made that such factors (i.e., psychological) have primary etiologic sig-
nificance. We are only attempting to establish the existence and nature of conditions which
may contribute to or even be necessary for the development of the process in the colon now
known as ulcerative colitis, but which may not be sufficient in themselves for this develop-
ment. We do not concern ourselves here with the problem of psychogenesis in the sense of
psychologic processes causing ulcerative colitis.

Recent reviews of the role of psychological factors in the development and
course of the ‘“classical’’ psychosomatic disorders as well as of the effectiveness of
psychotherapy in them are characterized by cautious statements. A typical conclu-
sion, drawn from appraisal of the role of psychological variables in allergic disease,
reads:

From this appraisal of recent research comes the conclusion that the catalogue of methodo-
logical shortcomings is lengthy and the number of well-established findings small.32

Critical reviews of such conditions as ulcerative colitis,28-82 duodenal ulcer,%
hypertension,'!S thyrotoxicosis,*> rheumatoid arthritis,”? and skin disorders'® tend
to stress multiple etiology, reject dominance of psychogenesis, call for refinement of
methodology, and largely cast doubt on the existence of disease-specific personality
or psychodynamic constellations. Engel and Schmale®® sum up the contemporary
position clearly:

. . .diseases differ in respect to the degree to which some are associated with specific psy-
chological features and others not ...with such entities as ulcerative colitis or hyper-
thyroidism, patients with the same disease appear to resemble each other psychologically to
an appreciable extent.

The authors conclude that there is at present insufficient knowledge to ascertain
whether these differences are spurious or real.

The related problem of the postulated alternation of somatic and psychic symp-
toms in psychosomatic disorders has not been substantiated, although such substitu-
tion does occasionally occur.®® Psychosis may coexist with a psychosomatic disor-
der, such as ulcerative colitis, and influences overall prognosis adversely.®’
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What then is the present state of the concept of a psychosomatic disorder? Its
critics are many, and a few utterances by leaders in the field may illustrate dissatis-
faction with the whole idea:

Multicausality and the varying distribution of psychological and nonpsychological factors
from case to case invalidates the concept of a ‘‘psychosomatic disease’’ as a specific diag-
nostic group. !

There has been a tendency to limit the illness labelled as psychosomatic to certain syn-
dromes such as ulcerative colitis, asthma, peptic ulcer, etc. This is a misapprehension of a
basic concept.63

The term *‘psychosomatic disorder’’ (or disease) is misleading since it implies a special
class of disorders of psychogenic etiology and by inference, therefore, the absence of a psy-
chosomatic interface in other diseases. .. .Strictly speaking, there can be no *‘psychoso-
matic diseases,’’ just as there can be no ‘‘biochemical diseases™ or ‘‘physiological
diseases.’*29

This controversial issue is discussed at some length, and without agreement, in
a recent publication by the World Health Organization.'®

It is appropriate to return now to the four questions posed at the beginning of
this discussion. The meaning of the term ‘‘psychosomatic disorder’’ remains unclear
and no generally agreed upon definition of it exists. Since no such definition can be
regarded as a standard one, the question of its correspondence to current factual
knowledge cannot be answered meaningfully. The value of distinguishing a separate
category of psychosomatic disorders is doubtful. It has tended to prejudice the selec-
tion of material for psychosomatic research and has led to an undesirable im-
passe.26-27-29-72 1t has focused clinical research and psychotherapeutic endeavor on a
limited group of conditions and eventually impeded progress of psychosomatic inves-
tigation and theory building. It has had the undersirable effect of diverting attention
from a great many problems, practical and theoretical, discussed in Part II of this re-
view,’® problems which fall logically into the orbit of psychosomatic medicine. It
has tended to alienate other physicians from the psychosomatic approach by virtue of
what is often felt to be a ‘‘territorial invasion’’ by psychiatry into the field of medi-
cine. Such as impression could do little to facilitate the spread of the practically valu-
able psychosomatic approach to all phases of medical practice. In conclusion, the
concept of a psychosomatic disorder is methodologically and practically unsound. It
has created a false dichotomy of diseases and encouraged futile speculation about
psychological characteristics of ‘‘psychosomatic patients’” as if they constituted a ho-
mogenous population about whom generalizations could be made. This concept has
had some merit in stimulating research but has outlived its usefulness and should be
abandoned.

Should one accept the proposition that all disease is psychosomatic? This is an
ambiguous statement unless its meaning is specified. If we assume that diseases are
states which invariably affect the whole person, then all diseases are in this sense
psychosomatic. If we assume that ‘‘psychosomatic’’ equals ‘‘psychogenic,”’ then the
above statement is unwarranted or even nonsensical. Talking of etiology, we can
state that aspects of cerebral activity which are expressed in psychological terms may
be looked upon as a class of etiological factors. These are relevant to all disease, al-
though this relevance varies in its weight from disease to disease, from person to
person, and from one episode of the same disease in the same person to another epi-
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sode. To draw a boundary between more or less psychogenic diseases seems to be an
arbitrary and futile exercise. What matters is to determine in each individual patient
how the interplay of psychological and other etiological factors influences the onset,
course, and outcome of his illness, by what psychophysiological mechanisms these
processes are brought about, and what practical conclusions for prevention and
‘management of illness can be drawn from this knowledge. As observations accrue,
some general statements may become possible about the relative role of psychologi-
cal factors in each particular disease.

The Concept of Specificity

This concept is logically related to the concepts of psychogenesis and psychoso-
matic disorder. If one accepts the hypothesis that cerebral processes which are con-
veniently described in psychological terms form a class of etiological factors, then
one may postulate that specific psychological states, processes, or events can have
specific effects on the function of tissues and organs. Such effects may result in spe-
cific dysfunctions or diseases. As formulated by Alexander,! specificity theory
postulates that ‘‘physiological responses to emotional stimuli, both normal and mor-
bid, vary according to the nature of the precipitating emotional state.”” Furthermore,
Alexander hypothesized that every emotional state has its own physiological
syndrome.

For the past three decades or so a variety of hypotheses have been put forth
about alleged specific psychological factors playing an etiological role in a variety of
disorders, mostly those belonging to the so-called psychosomatic group. Personality
profiles, nuclear intrapsychic conflicts, attitudes, have been described and their
specificity for the given disease has been posulated. The questions that one may ask
in this regard are:

1. Does specificity necessarily imply etiological relevance or causality?

2. If so, is the postulated specific factor regarded as a necessary condition for
the occurrence of the disease in question or not?

3. Are diseases themselves sufficiently ‘‘specific’’ phenomena invariably
brought about by the same set of causal, including psychological, factors?

4. Does validation of a given specificity hypothesis allow practical guidelines
for the prevention and treatment of a given diesase?

A great deal of research has been stimulated by the specificity hypotheses and
therein lies their methodological merit. All too often, however, hypotheses have
been accepted as statements of facts, with the resulting devaluation of psychosomatic
medicine as a scientific discipline. The present state of the various specificity hy-
potheses is characterized by more cautious formulations and more rigorous attempts
at their validation, and by widespread skepticism about the methodological value of
specificity as an explanatory concept in general. Gitelson* expressed it most suc-
cinctly: ‘“There is no doubt that ‘specificity’ as it has until now been understood has
been discarded.”” Many other writers8.14.17.24.43.49.63.69.85.103 have reached similar
conclusions. What answers may be tentatively offered to the questions asked above?
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First, even if the observation that a certain cluster of personality traits, dispositions,
or events antedates a given disorder and achieves statistical validation, it does not
logically follow that a causal relationship between the two has been established. In
fact, it is difficult to see how even an adequate degree of probability of such a causal
relationship can be achieved until the mediating physiblogical mechanisms are
known. Second, it follows that specificity does not imply etiologic necessity. It has
been stated?* that there is no conclusive evidence as yet that a specific psy-
chodynamic pattern is either a sufficient or a necessary condition in the pathogenesis
of any psychosomatic disorder. This is not surprising in view of the increasing
recognition that in biology and psychology the same antecedent may have different
effects, and different antecedents may lead to the same end-effect. Third, the speci-
ficity hypotheses have generally been applied to diseases of unkown etiology, with
inadequately known pathophysiology and possibly not *‘specific’’ disease entities at
all. Fourth, whether appropriate preventive and/or remedial measures can be based
on the finding of a concomitance or antecedence of a specific set of psychological
variables for a given disorder is of particular practical importance. It has been as-
serted that identification of a specific psychological conflict for some somatic dis-
orders has had practical usefulness for treatment. It is an open question, however,
whether any of the specificity hypotheses proposed to date have led to therapeutic ad-
vances.® In an article dealing with the management of psychosomatic disorders,
Rosenbaum and Reiser!%® discuss the variables which they believe should be consid-
ered in planning treatment of ‘‘psychosomatic’’ patients, but make no reference to
specificity hypotheses and state: ‘‘In many chronic diseases, specificity both of etiol-
ogy and treatment may be lacking.”’ Sperling!!® in a recent paper discusses psy-
choanalytic treatment of patients suffering from a ‘‘psychosomatic disorder proper.’’
She proposes that the most fundamental dynamic hypothesis about psychosomatic ill-
ness is that patients suffering from it had a specific mother—child relationship,
characterized by rewarding the child for being sick and rejecting him for being
healthy. Her analytic techniques aim at helping the patients unlearn the pathological
results of the above interaction. There is no mention of any disease-specific psy-
chodynamic patterns in Sperling’s paper.

In conclusion, there is no evidence that the proposed specificity hypotheses have
offered useful clues to the treatment of patients. One exception may be Sperling’s
hypothesis of a specific mother—child relationship which, however, seems to apply to
a number of syndromes, not only the psychosomatic ones. In the reviewer’s opinion,
crucial concepts in the treament of any disorder are those of reversibility, modifiabil-
ity, and compensability of the patient’s personality dynamics, physiological dysfunc-
tion, or structural damage, as well as of his social situation. All three of these con-
cepts are relative in that they may obtain to varying degrees in different patients and
change with time in the same patient. Any treatment plan implies predictions about
the feasibility of change according to the above three parameters in the given patient.
It appears that no concept of specificity available today has significant relevance for
such predictions.

There is evidence that the search for specific psychological variables antedating
or concomitant with various somatic syndromes continues. Current interest in the so-
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called coronary personality®* is an example of this. Grinker'®2 complains about the
tendency to search for psychological specificity in the development and location of
cancer and says:

One is struck with the tenuousness of the theoretical concepts and the weakness of evidence
for specificity—the same continually reiterate unscientific statements of correlation between
disease or the organ involved with an interminable time-span and a spatial discrepancy
which is insoluble by our present methods.

Bahnson,'® in his discussion of Grinker’s above remarks, points out that while
trait description of people has proved unreliable for prediction, the study of psy-
chodynamic mechanisms may yield evidence of specificity which discriminates be-
tween coronary heart disease and cancer, for example.

Clearly, the issue of specificity is far from being closed but there seems to be no
doubt that its meaning has changed. Grinker>? asserts that psychosomatic diseases
do not have a specific emotional etiology but are characterized by response specific-
ity. There is less tendency to assign to a given psychological variable, or set of varia-
bles, the weight of a necessary or sufficient condition for the development of a dis-
ease or the ‘‘choice’’ of an organ.

It is increasingly realized that any illness is a final state which may be reached
by the interaction among a number of diverse variables and processes. The ultimate
goal of etiological research is to determine the pathways to the end-point of ill-
ness.>! Furthermore, illness is not a static but a dynamic state, one in which the in-
teraction among the biological, psychological, and social factors continues unabated
and determines the course, modes of coping with, and thus the outcome of the ill-
ness. The viewpoint implies that there is no sharp boundary between etiological and
reactive factors but a continuity of processes which we artifically classify as causa-
tive or reactive. Such distinction, however, is of value for the practice of medicine,
which needs the concept of cause for the planning of remedial and preventive meas-
ures.'?? It is this consideration which makes the concept of specificity of psychologi-
cal variables a useful one. If we can identify those of them which contribute to or
facilitate the development of any illness, then preventive psychological intervention
may become possible. This does not, of course, imply that faultless psychological
functioning would ensure eternal life!

The Concept of Psychological Stress

This concept has recently attained prominence in psychosomatic literature and is
likely to stay with us for some time. A recent book by Lazarus’' is an attempt at
systematic presentation of the research on, as well as theoretical aspects of, psycho-
logical stress. Lazarus points out that for a stimulus to evoke a stress reaction by
psychological means it must have a meaning or significance of harm and be commu-
nicated symbolically. The individual must regard the stimulus as dangerous to his
psychological well-being. Lazarus introduces the intervening variable of threat, i.e.,
““a state in which the individual anticipates a confrontation with a harmful condition
of some sort.”” Stimuli are evaluated as threatening by the cognitive process of ap-
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praisal. The latter depends upon two types of antecedents: factors in the stimulus
configuration and factors within the psychological structure of the individual. When
a stimulus has been appraised as threatening, there follow processes aimed at reduc-
tion or elimination of the anticipated harm and these are called coping processes. The
end results observed in behavior (such as affective experiences, motor manifesta-
tions, alterations of adaptive functioning, and physiological reactions) are understood
in terms of the coping processes. The latter depend on cognitive activity termed
secondary appraisal. Psychological stress in this theoretical approach includes the
stimulus, intervening variables, and response as aspects or components of the total
concept.

This thumbnail presentation of Lazarus’ conception of psychological stress does
not give justice to the rich contents of his book and the value of the conception as an
attempt to organize a great mass of data. His proposed theoretical framework inte-
grates many concepts and approaches which are usually considered separately, such
as conflict, emotions, defenses, ecology, physiological reactions to symbolic stimuli,
etc. As central issues in psychological stress he regards:

1. The conditions and processes which determine when stress reactions will be
produced.

2. The consequence of the reaction to a stimulus as a stressful one.

3. The patterns of reaction that define the presence of stress.

Lazarus discusses these three issues in considerable detail.
A different formulation of psychological stress is offered by Engel.?> According
to him, such stress designates

...all processes, whether originating in the external environment or within the person
which impose a demand or requirement upon the organism, the resolution of which necessi-
tates work or activity of the mental apparatus before any other system is involved or ac-
tivated.

One feels that Engel’s definition includes an unnecessary temporal stricture im-
plied by the adverb ‘‘before.”” As he himself states, a somatic disorder can also be
a psychological stress and in this case other systems will be involved before the men-
tal apparatus. Engel distinguishes three broad and overlapping categories of psycho-
logical stress: (1) loss or threat of loss of psychic objects; (2) actual or threatened in-
jury to the body; and (3) frustration of drives.

The following criteria seem to define the theoretical concept of psychological
stress:

1. The stimuli qualifying as psychologically stressful, whether they originate
within or without the person, must be perceived.

2. Such stimuli have to be evaluated by the perceiving individual as dangerous
or threatening to him; the results of such evaluation, as well as the process it-
self, may be partly or totally outside the person’s awareness.

3. The response to a psychologically stressful stimulus includes one or more
dysphoric affect as well as coping processes and activities.
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4. All these processes are experienced, communicated, and described in psycho-
logical terms, i.e., in person-language.'3°

Thus conceived, psychological stress is thought to be an important variable in
human health and disease. Physiological concomitants of affects, such as anxiety,
depression, anger, etc., have widespread organismic effects which may facilitate the
onset of, maintain, or exacerbate those states which we call diseases. In general, one
may depict psychological stress and its effects as a series of linked and interacting
loops. Thus, affective arousal in response to appraisal of threat may influence cogni-
tive processes in the direction of magnification of threat, with resulting increase in
affective arousal. Perception of peripheral physiological concomitants of affect may
have a positive feedback effect on the latter and on the evaluative processes, etc.
Much current research is concerned with identification of relevant variables and
processes and their interaction. Such research has direct bearing on our understand-
ing of disease and on medical practice. Several representative examples of such cur-
rent research may be mentioned.

The work of the Rochester group has focused on the settings in which illness oc-
curs.30-112 The onset situation has been proposed as the period in which to study the
nature of the psychological stress involved in the development of illness. As one non-
specific onset situation, they have described the giving up-given up complex, involv-
ing affects of helplessness and hopelessness. It is proposed that this complex is nei-
ther necessary nor sufficient for, but only contributory to, the emergence or
exacerbation of both somatic and psychiatric illness. The most common situations
provoking the complex involve real, threatened, or symbolic psychic object losses.
The crucial question—what are the mediating biological mechanisms whereby the
proposed psychological state may have pathogenic influence—remains unanswered.
Perhaps the immunological and endocrinological approaches will offer new insights
here.31.37.50.52.90.102.109.117

A different approach to the study of illness onset has focused on social changes
which threaten the security of the person and lead to attempts at adaptive be-
havior,56.94.100.105.106.126. Changes in social status, conceptualized as a ‘‘life crisis,”
are said to antedate illness or a clustering of illnesses of many kinds. It is postulated
that psychosocial stress may result in the lowering of bodily resistance to disease and
thus, by constituting a necessary, but not sufficient, cause of diesase, may help deter-
mine the timing of its onset.'%-1% It js pertinent at this point to quote Schilder’s'!"
warning:

We often wonder why organic diseases occur at times when the life situation of the in-
dividual has come to a crisis, and why they do occur where the individual seems to need
them out of his innermost strivings. Even then we have to be careful. How many normal in-
dividuals do we meet who are not at a given time more or less in serious stress?

Other approaches to the study of psychological stress have attempted to identify
personality variables which may determine a person’s evaluation of a given stimulus
or set or stimuli. Graham*® asserts that patients with different diseases describe
differently the situations which provoke attacks of their disease. This characteristic
mode of description is called ‘‘attitude.’’ It is hypothesized that those events which
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induce in the patient the appropriate specific attitude are relevant to the production or
exacerbation of a particular disease process.

An interesting approach to personality characteristics relevant to psychological
stress is that concerned with perceptual reactance. According to Petrie,!?! in-
dividuals differ with regard to their tendency to reduce, augment, or leave un-
changed what is being perceived. Thus, tolerance for pain as well as for sensory
over- or underload varies according to the person’s characteristic perceptual modula-
tion, i.e., reduction or augmentation. It is suggested that physiological concomitants
of emotions may give rise to sensations which are reduced by some persons and aug-
mented by others, and thus influence the intensity of the emotional experience and
the person’s reaction to it.

Other investigators have been concerned with affect as a ‘‘bridging concept be-
tween the psychological and somatic spheres.”’!% Anxiety, anger, and depression
have attracted particular attention in this regard since they have measurable somatic
concomitants and behavioral manifestations.’® Anxiety has been singled out by some
as both an indicator or response to stress and a precursor of further stress
responses.>23 The concept of anxjety presents a considerable epistemological and
semantic muddle, well brought out by a recent monograph.'?0 Rarely is distinction
made between anxiety as a theoretical and a descriptive term. Defined as an affect,
anxiety is characterized by anticipation of an imminent but intangible danger. One of
the most perceptive descriptions of this experiential characteristic of anxiety can be
found in Chekhov’s ‘‘A Dreary Story.”’'?5 The main character in this short story
experiences a nocturnal anxiety attack which he sums up thusly: *‘I was possessed by
unaccountable animal terror, and I cannot understand why I was so frightened.’” The
neuroendocrine substrate of the anxiety experience, as outlined by Mirsky,% sug-
gests possible mechanisms by virtue of which this affect may exert influence on the
function of many organs. Its pathogenic significance in somatic disease has been
postulated®® but, as Grinker>® points out, there is as yet no proved relationship be-
tween emotional processes and a specific disease. The effects of anxiety on an al-
ready present somatic disease are often profound, as is clearly exemplified by
cardiac disease.'” One may expect that further clarification of the physiological
processes concomitant with the various affects will result in specification of the
mediating mechanisms whereby psychological stress may influence the onset and
course of many diseases.

Some investigators emphasize the importance of the role of defenses and of their
breakdown in determining the consequences of psychological stress.® It is increas-
ingly recognized that the classical ego mechanisms of defense do not fully account
for a person’s modes of coping with psychologically stressful stimuli and the result-
ing affective arousal. Hamburg and Adams®* have studied the importance of the
seeking and utilization of information as a way of coping with stressful experience.
This is surely an area of study which has practical implications for preventive and
remedial measures in medicine and public health. How do people cope with the
stress of somatic disease, for example, and how can the efficacy of such coping be
increased by psychological means? Can the maintenance of adequate coping tech-
niques have benefical effect on progressive disease, such as cancer? Grinker!'%? sug-
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gests that ‘‘growth and development leading to pride, productivity, and creativity are
significant antidotes to disease.’” There is a good deal of ‘‘anecdotal’’ evidence that
this may be true, but how it works and how it can be deliberately induced are prob-
lems for the future psychosomatic research.

An interesting commentary on the relativity of the concept of psychological
stress is the observation that among concentration camp inmates psychosomatic dis-
ease were ‘‘extremely rare.’’®® It was suggested that in extreme situations such dis-
eases, as well as psychoneuroses, tend to be ameliorated. Equally rare were common
colds. Does it mean that under extreme stress all these conditions become, as it
were, a biological luxury?

In summary, the theoretical concept of psychological stress is in the foreground
of psychosomatic theory today. It is a useful construct whose defining empirical
properties are in the process of elaboration by experimental and clinical research.
This concept unifies a wide range of interactions between man and his enviroment
and highlights the role of the uniquely human capacity for symbolic activity as a cru-
cial variable among the factors determining health and disease. The varied concep-
tual and research approaches to psychological stress have been illustrated here. They
indicate the multifaceted character of the concept and the interplay of many variables
determining which inner or outer stimuli are psychologically stressful to the given in-
dividual at any particular time, and how he responds psychologically, behaviorally,
and physiologically. All these approaches are complementary rather than mutually
exclusive, and each expresses the position of the observer and his theoretical bias.
Taken together, they bring out the complexity of this whole area and put in proper
perspective the reductionist trends of the earlier phase of psychosomatic medicine.
We are no longer satified with the relatively simple notions of specificity, psycho-
genesis, and linear causality as formulated by some pioneers in our field. The pres-
ent trend is more truly holisic and open to new theoretical formulations less exclu-
sively inspired by the psychoanalytic theory.

The Concept of Body Image

This concept is seldom adequately discussed in psychosomatic literature. Its im-
portance as a bridging construct between the psychological, biological, and social
modes of abstraction should be brought into prominence. Its relevance to psychoso-
matic theory is obvious, as are its practical implications for medical practice.38
Several recent reviews deal with various aspects of the body image and its abnor-
malities.35-78-130

As defined by Schilder,!!! body image or schema designates the tridimensional
mental picture of our own body. In Schilder’s conception, the body image has the
following main features:

1. It is dynamic, in the sense that it is in a continual process of contruction and
reconstruction.

2. It is developmental, i.e., it is a process going on throughout the whole life
with the gradual increase in the knowledge about our body.

3. It has a physiological basis.
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4. It is dependent on our emotional life and conflicts, and changes with the emo-
tional attitude towards the body.
5. There is a continual interchange between our own own body image and the
" body images of others; body image is a social phenomenon.
6. It is an expression of the total personality.
7. It is part of every experience and all life experiences influence it.

It is impossible to do justice to Schilder’s work in a few lines but they may en-
courage others to read his book. His concept has considerable explanatory value and
practical relevance for all diseases which give rise to somatic symptoms. He stresses
that organic disease provokes abnormal sensations, and that these at once become
part of the individual’s general attitude and experience and change his body image.
The latter is also helpful in explaining the choice of somatic symptoms in hysteria
and hypochondriasis as well as certain symptoms in schizophrenia.

More recent studies which have utilized the concept of the body image include
many disorders. Some representative examples follow. Bruch!S emphasizes that a
disturbance in the body image of delusional proportions is the cardinal feature of true
anorexia nervosa. She points out that without correction of the patient’s body image,
improvement is likely to be only temporary. The same author found disturbances of
the body image in obesity. !¢ Phantom phenomena following amputation,!!® mastec-
tomy,5' facial disfiguration,’® and orchidectomy have been explained by invoking
the body image concept. Hollender® stresses that the intensity of the reaction to the
loss of a body part depends on the representation it has in the body image. The latter
has been particularly stressed in relation to plastic surgery. It is suggested that pa-
tients with an unimpaired body image tend to benefit from plastic surgery, while
those whose image is distorted tend to continue having emotional difficulties after
surgery.'24

An experimental approach to the study of the body image of particular interest
to psychosomatic medicine has been elaborated on by Fisher and Cleveland.34-36
They postulate that a fundamental aspect of the body image is the manner in which
a person perceives his body boundaries. Individuals are said to vary in the degree of
definiteness or clarity of the perception of their body boundaries. To study this varia-
bility, Fisher and Cleveland developed a method which involves scoring the proper-
ties of the boundary regions of percepts elicited in the blot stimuli (e.g., Rorschach
or Holtzman blots). Boundary definiteness was related to the degree to which definite
structure, substance, and surface qualities were assigned to the periphery of ink-blot
images. Two basic boundary indices were formulated: ‘‘barrier responses’’ indicat-
ing perception of definite boundaries, and ‘‘penetration responses’’ characterized by
perceived penetrability of persons and objects. Applying these concepts and method
of research to clinical problems the investigators observed that patients with rheu-
matiod arthritis, neurodermatitis, and conversion symptomss involving the muscula-
ture were characterized by higher barrier and lower penetration scores than patients
with gastric ulcer or spastic colitis. A hypothesis was then put forth that the choice
of psychosomatic symptoms developed in response to stress was partly determined
by the degree of definiteness of perceived body boundaries. Thus persons with defi-
nite boundaries tend to develop symptoms in the exterior body layers (skin and mus-
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cle); persons with indefinite boundaries are more likely to show symptoms in the in-
ternal organs. This approach was extended to the study of reactions to body
disablement, as in poliomyelitis or after amputation, and the finding made was that
adjustment to such disability was better in individuals with definite boundaries, as in-
dicated by higher barrier scores.

Williams and Krasnoff!3 have cross-validated Fisher and Cleveland’s findings
regarding differentiation of patients with peptic ulcer and rheumatoid arthritis on the
basis of body image scores. Furthermore, they attempted to determine if patients
with symptoms involving. the body exterior had different physiological responses
from individuals with symptoms involving the body interior. They confirmed their
prediction that peptic ulcer patients had higher heart rates than the arthritic patients
under all experimental conditions. They concluded that some support was found for
a relationship between a person’s attitude towards his body and his physiological
responses. Nichols and Tursky® report that persons with definite body boundaries,
as measured by the barrier score, tolerate pain better than those with indefinite
boundaries.

In summary, the concepts of the body image and its boundaries appear to be of
value for the study of various aspects of psychosomatic relationships. They reflect
both cognitive and affective attributes and processes of persons, and seem to show
some correlation with physiological reactivity. They may help predict what type of
somatic symptom and physiological dysfunction a person will develop in response to
psychological stress. Here is one more cluster of psychological variables to be con-
sidered in the study of and theoretical formulations about the effects of such stress.
As de Ajuriaguerra'3? observes:

The concepts of the body as it is perceived, represented, and experienced, have different
meanings at different moments of the development; they depend partly on maturation, and
partly on experience. Each of these concepts needs to be made more precise, and to be
more thoroughly studied through longitudinal and multidimensional approaches.

THE CONCEPT OF SOMATIZATION

The term ‘‘somatization’’ is often used in psychiatric discussions but its meaning
is obscure. It has been stated that Stekel introduced this term to mean ‘‘a type of
bodily disorder arising from a deep-seated neurotic cause’’; ‘‘somatization’’ was
thus said to be identical with ‘‘conversion.’’>® This alleged identity of meaning does
not seem to be generally accepted in the literature. A group of psychoanalysts has re-
cently formulated the meaning of somatization in these somewhat cryptic passages:

The regressed libidinization of an organ or organ system or fantasy of function of an organ
system which becomes manifest in symptoms or signs is somatization. ... Somatization
would be the actual changes within the organ or organ system which may come into the
field of awareness.50

Elsewhere!!? the process of somatization is defined as the ‘‘psychological
mechanisms through which the various personality elements—the idealization and re-
jection of attitudes and self-aspects, body-image distortions, functioning in restitutive
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direction—are translated in somatic symptoms.”” In an often quoted paper, Schur'!4
discusses the metapsychology of somatization without, however, defining the term.
He states in a footnote that while his paper is concerned with dermotoses, his con-
cepts apply to all *‘psychosomatic’’ disorders. His main hypothesis asserts that ego
regression, characterized by prevalence of primary process thinking, may result in
the ego’s incapacity to neutralize aggression and this in turn leads to resomatization
of responses. Schur notes the similarity between symptom formation (in some der-
matoses) and hysterical conversion, but states that this similarity is limited to the
structure of the symptom ‘‘eruption.’’ The patients with dermatoses show a tendency
to regressive types of anxiety and an inability to neutralize their aggression. They
thus possess ego defects analogous to those of schizophrenics but differ from the lat-
ter by their ability to restore secondary processes and control of anxiety. Inability to
neutralize aggression is seen by Schur as sommon to both schizophrenia and psy-
chosomatic disorders; in the former, regression results in impairment of thought
processes and defusion of instinctual drives, while in the latter it results in a
resomatization of various responses. Schur points out that the main purpose of his
paper was to show how the ‘‘pure analytic approach’’ can contribute to the under-
standing of certain physiological mechanisms.

Gitelson*} suggests that Schur’s work represents ‘‘a most explicit application’’
of contemporary psychoanalytic theory to the problems of neurotic organ disease.
However this may be, his hypotheses invite a critical examination. First, to what ob-
servable phenomena and to what patient populations do Schur’s hypotheses apply?
He affirms their importance for the ‘‘entire area of psychosomatic manifestations,’’
but seems to base them on the study of unspecified numbers of cases of several skin
disorders. What are ‘‘psychosomatic manifestations’’? Are they defined by Schur’s
generalizations or by some independent criteria? Second, what is meant by
*‘resomatization of various responses’’? This concept seems to imply partial replace-
ment of cognitive and motor activity by increased autonomic nervous system activity
in response to danger, internal or external. This concept is related to the hypothesis
of physiological regression, whose methodological sterility has been pointed out.8
Third, it is not clear how the analytic approach, ‘‘pure’” or otherwise, can help ex-
plain physiological mechanisms. This seems to be an example of mixing of categor-
ies. Psychological hypotheses may help explain why certain physiological mechan-
isms occurred in a certain person at a certain time, but cannot add anything to the
understanding of the mechanisms as such. Fourth, there seems to be little value in
formulating highly abstract hypotheses to explain diverse phenomena put in a single
class with undefined characteristics. It is as if the proposed hypotheses were both the
explanations and the only criteria for grouping together what is being explained. The
current tendency in psychosomatic medicine seems to be to emphasize meticulous
psychological description and the formulation of low-level explanatory hypotheses
capable of empirical validation, rather than to indulge in sweeping generalizations
about ill-defined and poorly understood psychophysiological relationships.

The concept of somatization as reviewed is an example of the semantic muddle
in our field. Unless further defined, it remains ambiguous and thus useless. Yet there
is a need for a generic term designating the tendency to experience, conceptualize,
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and/or communicate psychological states or contents as bodily sensations, functional
changes, or somatic metaphors. Somatization may be adopted as such a generic
term. It encompasses a variety of phenomena which need to be classified on a
descriptive basis until psychological and physiological mechanisms can be worked
out for them. A proposed classification for somatization phenomena follows:

1. Subjectively perceived physiological concomitants of affects which may be
regarded as integral components (or equivalents) of the affect and are devoid
of primary symbolic meaning.

2. Somatic changes symbolically expressing ideational content, i.e., conversion
phenomena.

3. Secondary symbolic elaborations of perceived bodily changes regardless of
their origin.

4. Excessive preoccupation with bodily sensations and functions, normal or ab-
normal, i.e., hypochondriacal syndrome.

5. Nosophobia.

6. Somatic delusions.

7. Communication of psychological distress in bodily metaphors.

There is obviously no sharp demarcation of the above classes, nor are they
mutually exclusive. One may postulate a continuum of somatization reactions rang-
ing from objectively observable somatic change, through purely subjective but
reportable somatic sensations, to ideas about the body and their use as a mode of ex-
periencing and communicating psychic conflict, distress, etc. One may postulate that
each of the above types of somatization involves different psychological and physio-
logical processes and determinants. The latter are likely to include, to a varying ex-
tent, genic factors, prenatal influences, early learning experiences, past and current
vicissitudes in object relations, effects of biological and psychological stress, cultural
influences,?? etc. From the physiological viewpoint, each somatization reaction can
be seen as predominantly of either central or peripheral origin and involving, in
varying combinations, both the central and the autonomic nervous systems. There is
thus no postulated sharp difference between conversion symptoms and *‘vegetative
neurosis”’ as suggested by Alexander.! A detailed discussion of the above classes
would be beyond the scope of this review. They will be considered in detail in a fu-
ture article. Their study is seen as one of the main tasks of clinical psychosomatic re-
search.

II. PSYCHOSOMATIC MEDICINE AS A METHOD OF APPROACH

It has been proposed earlier that the psychosomatic approach is expressed in a
body of postulates and norms conceived as guidelines for medical practice. It is this
aspect of psychosomatic medicine which can be expected to be incorporated in medi-
cal teaching and practice and thus lose its: rationale as a separate designation. This
time has not arrived yet. The present trend in medical education with its stress on the
behavioral sciences should speed up the process of assimilation. For the time being
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it may still be useful to spell out some of the key postulates formulating the psy-
chosomatic approach to medicine.

1. Human health and disease are viewed as states without a sharp dividing line
between them. They are determined by multiple factors: biological, psycho-
logical, and social.

2. Any event at any level of organization of the human organism—from the
symbolic to the molecular—may have repercussions at all the other levels.

3. Medical diagnosis should focus not only on identification of a particular dis-
ease but consider the total situation of the patient and the relative contribution
of all determinants to the presenting clinical picture.

4. Psychosocial factors must be considered in planning preventive and therapeu-
tic measures.

5. The relationship between the patient and those taking care of him influences
the course of illness and efficacy of treatment.

6. Psychotherapy may be of value whenever psychological factors are recog-
nized as significantly contributing to the precipitation, maintenance, or ex-
acerbation of any illness in a given person.

These principles characterize the psychosomatic approach. Their application has
practical value and does not have to await definitive results of the study of psy-
chophysiological relationships. Such study, however, may be expected to give in-
creasing precision to remedial action. The need for the latter is particularly pressing
in the area of somatization reactions. As defined and classified here, these reactions
include the bulk of the so-called functional or ‘‘psychosomatic’’ symptoms fre-
quently encountered in medical practice.>-%-22:79-122 They may occur in the presence
or absence of demonstrable organic disease, and represent the preferred mode of ex-
periencing, expressing, and/or reporting of psychological distress, i.e., the somatic
mode. This is not to say, of course, that such ‘‘preference’’ is the result of conscious
or deliberate choice. Increased efficiency in identifying these reactions as well as
their psychophysiological determinants and mechanisms poses a pressing challenge
to clinical psychosomatic research. The problems of prevention and management of
these reactions involve such measures as individual and group psychotherapy, be-
havior therapy, family therapy, and the use of psychotropic drugs, as well as en-
vironmental manipulation. None of these techniques should be rejected on a priori
grounds, but the indications for each must be evaluated in each individual case.
While the emphasis is usually, and rightly, on psychodynamic evaluation and psy-
chotherapy, these are not the only contributions a psychiatrist can make and teach, in
regard to somatization reactions. There is surely a place for the discerning use of
psychotropic drugs whether as adjuncts to psychotherapy or as the main treatment.
There is need for long-term studies to find out whether, for instance, the proper use
of these drugs may prevent chronic and/or intense anxiety or depression from ex-
acerbating or precipitating serious organic disease. Furthermore, it is possible that
effective suppression of physiological concomitants of affects by pharmacological
means, such as beta adrenergic blocking agents,*’ may prevent the positive feedback
from the periphery and thus facilitate integrative ego mechanisms and related coping
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devices. In the area of psychotherapy of somatization reactions the work of Balint
and his co-workers®7 at the Tavistock Clinic in London is particularly promising al-
though a great deal more research is clearly needed to develop precise practical
guidelines for the kind of psychotherapy to be chosen for the individual case.

In summary, the psychosomatic approach to medicine has not been so satisfac-
torily assimilated into practice that it can be said to have lost its pertinence and thus
be ready for dissolution. In advocates general propositions about the increasingly
precise guidelines for comprehensive diagnosis as well as preventive and therapeutic
action in all areas of medicine. It is based on the recognition that patients are persons
and that psychosocial variables are relevant, albeit to a varying extent, in all ill-
nesses.

III. CoNSULTING ACTIVITIES (CONSULTATION PSYCHIATRY)

This aspect of psychosomatic medicine has been dealt with in the first two parts
of this review.”>7 The activities of psychiatric consultants in general hospitals can
be regarded as clinical application and teaching of the psychosomatic approach. The
clinical material to which consultants have access is diverse. This fact is reflected in
the broadening of research interests within the whole area of psychosomatic medi-
cine. Furthermore, demonstration of the practical usefulness of the psychosomatic
approach and psychiatric conceptions and techniques to a wide variety of diagnostic
and management problems encountered on the medical wards provides a most
promising teaching opportunity. The consultant’s daily work can bring home to med-
ical students and the nonpsychiatric physician the truth that the psychosomatic ap-
proach is not just a set of abstract generalizations but a means of improving the ef-
ficacy of medical care. No amount of theoretical teaching and proselytizing
preaching can replace this.

A matter of concern is the apparent cleavage between the laboratory researcher
in psychosomatics and the consultant-clinician. This is reflected in the relative dearth
of clinical reports in this journal as well as in the programs of the Society’s meet-
ings. Such lack of communication is deplorable. Research, theory development, and
clinical activity are integral components of psychosomatic medicine. Free flow of
communication among those engaged in each of these areas is necessary for the fur-
ther development of the field as a whole. Clinicians, even if they are not engaged in
research, may make observations which are not to be dismissed as ‘‘anecdotal’’ ma-
terial. Even a single observation may provide a seminal idea to be formulated as a
testable hypothesis. It is often a casual observation from which a fruitful hypothesis
is born. On their part, clinicians need to know what developments are taking place
in the areas of research and theory building. It is ultimately their task to put ex-
perimental findings and theoretical statements to the test of practical applicability and
to communicate the results to other physicians.

An insufficiently recognized problem is that of training of consultants. A good
deal is written about whom they should teach and how,? but little attention is paid
to the teaching of teachers. A recent survey of training in consultation techniques
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offered by psychiatric centers in the United States highlights this problem: ‘‘Gener-
ally there is a great lack of training personnel who are skilled and experienced in do-
ing consultation.”’# It was concluded from the survey that relevant training was in-
sufficient and that knowledge about consultation process and technique should be
sought and taught formally. This reviewer is of the opinion that future consultants
and teachers should spend at least one year, after completion of their psychiatric
training, in supervised consulting work in all nonpsychiatric areas of a general hospi-
tal. In addition, they should receive formal training in all aspects of psychosomatic
medicine as outlined in this review. Only such comprehensive clinical and theoretical
training can qualify a psychiatrist as a competent consultant and teacher of others.
This work should not be entrusted to well-meaning amateurs, no matter how well
trained in general psychiatry and psychodynamics. Thus the case is made here for
regarding psychosomatic medicine and consultation psychiatry as an ‘‘area of special
interest’’ (not a subspecialty) within the field of psychiatry.

SuMMARY AND CONCLUSIONS

An attempt has been made in this tripartite review to present some major current
issues in the field of psychosomatic medicine. What was initially intended only as an
outline of the work of psychiatric consultants in general hospitals has expanded into
a more ambitious project—a survey of the psychosomatic field as a whole. The
reviewer felt that such a task, despite its inevitable shortcomings of omission and
commission, could have some didactic value. He has often encountered questions
from colleagues as well as students about the meaning and scope of psychosomatic
medicine. He has read statements purporting that the term ‘‘psychosomatic’’ reflects
merely ‘‘a rather muddled phase of specialized ignorance.”’’* As a consultant and
teacher, he has felt the need to clarify for himself the meaning of some terms and
conceptions relevant to his work. Without such clarification one feels like a blind
man trying to lead the blind—a rather stressful role.

The field of psychosomatic medicine abounds in semantic and conceptual confu-
sion. There is no general agreement regarding the meaning of basic terms, not
enough distinction between what are data of observation and theoretical concepts and
explanatory hypotheses, and little consensus about the scope of our discipline and its
position within the larger fields of medicine, psychiatry, and human biology. A great
deal of accumulated relevant observation remains unintegrated or is at times inter-
preted from a narrow theoretical position. Unless attempts at integration are made,
the gap between the mass of accruing data and our ability to evaluate and relate them
to one another will grow steadily. We need individuals prepared to scan the field and
attempt unification, while being aware that premature closure is neither possible nor
desirable.

What are the hallmarks of psychosomatic medicine of the sixties? One may offer
a tentative list of them:

1. A trend away from the search for psychogenesis of a limited number of so-
matic disorders labelled *‘psychosomatic.’’
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2. A focus on the relationship between specific psychological variables—such as
affects—and specific physiological functions and processes rather than disease en-
tities.

3. Elaboration of the multifaceted concept of psychological stress and its
aspects, including stimulus, intermediate mechanisms, and behavioral and physiolog-
ical response.

4. Study of neuroendocrine processes as mediating mechanisms between sym-
bolic activity and the function of organs and tissues. In this area the contribution of
so-called corticovisceral medicine is of increasing importance. '8-137

5. Stress on meticulous psychological description rather than premature in-
terpretation.

6. Awareness of the crucial importance of prenatal and early postnatal in-
fluences for the developments of specific and interacting psychological and physio-
logical reaction patterns and vulnerabilities. Stress on longitudinal studies beginning
with the embryonic phase of organization.

7. Emphasis on the effects of environmental influences, mediated through sym-
bolic activity, on the maintenance of health and development of illness.

8. Concern with the psychosocial conditions determining the timing of onset of
many diseases and their course.

9. The expanding clinical application and teaching of the psychosomatic ap-
proach stimulated by the development of general hospital psychiatric units and their
liaison with other departments.

10. Growing awareness of the vast complexity of the factors and processes that
maintain health and precipitate and determine the course of all diseases. Less en-
thusiasm for catchy, sweeping, one-factor explanations of somatic disorders by psy-
chological mechanisms, conscious or unconscious. More emphasis on carefully
designed clinical and experimental studies.

The writer expects to be criticized for suggesting that psychosomatics be in part
designated a science. It is a controversial viewpoint, but it may have the heuristic
value of unifying diverse lines of research for the purpose of theory building and
teaching. It is not an attempt to achieve respectability for our field by claiming for
it the status of a science—a futile quibble over words. What is the value of psychoso-
matic medicine? In Brecht’s play The Life of Galileo, the physicist says: ‘‘I maintain
that the only purpose of science is to ease the hardship of human existence.’’!2 The
reviewer contends that psychosomatics can contribute to this purpose in three ways:
by offering means to alleviate some suffering; by expanding the knowledge of
man—a cognitive and esthetic value in its own right; and by giving the sense of a
meaningful task to the workers in all aspects of our field. Is this not sufficient justifi-
cation to continue?
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Psychosomatic Medicine in a
Changing Society

Some Current Trends in Theory and Research

The scope of psychosomatic medicine has broadened to a point where people begin
to wonder what the limits of its boundaries are. A puzzled observer asks: ‘‘Has psy-
chosomatic medicine any limits? If so, what and why? If not, has the term outlived
its usefulness, being neither definable nor even describable?’’ These are valid ques-
tions. There is justification in talking about the second phase of development of our
discipline,? one whose growing diversity makes attempts at integration difficult but
necessary if we are to maintain its identity and sense of direction. This writer has for-
mulated a comprehensive definition of psychosomatic medicine reflecting both its scien-
tific and clinical aspects.? It expresses a conception of our field as one whose main
goal is twofold: to strive for a unified theory of mind-body-environment interrelations;
and to apply what knowledge we gain to improve the care of the sick, to help prevent
some illness, and ultimately to enhance the quality of human existence. We do not need
to be too concerned with sharp delimitation of the boundaries of our field. To do so
might lead to premature closure on many promising lines of unorthodox thought. It
would mean missing an opportunity and the intellectual challenge of constructing a uni-
fied theory from elements supplied by disparate methods of observation and explana-
tory systems. To meet this challenge, however, an ecological perspective must be added
to the traditional focus of our discipline.

As Dubos? expressed it, ‘‘Psychosomatic medicine, concerned primarily with the
causation of organic disease by mental disturbances, was an outgrowth of the enlarge-
ment of thought brought about by the Freudian revolution.”” He goes on to say that
the observation that what happens in the mind affects the body and vice versa makes
it ‘‘misleading to single out certain diseases as having psychosomatic origin. . .. The
understanding and control of disease requires that the body-mind complex be studied
in its relations to external environment.’’ This is also the thesis of the present article.
It does not call for rejection of what was achieved in the first phase of psychosomatic
medicine, but stresses a broadening of the whole conception of the latter, to include
environmental variables into our theoretical framework and research projects to a much
greater extent than before.*

Reprinted from Comprehensive Psychiatry 14(3):203-215, 1973. Copyright © 1973 by Grune & Stratton, Inc.
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PsYCHOSOMATIC MEDICINE AND THE SoCIAL ENVIRONMENT

It is often asserted that factors inherent in the social environment are no less rele-
vant to the well-being of individuals, to issues of health and disease, than the biologi-
cal and physicochemical characteristics of the physical environment. The validity of
this assumption is being tested by research relating specific social factors to psycho-
physiological processes of individuals and morbidity of various social groups. This calls
for both individual-oriented and epidemiological studies. Psychosomatic medicine has
often ignored social variables. In many psychosomatic studies the main emphasis has
been on psychodynamic explanatory concepts, such as intrapsychic conflicts of the
approach-avoidance type and the related emotions; attitudes; ego defenses; and attempts
at regressive, nonverbal communication utilizing autonomic nervous pathways instead
of language and gesture. These psychological concepts have then been casually related
to particular modes of physiological dysfunction and disease. When the social environ-
ment was considered by psychosomatic investigators, it was often in a general sense
as a source of deprivation, temptation, loss, or danger, which elicits specific emotional
responses and their physiological concomitants. Further, psychosomatic research sel-
dom ventured beyond the family environment.

Relevant explanatory hypotheses have revolved around inhibited expression of de-
pendent needs and consequent intensification of intrapsychic conflicts over impulses
to express disavowed desires and emotions, especially aggression. This methodologi-
cal approach has yielded important observations but it needs to be supplemented by
inclusion into our inquiry and theoretical formulations of the influence of a whole range
of social variables on psychophysiological processes.

We cannot view currently prevalent psychodynamic conceptions as immutable laws
of human behavior. Intrapsychic conflicts, for example, which played such a promi-
nent role in psychosomatic hypotheses of Alexander and his followers, may well un-
dergo significant changes under the influence of changing values and their impact on
psychological development of children. Certain impulses, sexual, dependent, or ag-
gressive, may be losing their pejorative connotation and the consequent need for their
repression and other defenses against their intrusion into consciousness, if not their
outward expression. Thus the most often postulated unconscious approach-avoidance
conflicts may gradually cease being unconscious, and the expression of relevant im-
pulses may lead to conscious, interpersonal conflicts, or even no conflicts at all. And
yet physiological dysfunctions and specific diseases purportedly dependent on the ex-
istence of such unresolved conflicts continue to develop with no perceptible change
in their incidence. Further, other psychosocial variables, such as approach-approach,
choice and decision conflicts,? value conflicts, status incongruity,®7 increased rate of
social change, dissonance between expectations and gratification, and a host of other
currently prevailing factors may well supersede the previously mentioned psy-
chodynamic variables as potential sources of psychic distress, physiological dysfunc-
tion, and disease. Their influence may be expressed by nonspecific general suscepti-
bility to any physio- and psychopathological processes. It is psychosomatic research
in all its aspects—experimental and clinical, human and animal, epidemiological as well
as that focused on unique subjective responses of individuals—which should throw light
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on these questions. The foundations for this broad approach were laid in the milestones
of psychosomatic literature.8-12

THE EcoLoGicAL DIMENSION OF PSYCHOSOMATICS

Human ecology has been defined as the study of the relations between man and
his environment, both as it affects him and as he affects it.!3 To be methodologically
useful, however, the ecological dimension of psychosomatics needs to be defined in
more specific terms. Both physical and social environment is relevant to psychosomatic
relationships in four overlapping ways: (1) as a source of stimulus and information
input; (2) as an instigator of goal-directed thought and action; (3) as a source of stimuli
which give rise to somatic perceptions; (4) as a source of factors which alter cerebral
function and structure and thus impair adaptive capacities of the individual. Each of
these four aspects may influence psychophysiological functioning of man and lead to
behaviors which in turn modify the environment. There is thus a dynamic interplay
in the man-environment system whose detailed study is the aim of psychosomatic re-
search. Each of these aspects of the environment needs further elaboration for the sake
of clarity.

First, environment concerns us as a source of information input in a broad sense.
As Hinkle* states: ‘‘A meaningful hypothesis about the relation of a man to his so-
cial and interpersonal environment, and the effect of this upon his health, must take
into account the information that he receives from this environment, and the way that
he evaluates it’’ (italics mine). Thus, the key intervening variable here is a cognitive
one, namely subjective meaning. This writer has proposed that we may distinguish four
major categories of subjective meaning of perceived events, situations, and objects.
They are threat, loss, gain (or its promise), and insignificance.'* These categories are
not necessarily mutually exclusive. The evaluation and meaning are both conscious and
unconscious, and the two may be at variance with each other. It is especially in un-
covering the unconscious meaning of information for the individual that psychoana-
lytic method and theory continues to play an indispensable role in psychosomatics.
Threat, loss, and gain are classes of meaning of key importance for psychosomatic
research and theory. They are so-by virtue of their power to evoke emotional, be-
havioral, and physiological responses. They are also central to the concept of psycho-
logical stress and its consequences, whether desirable or pathogenic. Gain is linked
conceptually with appetitive drives, hopeful anticipation, striving, pleasure, and satiety.

There are other features of information input relevant to psychosomatics. They
include quantity, novelty, clarity, consistency, and attractiveness of information as ex-
perienced by its recipients. These characteristics have attracted increasing scientific
interest only recently. What concerns a psychosomatic investigator is the psychophysio-
logical effects of these variables. We are especially interested in such effects when there
is personally experienced information underload or overload, when information is
novel, discrepant, or ambiguous, or when it elicits appetitive drives beyond the in-
dividual’s capacity for consummation. All these situations are potential sources of
information-derived stress with its varied psychological and somatic components.
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Second, social environment instigates activity at both cognitive and motor levels.
This is the domain of interpersonal relationships, of prevalent values and norms of be-
havior, of competitive striving and its goals, of feedback in the form of rewards and
punishments. There is a growing number of studies attempting to relate these social
variables to psychophysiological responses.'5-!7

Third, environment is a source of somatic perceptions. The latter constitute an in-
ternal, somatic information input which may be endowed with personal meaning. From
then on the four categories of meaning mentioned earlier come into play.

Fourth and last, environmental factors may cause changes in the biological sub-
strate of psychic processes and thereby alter a person’s habitual modes of perceiving,
thinking, and feeling. This is a class of environmental factors which may influence
psychosomatic relationships without the interposition of symbolic stimuli.

Application of this schema to a concrete example of an important contemporary
problem may help to clarify it further. Let us consider pollution of the physical en-
vironment. It may affect individuals and be relevant to psychosomatics in the follow-
ing ways: First, it gives rise to social communications which alert individuals to the
noxious aspects of pollution and may make them view the environment as personally
threatening. The alerted subject may then notice and interpret certain sensory cues,
such as color of the water or smell of the air, as subjectively meaningful danger sig-
nals. These in turn may make him view his physical environment as alien and poten-
tially lethal. It should be feasible to design research to determine how this type of in-
formation affects individuals psychologically and physiologically. Second, information
about pollution leads to the formulation of values, norms, and problem-solving actions
related to the quality of the environment as well as to relevant social interactions,
cooperative or hostile. Third, noxious biological, chemical, or physical pollutants may
cause tissue changes. These in turn may give rise to somatic perceptions, e.g., of im-
paired breathing or diarrhea, which become endowed with symbolic meaning in terms
of the categories described above. Such a meaning may be both conscious and uncon-
scious and evoke emotional responses with their physiological concomitants, thus giving
rise to more somatic perceptions which in turn may be interpreted as threatening. This
is an example of positive feedback which magnifies the emotional response to the origi-
nal somatic perception. Fourth, some pollutants may bring about changes in the phys-
icochemical milieu of the brain and alter its function.

It is clear that each of these aspects of pollution may affect a person’s psy-
chophysiological functioning and the study of the effects of pollution on humans would
be incomplete if any of these aspects was ignored. This may serve as a paradigm of
the psychosomatic approach to certain aspects of the physical environment, or of the
ecological dimension of psychosomatics.

SOME RELEVANT SOCIAL VARIABLES
INFORMATION INPUTS

It is difficult to demarcate sharply the social and nonhuman environment since the
latter is increasingly modified and shaped by human activity. As the above example
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of environmental pollution illustrates, man-made influence on the environment results
in symbolic and physical stimuli both of which, though by means of different path-
ways, may result in psychological and physiological changes. Our primary concern
in this section is with the symbolic stimuli, or information inputs, emanating from the
social environment.

One aspect of information relevant to psychosomatics is quantity of information
or stimulus input. Of more particular interest are conditions of information underload
and overload because of their potentially detrimental psychophysiological effects. A
great deal has been learned about such effects of information underload, usually re-
ferred to as sensory deprivation. Knowledge about its effects has been admirably sum-
marized in a volume edited by Zubek.'® One of the major theoretical formulations at-
tempting to account for the phenomena of sensory underload and overload is
Zuckerman's theory of optimal level of stimulation.'® The key postulate of this the-
ory asserts that every individual has characteristic optimal levels of stimulation and
arousal for cognitive and motor activity and positive affective tone. It follows that devi-
ations from the optimal level for the given individual at the given point in his life cy-
cle are likely to result in subjectively unpleasant experience and some pattern of psy-
chophysiological derangement. These experiential, behavioral, and physiological
responses may be subsumed under the term stress.

For some reason studies of information overload have lagged behind those of sen-
sory deprivation, despite their obvious relevance to the contemporary environment in
technological societies. Miller,2° a pioneer in this field, describes mechanisms of ad-
justment to information input overload and suggests that it may have psychopatholog-
ical consequences. He postulates, for example, that certain conditions, such as infec-
tion or trauma, may exacerbate schizophrenic symptoms as a result of lowering of
channel capacity for the inflow of information, a capacity perhaps abnormally low in
schizophrenics to start with. Spitz?! proposed that surfeit of emotional stimuli in in-
fancy might have psychopathogenic effects in later life. Ludwig??-23 reports prelimi-
nary results of the first major research project on the effects of sensory overload on
human subjects. He describes altered state of consciousness (*‘psychedelic’’ effects)
in 40% or normal volunteers subjected to two and one-half hours of overload with two
types of sensory input: light and sound. These findings seem to support Lindsey’s
earlier assumption of common factors in sensory deprivation, distortion, and over-
load.?* What is still missing is the study of selected physiological variables, along with
the behavioral and experiential ones, in states of sensory overload. Experiments in
which rats were exposed to intense sound, light, and motion stimuli (‘‘stressors’’) con-
sistently produced significant increases in systolic blood pressure, hypertrophy of the
left ventricle, and evidence of hyperfunction of the adrenal cortex.?5 Relevance of
these findings for humans is unknown.

A most recent contribution to this field is a study of Gottschalk et al.26 It differs
in details of design and psychological indices used from Ludwig’s study, but it also
purports to investigate the effects of visual and auditory stimulus overload on humans.
The significant findings include increase in social alienation—personal disorganization
scores and cognitive impairment after exposure to overstimulation. The cognitive im-
pairment correlated with preexposure field dependence scores suggesting greater sus-
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ceptibility of field-dependent subjects to cognitive disorganization under sensory
overload.

Both Ludwig and Gottschalk et al., refer to their respective experiments as involv-
ing ‘‘sensory overload.”’ This term raises the question of the difference, if any, be-
tween concepts of stimulus and information overload, respectively. The former con-
cept implies quantity, the latter, meaning. It is questionable, however, if any type,
intensity, or patterning of sensory stimuli is anything but variation of information in-
put. Even apparently ‘‘meaningless’’ stimuli, such as white noise or colored lights,
may and apparently do evoke associative thoughts and images in the subject and are,
in this sense, personally meaningful information, however idiosyncratic the latter may
be. This view made the writer include this experimental work under the heading ‘‘in-
formation overload.”’ The terms *‘information’’ and *‘stimulation’’ have been used in-
terchangeably here.

The potential importance of this budding shield of inquiry lies in its relevance to
environmental psychology, especially problems of urban environment. The latter has
been stated to constitute ‘‘a continuous set of encounters with overload, and of resul-
tant adaptations.’'?’ There are other situations where at least some individuals will ex-
perience overload. They include overcrowding,?® driving conditions,2® certain occu-
pations,?® exposure to various communication media, etc. Experimental animal
research on the effects of crowding led Welch?® to propose a theoretical principle
related conceptually to that derived from work on sensory deprivation: that every en-
vironment exerts its own characteristic mean level of stimulation which is largely de-
termined by social interaction and emotional involvement. The mean level is reflected
in reticular activation and endocrine secretions, and influences the animal’s resistance
to disease.?’

Cassel,* reviewing epidemiological studies of human populations, suggests that
increased population density enhances the importance of the social environment as a
source of stimuli which evoke physiological responses influencing general suscepti-
bility to disease. Quality of social interactions and position within the group seem to
be important, in addition to the sheer quantity and novelty of stimuli.

We thus have converging lines of evidence which may be tentatively summed up
in the following hypotheses:

1. Each individual is characterized by an optimum level of stimulus or informa-
tion input which he can tolerate and process. This level may fluctuate over time and
a person’s life-cycle.

2. Each individual has a for him characteristic and enduring stimulus or infor-
mation need. This need acts as motivational factor in seeking or avoiding (or oscilla-
tion between both) a stimulus level which is consonant with pleasure. There is some
evidence that this need is greater in extroverts than introverts.3!

3. Each social environment is characterized by the mean level of stimulation which
will affect different individuals according to their individual stimulus tolerance and
need.

4. Extreme deviations of stimulus input result in excessive autonomic and corti-
cal arousal leading to cognitive disorganization, unpleasant feelings, and objective
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decrement in cognitive and/or motor performance. This state is a form of psycholog-
ical stress, one elicited by excess or deficiency of symbolic stimuli.

5. Contemporary technological society provides numerous opportunities for
arousal of stimulus need, its satisfaction, as well as for information overload.

6. Such repeated or sustained arousal may lead to physiological changes as well
as behaviors enhancing the subject’s general susceptibility to illness. The specific form
and severity of the latter will be codetermined by intraindividual specific somatic vul-
nerability as well as current environmental noxae.

These hypotheses await testing through multidisciplinary research. The question
of their validation has obvious social and clinical relevance. One notes, however, that
investigators often cultivate their respective gardens while ignoring what goes on out-
side their territorial fence. There is a host of studies pertaining to the tolerance of and
need for stimulation from early infancy to old age which await meaningful concep-
tual integration.

Korner32 summarizes observations on neonates which reveal individual differ-
ences in the responsiveness to and synthesis of sensory stimuli. Thus some infants read-
ily become overwhelmed by overstimulation unless a mothering person provides a
“‘stimulus barrier.”’ Others, by contrast, display high sensory thresholds to all sen-
sory stimuli and need a great deal of stimulation for optimal development. Korner
postulates that the most enduring characteristics of an individual derive from his ca-
pacity to cope with sensory stimuli and his individual stimulus needs. She proposes
that there are two basic regulatory strategies for dealing with overstimulation: one
aimed at diminishing the sensory input; the other employing motor or affective dis-
charge and experiencing strong excitation as ego-syntonic. These two basic coping
strategies are linked to specific ego defenses and cognitive styles which may be
regarded as their enduring characterological derivatives. These basic stimulus needs
and coping styles may. be reflected in later life in behavioral dispositions referred to
as stimulus-seeking,33 reducing or augmenting sensory inputs,3*> impulsiveness or
reflectiveness, field dependence or independence, as well as optimal level of stimula-
tion. These individual differences may also codetermine the modes in which different
subjects cope with stimulus or information overloads.3*3> What remains to be inves-
tigated is the physiological responses which accompany these different modes of cop-
ing with overstimulation and their relevance, if any, to general or specific disease sus-
ceptibility. This may well emerge as a major task of psychosomatic research in the
coming years.

It may be argued that the.concept of quantity of information is more cogent for
engineering than psychology. When applied to humans, quantity of information can
hardly be teased away from its other attributes, especially the meaning of information
for the recipient as well as its novelty, consistency, etc. Thus when we talk of infor-
mational underload and overload we must consider the effects of these latter charac-
teristics in addition to sheer quantity. They will be discussed briefly.

Novel stimuli induce the orienting reaction. According to Sokolov3¢ this reaction
includes numerous autonomic arousal responses, such as dilated pupils, increased blood
supply to the head, respiratory irregularity, etc. One may postulate that there is an op-
timal level for such arousal and that its excess is stressful. Inconsistency or ambiguity
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of information may reflect social change or, more specifically, the spread of discrepant
values and guidelines for choice and action. There is some experimental evidence that
inconsistent or conflicting information may have a high physiologically arousing po-
tential.'® Prevalent values influence people’s expectations, goals, and striving. They
influence the quality of interpersonal relationships and have a decisive effect on which
social events and situations will mean threat, loss, or gain, achievement or failure, for
the individual, and thus partly determine the psychophysiologic response to informa-
tion received or action undertaken. Toffler3’ gives an outspoken account of the cur-
rent value crisis in technological societies and the related choice and decision conflicts.
The latter are closely related to this writer’s theory of attractive stimulus overload.’
The concept of ‘‘attractiveness’ in this context refers to the capacity of information
to arouse an appetitive state and approach tendencies in the recipient. It is postulated
that attractive information overload is a hallmark of affluent societies with pervasive
social, psychological, and, one may predict, physiological consequences. On the one
hand there is an overabundance of information and stimuli arousing desire for con-
summation, at both material and symbolic levels. The surfeit coupled with a wide range
of available options for choice as well as discrepant value systems results in
approach-approach and decision conflicts. Several behavioral coping strategies with
this predicament have been described.3* They are aimed at avoidance or reduction of
stimulation, or are ceaseless, repeated attempts at approach and consummation. The
poor exposed to this form of overload are aroused and expectant but unable to approach
the proffered attractive goals for economic reasons and are frustrated. Those endowed
with the economic means are often hampered by psychological and temporal limita-
tions for approach behavior and consummation. For them, the decision and choice con-
flicts are a potential source of frustration and discontent. These hypothetical formula-
tions await experimental validation through psychosomatic research. The only relevant
study to date is Masserman’s experiment.® He subjected normal monkeys to increas-
ingly difficult choices between nearly equally desirable food. After 10 days in the
difficult-choice situation, the animals developed neurotic disturbances, such as tics,
agitation, distractibility, and destructiveness. These effects were similar to those in-
duced by aversive conflicts.

SociAL CHANGE AND HEALTH

Dubos? asserts that social change may be a cause of disease and that prevalent
chronic neoplastic and degenerative diseases are ‘‘diseases of civilization,”” in some
way related to affluence. This is a vague generalization whose validity may only be
tested by identifying and studying those social factors which can be related to social
change in specific areas of living and linked causally to affluence. Hypotheses presented
above are an attempt at just such identification of some relevant social variables. Three
major research approaches attempting to relate social factors to morbidity have em-
ployed epidemiological, psychodynamic (individual), and experimental animal ap-
proaches, respectively. These approaches are complementary rather than mutually ex-
clusive.
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Representative examples of these studies are provided by the work of Hinkle,
Holmes, Rahe, and others on the relation between life change and general suscepti-
bility to disease;3*40 the work by Engel, Schmale, and their collaborators on the
giving-up-given-up complex as a common setting for the onset of any illness*'; and
the studies by Henry et al., of effects of social stimulation on hormonal and cardiovas-
cular functions in mice.*? One may argue that the former two types of study reflect
the impact of the social environment on the individual’s value system and his conse-
quent evaluation of life events which are, in part at least, an expression of his inter-
action with, subjective evaluation of, and his coping with his social environment. The
informational feedback from the social environment has a crucial influence on man’s
setting of his goals, definition of his social role and status, his actual behavior, and
his evaluation of himself and his actions. These factors are closely related to subjec-
tive meaning of social events, to what constitutes social stress,*’ to status integration,®
and other social variables whose causal relationship to affective response, physiolog-
ical dysfunction, and disease has been postulated. Reviews of the role of these fac-
tors in two prevalent causes of morbidity and mortality, i.e., essential hypertension*
and coronary heart disease,’ illustrate this. One may postulate, for example, that par-
ticular personality dispositions leading to a behavior pattern characterized by upward
social mobility and ceaseless striving in a competitive environment offering an over-
abundance of options and incentives for striving may represent a constellation of psy-
chosocial factors conducive to the development of coronary artery disease.

THE ROLE OF MEDIATING PHYSIOLOGICAL MECHANISMS

How do social stimuli and the psychological responses to them disturb homeostatic
mechanisms of the human organism? What are the physiological pathways which in-
tervene between symbolic stimuli and changes in body cells, tissues, and organs? In
other words, by what mechanisms does the information input from the environment
bring about somatic changes which may contribute to the development of disease?

These questions are the subject of research cutting across many biological dis-
ciplines. Until the above questions are answered, psychosomatic hypotheses will re-
main only plausible guesses. Yet progress is evident in this difficult area, one which
has come to occupy the center of the stage in current psychosomatic research. It would
be beyond the scope of this article to summarize the vast number of relevant studies.
Only the most prominent and promising lines of investigation will be referred to.

The most intensive research activity has centered on neuroendocrine mechanisms,
especially the role of the hypothalamus, reticular activating system, the limbic system,
and the pituitary-adrenal axis. The reader is referred to relevant comprehensive
reviews.#3- Solomon has pursued promising research on the influence of psycholog-
ical stress on immune reactions.>? A relationship between social class and achievement
and striving for it on the one hand and serum urate levels on the other, has been
proposed.3

The majority of the studies in question have focussed on physiological correlates
of stress and emotion, Both these constructs are not free of ambiguity, although Lazarus
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must be credited with bringing some order into semantic chaos surrounding them.’*
Of particular interest to our thesis that symbolic stimuli may affect physiological func-
tions is the finding that those stimuli which are subjectively stressful can be discrimi-
nated on the basis of EEG tracings.>

AN ATTEMPT AT INTEGRATION

An appropriately sceptical and cautious viewpoint widely held among psychoso-
matic researchers is that to attempt integration of psychosomatic relationships at this
stage is both premature and doomed to failure. There is yet a cogent argument that
such attempts, however inadequate and tentative they may be, are of value as they point
to meaningful relationships not noticed before and pinpoint gaps in our knowledge
which stimulate further research. Without theorizing, our field could hardly advance
and would likely disintegrate into a mass of unrelated observations and hypotheses.
Thus, its potential for developing a unified theory of human behavior as well as its
clinical applicability would be impeded. The following attempt at an integrative sum-
mary of the preceding discussion may serve as a conceptual framework, tentative and
incomplete, bringing together the psychosomatic and ecological dimensions of human
psychobiology.

Man’s social environment is a source of symbolic stimuli, that is, events and sit-
uations which impinge on individuals as information. The latter is processed at the psy-
chological level of organization and endowed with subjective meaning, conscious and
unconscious. The nature of the meaning is determined by the person’s individual
characteristics, innate and learned, enduring and current. Depending on the way in
which information is evaluated by the subject, it sets off affective and psychomotor
responses as well as physiological changes which provide feedback modifying the cog-
nitive processes whereby information is evaluated. These activities are studied by psy-
chological observation methods and expressed in statements, descriptive and theoret-
ical, couched in the language of psychology, the person language. All these processes
are subserved by the activity of the central nervous system. External stimuli undergo
screening at the level of the reticular activating system which serves an arousing func-
tion for cerebral cortex and prepares it for reception of specific stimulus input and its
processing. Some of the incoming stimuli may set off impulses transmitted from the
cell assemblies in the reticular activating system to the limbic system and the hypothala-
mus, and by activating these structures bring about emotional and autonomic arousal.
The latter results in affective tone as well as neuroendocrine activities which lead to
a homeostatic change whose pattern is partly determined by individual and partly by
stimulus-bound response specificity. Affective and autonomic arousal appears to be
achieved by both cortical and subcortical activity which function as an intergrated
whole. A symbolic stimulus may thus lead to affective and physiological changes both
through evaluative, cognitive processes of the cerebral cortex, and by the direct out-
flow of impulses from the reticular activating system to neural structures controlling
all bodily processes. The pattern of physiological changes induced by the central ner-
vous system’s integrative activity may give rise to somesthetic perceptions, that is feed-
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back which in turn augments or inhibits the activity of cortical and subcortical neural
structures. The result at the psychological level of abstraction involves modification
of the information processing, planning of action, and readiness for and direction of
the manifest behavior. The somesthetic perceptions elicited by the motor and secre-
tory activity provide somatic information input which may be endowed with any of
the subjective meanings mentioned before. Both external and somatic information in-
puts are evaluated in the light of individual’s accrued learning, his values, goals, and
motives. These contribute the third information input in the form of memories, im-
agery, fantasies, and directed throughts. The outcome of the processing of these in-
formation inputs, their respective subjective meanings, and related affective concomi-
tants is a pattern of physiological arousal mediated by neuroendocrine regulating
mechanisms. If such an arousal exceeds, by virtue of its intensity and/or duration, the
person’s adaptive capacity, then a state of general susceptibility to illness may ensue.
This state may be viewed as the final common path for psychological stress. Whether
an illness follows and what form it takes will then depend on additional factors, in-
herent in the person and his environment. These factors include specific individual
predisposition, innate or acquired, to respond with dysfunction of a given organ or
tissue as well as on the presence of physical, chemical, or biological noxae within the
organism or impinging on it from outside. An additional set of determinants includes
the effectiveness of the subject’s psychobiological defense mechanisms and the degree
of support he receives from his social milieu. If biological, psychological, and social
defenses and supports fail, or the individual engages in behavior increasing his illness
susceptibility, an organismic state called disease follows. The latter implies failure of
adaptive capacity at some level of organization from the molecular to the symbolic.
Once disease develops, a new set of psychosocial and physiological processes is set
into motion which influence the course and outcome of every disease. It is at this point
that a comprehensive diagnosis and management which take cognizance of the patient’s
psychological, social, and biological liabilities, strains, and strengths may be applied
in the service of optimal recovery and rehabilitation.

The task of psychosomatic medicine is threefold: First, to break down the enor-
mous complexity of the above processes into conceptually tractable and researchable
interrelationships among selected social, psychological, and biological variables. This
is an analytic approach. Second, to integrate the diverse elements of empirical knowl-
edge to formulate higher-order generalizations about environment-mind-body trans-
actions. This is a synthetic approach. And third, to translate the knowledge so gained
into guidelines for clinical action: preventive, therapeutic, and rehabilitative. This is
the applied, practical approach of direct relevance to medicine. Neither of these three
approaches can be dispensed with if psychosomatic medicine is to remain a viable and
practically useful field of knowledge.

CONCLUSIONS

This article continues the series of papers in which the writer has attempted to
delineate salient issues in contemporary psychosomatic medicine: investigative, clini-
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cal, and theoretical.>-14-5-58 The focus of the present paper is on a relatively neglected
aspect of the field, one which may be called its ecological dimension. More specifi-
cally, a set of postulates is put forth to underscore the various aspects of information
or stimulus overload as a class of variables linking conceptually man’s social environ-
ment with his psychophysiological functioning. Information is seen as a heuristically
useful concept for psychosomatic formulations and research on the impact of social
events and change on psychological and physiological processes codetermining health
and illness. It is a tentative attempt to add a new perspective to psychosomatic theory
and integrate it into the main body of its hypotheses relating the psychological and bi-
ological factors whose interplay determines human behavior and functions at all levels
of organization, from the molecular to the symbolic. No claim is made that informa-
tion is the only relevant variable. The author does assert, however, that it helps to iden-
tify specific aspects of our social environment and lends itself to formulation of testa-
ble hypotheses. Their ultimate result is hoped to lead to guidelines for practical action
aimed at prevention of some potentially pathogenic aspects of a technological society
which exert their effects on the individuals through the medium of symbolic, man-made
stimuli.

SUMMARY

This article formulates the ecological dimension of psychosomatic medicine and
stresses its indispensability for a comprehensive conception and further development
of the latter. Special emphasis is laid on various aspects of information input over-
load as a paradigm of current social change relevant to psychophysiological function-
ing of individuals in technological societies and to issues of health and disease. An at-
tempt is also made to outline a comprehensive theoretical framework integrating
growing diversity of trends in research, experimental and clinical, pertinent to the cen-
tral concern of psychosomatics: the interrelationships of psychological, biological, and
social variables as they influence health and disease. It is argued that this integrationist
approach enhances the dual social role of psychosomatics: to strive for a unified the-
ory of man in a changing social environment, and to work out practical guidelines for
preventive and remedial action applicable to medical practice.

REFERENCES

1. Spaulding WB: Psychosocial aspects of physical illness, in Lipowski ZJ (ed): Advances in Psychoso-
matic Medicine. Basel, Karger, 1972, vol VIIIL.

2. Lipowski ZJ: New perspectives in psychosomatic medicine. Can Psychiat Assoc J 15:515, 1970.

3. Dubos R: Man, Medicine, and Environment. New York, Praeger, 1968.

4. Hinkle LE: Ecological observations of the relation of physical illness, mental illness, and the social
environment. Psychosom Med 23:298, 1961.

5. Lipowski ZJ: The conflict of Buridan’s ass or some dilemmas of affluence: The theory of attractive
stimulus overload. Am J Psychiatry 127:273, 1970.

6. Dodge DL, Martin WT: Social Stress and Chronic lllness. Notre Dame, Indiana, University of Notre
Dame Press, 1970.



Psychosomatic Medicine in a Changing Society 45

13.
14.
15.
16.
17.

18.
19.

20.
21.

22.

23.
24.

25.

26.

27.
28.

29.

30.

31.
32.

33.
34.

35.
36.
37.
38.

39.

. Jenkins DC: Psychologic and social precursors of coronary disease. N Engl J Med 284:244, 1971.
. Alexander F: Psychosomatic Medicine. New York, Norton, 1950.

. Grinker RR: Psychosomatic Research. New York, Norton, 1953.

. Wolff HG: Stress and Disease. Springfield, Ill, Charles C Thomas, 1953.

. Engel GL: Selection of clinical material in psychosomatic medicine. Psychosom Med 16:368, 1954.
. Mirsky, AI: The psychosomatic approach to the etiology of clinical disorders. Psychosom Med 19:424,

1957.

Rogers ES: Human Ecology and Health. New York, Macmillan, 1960.

Lipowski ZJ: Psychosocial aspects of disease. Ann Intern Med 71:1197, 1969.

Leiderman HP, Shapiro D (eds): Psychobiological Approaches to Social Behavior. Stanford, Calif, Stan-
ford University Press, 1964.

Shapiro D, Crider A: Psychophysiological approaches in social psychology, in Lindzey G, Aronson
E: The Handbook of Social Psychology, ed 2. Reading, Mass., Addison-Wesley, 1969.

Shapiro D, Schwartz GE: Psychophysiological contributions to social psychology. Ann Rev Psychol 21:87,
1970.

Zubek JP, (ed): Sensory Deprivation. New York, Appleton-Century-Crofts, 1969.

Zuckerman M: Theoretical formulations, in Zubek JP (ed): Sensory Deprivation. New York, Appleton-
Century-Crofts, 1969, pp 407-432.

Miller JG: Information input overload and psychopathology. Am J Psychiatry 116:695, 1960.

Spitz RA: The derailment of dialogue: Stimulus overload, action cycles, and the completion gradient.
J Am Psychoanal Assoc 12:752, 1964.

Ludwig AM: “‘Psychedelic’’ effects produced by sensory overload. Read at the 124th annual meeting
of the American Psychiatric Association, Washington, DC, 1971.

Ludwig AM: Self-regulation of the sensory environment. Arch Gen Psychiatry 25:413, 1971.

Lindsey DB: Common factors in sensory deprivation, sensory distortion and sensory overload, in Solomon
P et al (eds): Sensory Deprivation. Cambridge, Mass, Harvard University Press, 1965.

Smookler HH, Buckley JP: Effect of drugs on animals exposed to chronic environmental stress. Fed
Proc 29:1980, 1970.

Gottschalk LA, Haer JL, Bates DE: Changes in social alientation, personal disorganizaton and cognitive-
intellectual impairment produced by sensory overload. Arch Gen Psychiatry 27:451, 1972.

Milgram S: The experience of living in cities. Science 167:1461, 1970.

Carson DH, Driver BL: An environmental approach to human stress and well-being: With implica-
tions for planning. Mental Health Research Institute, The University of Michigan, July, 1970.

Welch BL: Psychophysiological response to the mean level of environmental stimulation: A theory of
environmental integration. Symposium on Medical Aspects of Stress in the Military Climate. Washing-
ton, DC, Walter Reed Army Institute of Research, 1964.

Cassel J: Health consequences of population density and crowding, in National Academy of Sciences:

Rapid Population Growth. Baltimore, Johns Hopkins Press, 1971, pp. 462-478.

Elliott CD: Noise tolerance and extraversion in children. Br J Psychol 62:375, 1971.

Korner AF: Individual differences at birth: Implications for early experience and later development.
Am J Orthopsychiatry 41:608, 1971.

Sales SM: Need for stimulation as a factor in social behavior. J Personal Soc Psychol 19:124, 1971.

Lipowski ZJ: Surfeit of attractive information inputs: A hallmark of our environment. Behav Sci 16:467,
1971.

Miller JG: Psychological aspects of communication overloads, in Waggoner RM, Carek DJ (eds): In-
ternational Psychiatry Clinics: Communication in Clinical Practice. Boston, Little, Brown, 1964.

Sokolov YN: Perception and the Conditioned Reflex. New York, Macmillan; 1963.

Toffler A: Future Shock. New York, Random House, 1970.

Masserman J: The effect of positive-choice conflicts on normal and neurotic monkeys. Am J Psvchiatry
115:481, 1963.

Rahe RH: Subjects’ recent life changes and their near-future illness susceptibility, in Lipowski ZJ (ed):
Psychosocial Aspects of Physical lliness, Advances in Psychosomatic Medicine, Basel, Karger, vol
VIII, 1972.

. Wyler AR, Masuda M, Holmes TH: Magnitude of life events and seriousness of illness. Psychosom

Med 33:115. 1971.



46

41.

42.
43.
. Henry JP, Cassel JC: Psychosocial factors in essential hypertension. Am J Epidemiol 90:171, 1969.
45:
. Levi L (ed): Society, Stress and Disease. London, Oxford University Press, 1971.
47.
48.
49.
50.
S1.
52.
53.
54.
S5.
56.
57.

58.

PsycHOSOMATIC MEDICINE: THEORETICAL CONCEPTS

Schmale AH: Giving up as a final common pathway to changes in health, in Lipowski ZJ (ed): Psy-
chosocial Aspects of Physical lllness, Advances in Psychosomatic Medicine. Basel, Karger, vol VIII,
1972.

Henry JP, Mechan JP, Stephens PM: The use of psychosocial stimuli to induce prolonged systolic hyper-
tension in mice. Psychosom Med 29:408, 1967.

Levine S, Scotch NA (eds): Social Stress. Chicago, Aldine, 1970.

Black P (ed): Physiological Correlates of Emotion, New York, Academic Press, 1970.

Mason JW: A review of psychoendocrine research on the pituitary-adrenal cortical system. Psycho-
som Med 30:576, 1968.

Mason JW: A review of psychoendocrine research on the sympathetic-adrenal medullary system. Psy-
chosom Med 30:631, 1968.

Mason JW: “‘Over-all”” hormonal balance as a key to endocrine organization. Psychosom Med 30:791,
1968.

Teichner WH: Interaction of behavioral and physiological stress reactions. Psychol Rev 75:271, 1968.

Wolf S: Emotions and the autonomic nervous system. Arch Intern Med 126:1024, 1970.

Solomon GF, Moos RH: Emotions, immunity and disease: a speculative theoretical integration. Arch Gen

Psychiatry 11:657, 1964.

Mueller EF, et al: Psychosocial correlates of serum urate levels. Psychol Bull 73:238, 1970.

Lazarus RS: Psychological Stress and the Coping Process. New York, McGraw-Hill, 1966.

Berkhout J, Walter DO, Adey RW: Alterations of the human electroencephalogram induced by stress-
ful verbal activity. Electroenceph Clin Neurophysiol 27:457, 1969.

Lipowski ZJ: Review of consultaiton psyciatry and psychosomatic medicine, 1. General principles. Psy-
chosom Med 29:153, 1967.

Lipowski ZJ: Review of consultation psychiatry and psychosomatic medicine, II. Clinical aspects. Psy-
chosom Med 29:201, 1967.

Lipowski ZJ: Review of consultation psychiatry and psychosomatic medicine, III. Theoretical issues.
Psychosom Med 30:395, 1968.



Sensory and Information Overload
Behavioral Effects

One of the most pervasive and novel characteristics of life in technologically advanced
societies is the growing prevalence of conditions of sensory and informational over-
loads. Even though this assertion seems self-evident, or perhaps because of it, little
systematic effort has been made to examine its empirical basis and to attempt theoret-
ical integration of the diverse lines of research and hypotheses that apply the explana-
tory concepts of sensory and information overload. Yet these concepts reflect profound
changes in the environment in which we live and their impact on the quality of life,
on subjective experience, on individual and social behavior, and on human health and
disease. Urbanization, crowding, noise, mass media of communication, revolution in
information technology, explosive growth of printed data, conditions of work—these
are the major factors that are transforming man’s sensory environment. Some of the
sensory input that bombards him consists of symbolic stimuli intended as messages and
meaningful communication. Some represents physical stimuli, such as noise, which
are by-products of technological development and are devoid of informational content.
For the purpose of this discussion I shall follow the distinction between information
inputs, connoting symbolic stimuli on the one hand, and sensory inputs, which refer
to physical stimuli that do not consist of messages, on the other. Overstimulation, or
overload, may result from the excess and other attributes of both symbolic and phys-
ical stimuli.

Paradoxically, the much less commonly encountered and practically less impor-
tant opposite conditions, those of perceptual and sensory deprivation, have given rise
to a massive research effort and theorizing. Ingenious experiments carried out by Hebb
and his co-workers at McGill University between 1951 and 1954 proved to be methodo-
logically fertile.! Reduced and/or monotonous environmental stimulation has evoked
in some experimental subjects a set of symptoms including illusions and hallucinations,
mostly in the visual sphere; impairment of attention and directed thinking; emotional
disturbances, notably anxiety; feelings of unreality; delusions of persecution; increased
suggestibility, etc. Numerous explanatory hypotheses have been put forth to accout
for these phenomena.! Lindsley? proposed in 1958 that the behavioral and experien-
tial changes encountered in states of sensory deprivation shared a common neurophysio-
logical mechanism with those provoked by sensory distortion and overload. In each
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of these states there would be disturbed balance of the reticular activating system of
the brain stem and resulting disturbances of perception, attention, and cognitive per-
formance. Lindsley included sensory overload in his hypothesis even though empiri-
cal support was lacking at the time. His formulation implied that psychological func-
tioning was optimal with average levels of environmental stimulation and consequent
optimal degree of central-nervous-system activation and cerebral cortical, emotional,
and autonomic arousal. Research on sensory deprivation has provided some support
for this theory.! Experimental work on sensory overload has been, unaccountably, too
sparse to allow conclusions. A number of other areas of research, however, have used
the concept of overload without referring to it as sensory. Despite their diversity, many
unrelated studies have focused on conditions of excessive sensory stimulation and in-
formation input. These investigations and theoretical statements related to them share
certain common assumptions and concepts. It is my purpose to bring together those
disparate lines of inquiry and attempt their integration. As science becomes increas-
ingly fragmented and overspecialized in response to the onslaught of data, efforts at
integration become increasingly difficult but necessary. The topics to be discussed have
direct relevance to conditions of modern life and should concern behavioral scientists,
physicians, and literate people in general.

PROBLEMS OF DEFINITION

Every new area of behavioral research is plagued by semantic ambiguities. Rossi3
lists 25 terms, used more or less synonymously, that refer to sensory deprivation. Simi-
lar problems face a reviewer of the literature on sensory and information overload.
Information has been variously defined. Neisser* asserts that information is ‘essen-
tially choice, the narrowing down of alternatives.”” MacKay> defines it as that which
adds something to our model of the external world, either by introducing new features
or increasing confidence in the old. He points out that a person’s total state of readi-
ness for adaptive or goal-directed activity and his expectations change when informa-
tion is gained. MacKay emphasizes that the concept of meaning is inseparable from
that of information. Meaning connotes subjective significance of perceived stimuli and
represents a relationship between message and receipient. For Jones,® information im-
plies the degree of unpredictability or randomness of a series of stimuli from the point
of view of the subject. Thus information is a subjective- rather than an objective-stimulus
variable. Jones distinguishes meaningful from nonmeaningful stimuli, the latter being
usually presented in the form of flashes of light, simple geometric figures, brief tones,
etc., which are not built of formal linguistic units or easily identifiable visual images.
Mucchielli” proposes that the concept information connotes every physical influence
exerted on a recipient able to retain its significance.

The human organism may be viewed as an information-processing system. The
processing capacity is limited, and when it is exceeded by the stimulus input, a state
of information overload ensues.® A person cannot manage within a fixed period of
time to cope with more than a finite number of signals. Broadbent® hypothesized that
the limited capacity of the nervous system to transmit and process information is pro-
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tected by a selective filter. Defective functioning of this hypothetical filter has been
proposed as the core psychobiological impairment in schizophrenia and will be dis-
cussed later. Man does not passively transmit incoming information, but actively selects
it, adds to it, and interprets and transforms it in complex ways.* These cognitive ac-
tivities show interindividual differences and intrapersonal variation over time. They
codetermine, along with various attributes of the information or sensory input, when
the state of overload is reached. The latter is not simply a function of the quantity and
intensity of stimuli impinging on the person.

The term sensory overload connotes for some writers a state occurring in response
to ‘‘intense multisensory experiences,’’ or one in which two or more sensory modali-
ties are stimulated at higher than normal intensity and this combination of stimuli is
introduced suddenly.? I shall follow this narrow definition in regard to what I have
referred to earlier as physical or nonmeaningful stimuli. It is clear, however, that the
concepts of information and sensory overload, respectively, are not sharply delimited
and do overlap.

METHODOLOGICAL APPROACHES

I shall include in this discussion several very different methodological approaches
whose main common feature is the study of high or excessive levels of environmen-
tal stimulation on behavior and on certain psychophysiological variables. Such a treat-
ment may at first appear overinclusive, but it allows integration of conceptually related
investigations pursued with little or no regard for theoretically important links among
them.

One may distinguish several areas of research using the concept of overload. They
include both naturalistic field studies and controlled experimental situations, human
and animal, which attempt to replicate various forms and aspects of naturally occur-
ring situations in the laboratory. The following studies are considered relevant: (1) field
studies of urban life, (2) studies on the effects of population density and crowding,
(3) research on behavioral effects of noise, (4) studies of work and information load,
(5) laboratory research on sensory overload, (6) experimental evocation of attractive-
stimulus overload and related theoretical formulations, (7) studies of psychopathological
conditions.

Only representative examples of the above studies will be discussed as a basis for
an attempt at their theoretical integration. Relevance of this research for human be-
havior and health will be emphasized.

FiELD STUDIES OF URBAN LIFE

Milgram!? has reviewed several studies of the experience of and adaptation to city
life and put forth a set of hypotheses. He postulates that the concept of overload links
the objective aspects of an urban social environment, such as large numbers of peo-
ple and high population density and heterogeneity, with people’s subjective experiences
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related to these demographic factors. Overload, he asserts, influences the daily life of
city dwellers at the following levels: role performance, evolution of social norms, cog-
nitive functioning, and the use of facilities. Overload induces a number of adaptive
responses in the urbanites. First, they show a tendency to select and allow less time
for each information input that is reflected in their dealings with other people in a per-
functory manner. Second, they evolve norms of behavior that facilitate distance, im-
personality, and aloofness in social contacts. Third, city dwellers tend to develop cog-
nitive coping strategies aimed at screening out and ignoring a large proportion of the
information and sensory inputs impinging on them. Fourth, they compete ruthlessly
for the limited facilities in the city, especially the usually insufficient means of trans-
portation and the scarce space for driving, parking, etc. In sum, Milgram character-
izes conditions of city life as a *‘continuous set of encounters with overload’’ of sen-
sory and information inputs. His paper is already a classic in the growing literature
on environmental psychology.

STUDIES ON THE EFFECTS OF POPULATION DENSITY AND CROWDING

This research is relevant to conditions of city life. The literature on this subject
is long on speculation but short on empirical data, especially those regarding human
crowding. It is important to distinguish the meaning of the terms population density
and crowding, respectively. Density refers to a physical condition involving the limi-
tation of space, while crowding connotes subjective perception of restricted space by
the people confined to it. Density is a necessary, but not a sufficient, condition for
the experience of crowding.!' The latter results from an interaction of spatial, social,
and personal factors and their relative intensity and modifiability. Desor!2 proposes
that the experience of being crowded is equivalent to the reception of excessive so-
cial stimulation and not to a lack of space. Further, there are marked individual differ-
ences in tolerance for and response to crowding. Thus, Desor conceptualizes crowd-
ing as a form of perceptual overload, one implying a person’s awareness of spatial
restriction that is determined by the presence of other people.

Four major methodological approaches to the effects of crowding on behavior may
be identified in the literature: animal studies, correlational surveys using census-tract
data, experiments on the use of space by man, and laboratory studies of the effects
of crowding on human behavior and selected physiological variables.

Calhoun’s'? elegant studies of the effects of increased population density on the
behavior of rats have achieved wide publicity. Overcrowded rats showed a gamut of
pathological behaviors, such as marked aggressivity, cannibalism, sexual deviation,
frantic overactivity or extreme withdrawal, neglect of the young by their mothers, etc.
The relevance, if any, of these studies to human behavior is dubious. Available data
suggest that high human population density per se is not necessarily associated with
social and behavioral pathology. More provocative are the ingenious experiments of
Henry and his co-workers.!* They demonstrated that placing mice in a population
cage designed to maximize social interaction among them has resulted in pathophysio-
logical changes. The presumably socially overstimulated mice have developed sustained
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hypertension, arteriosclerotic degeneration of the intramural coronary blood vessels
and aorta, myocardial fibrosis, etc. The degree and persistence of blood-pressure ele-
vation were related to the frequency and duration of the social stimuli. The overstimu-
lated mice showed increased production of the adrenal catecholamine-synthesizing en-
zymes. Henry et al. have interpreted their findings as suggesting that increased and
prolonged social stimulation is accompanied by emotional arousal and concomitant ac-
tivation of the sympathetic-adrenal medullary as well as the pituitary-adrenal corti-
cal neuroendocrine response patterns. Such sustained activation appears to be respon-
sible for the observed cardiovascular pathology.

Henry and Cassel'® propose that social stimuli that elicit repeated activation of the
defense alarm response patterns may play an etiological role in human essential hyper-
tension. According to Welch,'6 animal studies indicate that with increasing population
density there is an increase in the mean level of environmental stimulation, which may
reach sensory overloading. The latter results from enhanced social interaction and is
accompanied by increased activity of the brainstem reticular formation leading to
heightened cerebral cortical and hypothalamic activation, and subsequent increased
secretion of ACTH, adrenocortical hormones, and catecholamines. These neurophysio-
logical and neuroendocrine changes in turn influence the individual’s subjective ex-
perience, observable behavior, and resistance to disease. J.C. Cassel (unpublished find-
ings) concludes from human epidemiological studies that increased population density
enhances the importance of the social environment as a source of stimuli that elicit
physiological responses and increase general susceptibility to disease. Novelty, un-
predictability, and subjectively perceived threatening nature of the social stimuli are
important in increasing physiological arousal.

Correlational studies have focused on relationships between various actuarial meas-
ures of population density and statistical indicators of deviant behavior and disease
rates.'!” Galle et al.'8 distinguish four components of density: the number of of per-
sons per room, the number of rooms per housing unit, the number of housing units
per structure, and the number of residential structures per acre. These investigators
have developed the concept of interpersonal press as the type of overcrowding com-
posed of two distinct factors: the number of persons per room and the number of rooms
per housing unit. These two factors, especially the first one, are believed to influence
decisively the degree of perceived social stimulation, privacy, and subjective experience
of crowding. Correlational studies using the four factors of population density and
several indicators of social pathology, such as juvenile delinquency, have been done
in Chicago. The results indicate that the effect of population density on pathology is
primarily a consequence of interpersonal press. The data further suggest that, for mor-
tality, fertility, public assistance, and juvenile delinquency, the most important com-
ponent of density is the number of persons per room.'? Galle et al. conclude that this
type of overcrowding may have a serious effect on human behavior and health, but
they caution that specific knowledge about causal links, if there are any, is still lacking.

Experimental studies of the effects of crowding on human behavior are few.'’
One type of study is exemplified by the work of Desor'? and Cozby.!® These inves-
tigators have used scaled-down model rooms and miniature figures representing peo-
ple. Experimental subjects were asked to place as many figures in the rooms as pos-
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sible without overcrowding them. This method was assumed to provide a criterion of
“‘crowded’’ for each subject and each type of room. Desor'2 hypothesized that vary-
ing architectural features, such as partitions, number of doors, and disparity of linear
dimensions of the experimental rooms so as to reduce the overall level of social stimu-
lation or interpersonal perception, would influence the subjects to judge a room as less
crowded. The results showed that while judgments of crowding varied with space, they
were also influenced by partitions, linear dimensions, and number of doors. Subjects
allocated less space per person when partitions were added, when the number of doors
was less, or when area was rectangular rather than square. The investigators interpreted
these results as confirming their hypothesis that judgments of being crowded are con-
trolled by the level of perceived social stimulation. Other relevant variables appeared
to include the type of activity in which people are engaged in a given space and the
individual differences in tolerance for crowding. Cozby,'? using a technique modeled
after Desor’s, investigated the effects of these last two variables. He found that prefer-
ence for a low- or high-density setting was influenced by the type of ongoing activity.
High density was liked or not depending on the person’s current goals and the facili-
tation or inhibition of their attainment by the presence of other people in the physical
setting. Thus, attending a party and studying elicited opposite preferences for room
density, i.e., high and low, respectively. Cozby found that the experience of being
crowded was influenced by personality factors. The individual difference variable stud-
ied was ‘‘personal space,’’ defined as the distance that subjects place between them-
selves and others. Close-personal-space subjects preferred a high- to a low-density
setting.

In summary, human crowding is defined as an experiential state resulting from
interaction of several classes of variables: (1) physical-structural, especially large num-
bers of people per unit of space (high density) and relative lack of physical barriers
to social perceptions and interactions; (2) social, such as types of social interactions
and degree of interference with ongoing activities occurring in a given unit of space;
(3) psychological, notably individual differences in personal space; (4) temporal, i.e,
frequency and duration of exposure to conditions of crowding.!!-!7 Sensory and infor-
mation overload is one way in which crowding may be conceptualized.'0-!>-!7 Their
psychophysiological and social effects have been insufficiently studied. The available
data suggest that crowding may result in subjective discomfort, social disorganization,
and sustained or repeated physiological and emotional arousal that may contribute to
human morbidity, especially to the prevalence of chronic cardiovascular diseases.

BEHAVIORAL EFFECTS OF NOISE

Noise, defined as any sound that is unwanted and produces unwanted effects,?
is one of the main contributors to the sensory overload characterizing urban environ-
ments. It is estimated that the intensity of city noise in the United States doubles ev-
ery 3 years.20 Studies of nonauditory effects of environmental roise have focused on
its influence on human task performance, subjective comfort, and physiological func-
tioning.20-22 Glass and Singer?! have carried out a series of laboratory studies on the
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direct effects and aftereffects of high-intensity broad-band noise. They hypothesized
that one of the necessary conditions for noise-induced performance impairment was
overloading the subject—that is, providing task inputs so numerous as to inhibit ade-
quate information processing. Further, they postulated that unpredictable noise would
have more deleterious effects on performance than predictable (periodic) noise. In one
experiment subjects were given a primary task as well as a subsidiary one. Noise
stimuli consisted of white-noise bursts of 80 dbA transmitted to the right ear of each
subject over a headphone. The predictable noise condition consisted of 9-sec bursts
of noise followed by 3 sec of silence. The unpredictable noise condition consisted of
noise bursts of random duration varying in ten 1-sec steps between 1 and 9 sec. In-
tervals of silence were also random. The results showed significantly more errors on
the subsidiary task in the unpredictable noise condition. Glass and Singer?' draw the
following conclusions from their experiments: acute noise for brief periods of time does
not affect man’s ability to do mental and psychomotor tasks. Noise will, however, pro-
duce performance impairments when the individual works on two tasks simultaneously
or must maintain vigilance. The deleterious effect is most likely to occur if the noise
is experienced as unpredictable and/or uncontrollable. Thus the effects of noise on task
performance appear to be related to the extent to which it interferes with some ongo-
ing activity or when it produces disruptive cognitive overload. Tolerance for frustra-
tion, quality of proofreading performance, and ability to resolve cognitive conflict were
all impaired after exposure to unpredictable high-intensity noise. The adverse af-
tereffects of unpredictable noise were reduced when subjects believed that they could
terminate it and thus had control over it. The postnoise impairments may occur in spite
of adaptation to noise rather than because of it. These degradations in performance
may be due to an overloading of the person’s information-processing capacity brought
about by accumulated effects of unpredictable noise interfering with task performance.
Practical implications of these experiments are suggestive: noise produced by jets, traf-
fic, machinery, etc., is often unpredictable and uncontrollable and provides a poten-
tial source of impaired performance, discomfort, and irritability with undesirable psy-
chosocial consequences. Significantly, Glass and Singer report their experiments in a
book entitled Urban Stress.

The question whether frequent exposure to intense noise has harmful effects on
behavior remains unresolved. Kryter>* states that, with the exception of hearing, the
psychological and physiological (arousal) responses to noise are transient and subject
to adaptation and do not constitute a health hazard. Yet longitudinal behavioral studies
of human subjects exposed to various levels of environmental noise are conspicuously
lacking. Glass and Singer?' propose that there is a psychic cost involved in exposure
to noise despite ready adaptation to it. Many investigators have drawn attention to an-
noyance and increased irritability reported by people questioned about their subjec-
tive reactions to noise.Z’ Sounds of high frequency are generally more annoying than
those of low frequency, and so are sounds emitted randomly or at varying levels rather
than unchanging ones. Studies of traffic noise indicate that a complaints of annoyance
associated with exposure to it increase there are more reported symptoms, such as head-
ache, insomnia, and nervousness.2® Interviews with a random sample of 2130 Detroit
and 496 Los Angles families indicate that machine, aircraft, and traffic sounds are
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usually considered noise and are a source of annoyance to about 25% of women and
30% of men.23 Reports of annoyance increase linearly with increasing noise levels
above 50 db on the A scale based on a 24-hr average.?® An earlier study showing that
admission rates to a psychiatric hospital in a London borough were higher from the
high-noise area close to Heathrow Airport could not be confirmed in a more recent
investigation.?* There are individual differences in noise tolerance. Extroverts have
been shown to have higher levels of noise tolerance than introverts.?

In summary, noise is one of the main sources of sensory overload for city dwellers
and for a substantial proportion of industrial workers. Behavioral effects of noise de-
pend not only on its physical attributes, such as frequency, intensity, and intermittency,
but also on the cognitive and soical aspects of the situation in which exposure to it oc-
curs.?! There is some evidence that feelings of annoyance and irritability are common
effects of noise and a potential cause of subjective discomfort and interpersonal con-
flicts. These effects are likely to vary in severity in relation to individual differences
in tolerance to this form of sensory overload. Long-term studies of psychophysiolog-
ical effects of noise are sorely needed. Noise pollution of our environment deserves
as much research and preventive action as does air and water pollution.

WORK LoAD AND OVERLOAD

Modern work methods expose many workers to information overloads. Research
in this area of occupational psychology and psychophysiology has included both
naturalistic field studies and laboratory experiments. Different investigators have used
different terms for what seem to be overlapping, or even coterminous, variables and
concepts. Widely used terms, such as work load, mental load, information load, and
role overload, contribute to the semantic muddle and impede integration of this prac-
tically important area of research.

Important studies on the effects of the work environment and conditions on psy-
chological and physiological variables have been conducted by the Institute for Social
Research at the University of Michigan and are summarized by French and Caplan.26
They use the concept of role overload as one of the key variables contributing to job
stress and its undesirable effects on health. They distinguish between objective and sub-
jective as well as quantitative and qualitative overload, respectively. Objective over-
load refers to the actual volume of information input that the individual is expected
to process per unit time. There are two broad methods of determining the presence
of objective overload: to calculate the load on the person from a logical analysis of
the job, and to use the technique of the secondary task, i.e., to impose an extra task
over and above his obligatory one on the subject and to assess the impairment of his
performance on the extra task. The number of telephone calls to be answered, office
visits to receive, or number of patients to examine in the course of a working day are
the type of quantificable indicators of objective overload. Subjective overload connotes
a person’s feeling and belief that he has too much work to do. Quantitative overload
implies that the person has more work than he can do in a given time period. Qualitative
work overload implies that the given job requires skills and knowledge exceeding those
of the worker. The former type of overload appears to involve excess of information;
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the latter type refers to situations in which the information input is too complex and/or
novel for the person. In a national sample survey, 44% of male white-collar employees
reported some degree of overload, highlighting its prevalence. A study of university
professors showed that many of them suffer from a quantitative work overload that
is mostly self-induced and related to achievement orientation.

Both quantitative and qualitative overload correlate with several psychological and
physiological indices of stress. Overloaded subjects show increased heart rate and se-
rum cholesterol levels; they smoke more and have more job dissatisfaction and ten-
sion as well as lower self-esteem. French and Caplan2® point out that job dissatisfac-
tion, elevated cholesterol and heart rate, and smoking are considered to be risk factors
for development of coronary heart disease. Sales? has tried to replicate experimen-
tally the state of role overload, defined as a condition in which the person is faced with
a set of obligations which, taken as a set, require him to do more than he is able to
in the available time. The actual experiment involved a force-pace task exceeding the
subjects’ processing capacity. A control group were given the same type of task but
were required to carry it out at a rate well below the subjects’ ability to do so. The
overloaded subjects had a mean increase in blood cholesterol values during the ex-
perimental hour, but individuals who enjoyed working on the experiment, regardless
of whether they were objectively overloaded or underloaded, showed a mean decrease
in serum cholesterol. This work suggests that job satisfaction is a significant variable
that co-determines the psychophysiological effects of a given work load.

In order to study the psychological effects of information overload per se, it is
necessary to set up an analogue of the work situation in the laboratory and introduce
information load as an independent variable. A number of such studies have been
reported. Danev et al.30 attempted to assess the effects of two levels of information
load on psychophysiological functioning. Their experiment involved a two-choice and
an eight-choice reaction task. They found that behavioral parameters rather than the
physiological ones distinguished more reliably between the two levels of information
load. Thus reaction time, misses, mistakes, and performance on a secondary task all
reflected impaired information processing in the condition of higher information load.
Ettema and Zielhuis?! defined mental load as the amount of information handled per
unit time. Their subjects were given a simple binary-choice task. High and low tones
were transmitted through earphones in random order. The high tone had to be
responded to by pressing a pedal with the right foot, the low tone by pressing a pedal
with the left foot. Thus every signal called for a decision between two choices - a binary-
choice task. As the number of signals per unit time, and hence the mental or infor-
mation load, was increased, the subjects showed an increase in heart and respiratory
rates and in systolic and diastolic blood pressures as well as a suppression of sinus
arrhythmia. Zwaga®? has recently criticized the mental-load model and proposed that
the novelty of the experimental situation increases the subject’s general level of arousal,
which is then reflected in physiological indices and in impaired performance. As the
experimental task is repeated, habituation occurs with decrease in the indicators of
arousal. Wilkinson et al.33 assert that many factors other than arousal level co-
determine the level of performance in most situations. Incentive, novelty, and diffi-
culty of the task as well as information load affect performance. Frankenhaeuser et
al.3* compared psychophysiological responses to understimulation and overstimula-
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tion. The latter was induced by a complex sensorimotor test requiring simultaneous
capacity and involving two consecutive 90-min work periods. Overstimulated (over-
loaded) subjects reported irritability and unplesant feeling and showed a pronounced
increase in heart rate and in the secretion of both adrenaline and noradrenaline, in-
dicative of hightened arousal.

Miller,334 a pioneer in the work on information-input overload, has developed an
apparatus for the study of psychological responses to such overload and for measur-
ing human channel capacity. The apparatus, called information overload testing aid,
has been used to study performance of subjects exposed to increasing information loads.
Miller described several mechanisms of adjustment to the stress of information over-
load. They include omission of some information under overload conditions; error,
i.e., processing information incorrectly and allowing the mistake to stand; queuing,
i.e., delaying responses during heavy-lead periods and catching up during lull periods;
filtering or systematic omission of some items of information; approximation or giv-
ing an imprecise response; multiple channels; decentralization; and escape, either leav-
ing the experiment or cutting off the input of information. Miller suggested that some
persons, such as schizophrenics, might have a lowered channel capacity and suffer cog-
nitive and behavioral disorganization when exposed to information-input overload of
a degree with which normal people could cope by using one or more of the above ad-
justment mechanisms. This hypothesis has been tested by other investigators and will
be discussed later.

In summary, both field and experimental studies of information-input overload sug-
gest that it elicits autonomic arousal, impairs performance on complex tasks, and
produces unpleasant subjective-feeling states. It appears that increasing the informa-
tion input beyond the person’s processing capacity is one of the major factors contribut-
ing to the subjectively perceived job pressure and dissatisfaction. Information over-
load should be a matter of serious concern for occupational health. These are reasons
to believe that objective and/or subjective information-input overload has potentially
deleterious consequences for job performance, for subjective sense of well-being, and
for health. Laboratory studies on the effects of information load involve relatively brief
exposures to overload conditions. There is evidence that such exposure results in au-
tonomic and behavioral arousal, which with repeated exposures tends to decrease. This
observation, however, tells us nothing about the long-term effects on behavior and
physiological functioning of work involving information inputs that are frequently
novel, complex, and excessive in amount when a person is exposed to them over
months or years. It is reasonable to conjecture that repeated exposure to information-
input overload, with its concomitant physiological arousal, is a potential health haz-
ard and a suspected risk factor for the development, course, and outcome of chronic
cardiovascular diseases, which are highly prevalent in technological societies.

OVERCOMMITMENT

There is another interesting aspect of work overload. Some of the studies quoted
earlier (those pertaining to professional workers such as the university professors) in-
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dicate that the condition of overload is by no means always imposed by factors exter-
nal to the person. On the contrary, it appears that many of those who responded to
relevant questionnaires with complaints about overload indicated that the latter was self-
induced. French and Caplan®® ask: ‘‘Then what induces some professors and adminis-
trators to overload themselves, to work sixty or even seventy hours per week?’’ They
hypothesize that ‘‘achievement orientation,’’ a tendency to engage in multiple activi-
ties and strive for success, has something to do with it. Indeed, achievement orienta-
tion correlated 0.42 with the number of hours worked per week and 0.25 with the factor
score on quantitative overload. Achievement orientation is one of the cardinal features
of the so-called Type-A behavior pattern, which has shown significant predictive power
for the development of coronary heart disease and its complications, and for death from
the latter.3® This suggests that achievement-oriented professional workers tend to en-
gage in self-generated activities that lead to a quantitative information overload and
to related sustained periods of autonomic arousal, thus increasing the risk of developing
coronary heart disease.?’-28

One often hears complaints of ‘‘overcommitment’’ voiced by members of the aca-
demic community. This interesting neologism seems to reflect a novel social phenom-
enon that deserves systematic study. To this writer it connotes a state of role and in-
formation overload due in part to unwillingness or inability to set limits to one’s pursuit
of activities rewarded by approval, success, promotion, money, and other inducements
that bolster self-esteem. Overcommitment seems to be brought about by interaction
of personality and social factors. The social environment provides abundant opportu-
nities and rewards for ceaseless striving. Persons who display willingness to assume
more tasks and ability to cope with them may be pushed to the limits of their capacity
by those who derive power and other benefits from their achievements, such as aca-
demic administrators. An individual’s needs, superego demands, and values may in-
terfere with his ability to limit his involvement. The overload is contributed to by the
exponential growth of scientific information and its dissemination by information-
transmitting industries. Further, the overcommitted individuals are often those who ac-
tively contribute to the glut of printed words. The subjective state of overcommitment
is characterized by a feeling that one is subjected to demands that are close to, or ac-
tually exceed, one’s limits of endurance and are experienced as overwhelming and ex-
hausting. This seems to be a malaise affecting many professional workers today.

STUDIES ON SENSORY OVERLOAD

Only a handful of published studies fall into this class. Several investigators re-
fer to their research explicitly as being concerned with sensory overload. Workers at
the Tohoku University in Japan started in 1970 to publish reports on sensory-overload
experiments.*¢49 In their first report they comment on the difficulties in defining sen-
sory overload and point out that in contrast to experiments with sensory deprivation
many attributes of the stimulus situation need to be taken into account in devising
methods of producing the overload. These attributes include the quality, intensity, and
duration of the stimuli as well as the amount of information, and the degree of change,
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meaning, novelty, and complexity of the stimulus input. The Tohoku workers exposed
their experimental subjects to intense auditory and visual stimuli presented randomly
in a condition of confinement ranging in duration from 3 to 5 hr. The subjects showed
heightened and sustained arousal, found sensory overload more aversive than depri-
vation, and had mood changes in the direction of aggression, anxiety, and sadness.
Two subjects reported visual ‘‘hallucinationlike’” phenomena.

In this country, only seven published reports of sensory-overload experiments have
been found by the writer.%%-3¢ Ludwig®*3! has reported preliminary results of ongo-
ing studies with sensory overload produced by intense auditory and visual stimuli for
2% hr. Two banks of 12 150-w floodlamps of assorted colors randomly lighted
provided the visual stimuli. Auditory stimulation consisted of randomly delivered un-
patterned and cacophonous sounds. The subjects were confined to a soundproof air-
conditioned chanber of 9 X 12 ft. About 40% of the subjects reported ‘‘mild to pro-
found distortions in reality testing,”” which Ludwig refers to as ‘‘psychedelic effects.”’
They included illusions, hallucinations, increased visual imagery, disturbed time sense,
distortions of body image, and paranoid ideation. Not all subjects experienced the whole
gamut of these subjective effects. More recently, Ludwig reported results of expos-
ing chronic schizophrenic patients to his sensory-overload design.’? In comparison to
normals and nonschizophrenic psychiatric patients, schizophrenic subjects displayed
greater reactivity to sensory overload, and their behavior tended to be more disor-
ganized.

Haer>3->* and Gottschalk et al.>> have set out to investigate if excessive and atyp-
ical auditory and visual stimulation (‘‘sensory overload’’) could evoke transient psy-
chopathological states. The experimental design used in this series of studies resem-
bled that employed by Ludwig. Volunteers were confined in a chamber shaped like
a geodesic dome, 6 ft high and 11 ft in diameter, upon whose white-painted interior
walls and ceiling a movie film was projected. The film was composed of sequences
of colored abstract images, followed by pictures related to themes of birth, death, vio-
lence, etc. Auditory stimulation was provided by extremely loud sounds of electronic
music. Each experiment lasted 45 min. The psychological effects were tested with the
social-alienation-personal-disorganization scale, believed to measure a psychological
dimension of the schizoid-schizophrenic continuum and reflecting varying degrees of
withdrawal and disorganized thinking, with the rod-and-frame test of space percep-
tion, which measures the perceptual style of field dependence-independence, and the
cognitive-intellectual impairment scale. The results show that exposure to this partic-
ular variant of sensory overload produced an increase in the scores on the scale of social
alienation-personal disorganization as well as in the cognitive-intellectual impairment
scores. These findings imply that the experience elicited some degree of brain dys-
function and a tendency toward modes of thinking and behavior associated with
schizophrenia. The degree of cognitive impairment was highest in field-dependent sub-
jects, i.e., those who are generally more influenced by the conditions of the percep-
tual field. People characterized by the perceptual-cognitive style of field dependence
appear to be susceptible to psychological disorganization by a variety of factors that
interfere with their perceptual clarity and familiarity, be it sensory or sleep depriva-
tion, or intake of deliriogenic drugs affecting brain function. Like Ludwig’s subjects,
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those studied by Gottschalk and Haer reported illusions, hallucinations, delusional ideas,
disturbance of time sense (subjective feeling that time is slowed down), and body-image
distortions.

It would be premature to generalize from these early studies that differ in the de-
tails of experimental design and methods of assessment of psychological effects. The
appearance of an altered state of consciousness in some of the experimental subjects
is intriguing. It appears to confirm Lindsley’s? neurophysiological speculation and his
predictions based on it. He asserted that with excessive stimulation from two or more
sensory modalities ‘‘blocking of the reticular formation may occur and behavioral im-
mobilization and general confusion may result.”’ Yet ‘‘excessive stimulation’’ is a coat
of many colors; it involves more than the high intensity of stimuli. Wohlwill3? dis-
tinguishes five aspects of the sensory-deprivation-overload dimension: level, diver-
sity, patterning, instability, and meaningfulness. Diversity, complexity, or variation
of stimulation tends to enhance and maintain autonomic and affective arousal and even-
tually leads to fatigue and withdrawal tendencies. Oswald®® exposed male volunteers,
whose eyes were glued widely open, to simultaneous, synchronized, rhythmic elec-
tric shocks, loud rhythmic music, and strong flashing lights. All his subjects went
rapidly to sleep in this condition of overstimulation. This experiment suggests that ex-
tremely monotonous stimulation in subjects required to keep still or make only rhyth-
mic movements leads to sleep, even though the stimuli are unusually intense. Oswald
proposes that the monotony of the stimulation results in cessation of arousing responses
of the reticular activating system. This effect could represent habituation or inhibitory
corticofugal impulses in a person unable to escape stimulation. In either case the per-
son would be prone to associative or dreamlike mentation characteristic of states of
drowsiness, dreaming, and delirium. In all these states consciousness is reduced, reality
testing impaired or suspended, and cognitive processes pervaded by personally sig-
nificant autistic thoughts and imagery. It is possible that a similar sequence of events
occurred in the experiments with sensory overload. The experimental design used by
Ludwig and Gottschalk appears to maximize variation and unpredictability of stimuli,
in contrast to Oswald’s experiments. Their subjects did not apparently go to sleep, but
the barrage of stimuli may have resulted in protective inhibition of the reticular ac-
tivating system and thus a mild state of clouded consciousness.

Wohlwil 137 suggests that diversified stimulation lacking patterned information or
structure would likely overtax the person’s capacity to encode information and would
be a source of stress. The experiments on sensory overload reported earlier do seem
to have a relatively low degree of patterning, and this feature may contribute to their
disorganizing psychological effects. Further, the stimulus conditions in these experi-
ments are characterized by much movement in the visual stimulus field requiring con-
stant attention to and tracking of the shifting stimuli. This feature may also contribute
to the stress. Finally, the stimuli employed were mostly novel and, especially in Gott-
schalk’s experiments, potentially capable of eliciting personally meaningful and dis-
turbing associations. This aspect could have enhanced the affective arousal of the sub-
jects and given rise to emotionally charged imagery.

It is clear that at this early stage the interpretation of the few studies on sensory
overload is difficult and their relevance to the natural conditions uncertain. Few psy-
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chophysiological studies have been carried out in the overload experiments in humans.
Chronic exposure of rats to combined auditory, visual, and motion overstimulation has
resulted in their developing systolic hypertension, hypertrophy of the left ventricle of
the heart, and histopathologic changes indicative of hyperfunction in the adrenal cor-
tex.? The relevance, if any, of these animal studies for humans is uncertain. The hu-
man experiments do suggest that several aspects of the sensory overload have disor-
ganizing and perhaps potentially psychotogenic effects. Conditions of modern,
especially urban, life provide many stimulus conditions resembling those of sensory-
overload experiments, even if not equal to them in the degree of overstimulation.

ATTRACTIVE-STIMULUS OVERLOAD

Most of the studies quoted so far have focused on stimuli that were aversive by
virtue of their sheer quantity and intensity, or because subjects were required to re-
spond to them in a manner and at a high pace imposed by the experimenter. Thus there
was, especially in laboratory studies, either enforced confinement and passivity or, on
the contrary, explicit expectation of speedy and flawless performance on more or less
complex tasks. Such experimental designs are liable to reproduce only some aspects
of naturally occurring stimulus conditions and related information overload. A different
situation obtains when stimuli are deliberately selected on the basis of their artractive-
ness for the recipient.

Masserman et al.® carried out a series of experiments with monkeys exposed to
a selection of nearly equally attractive foods. Food preferences of the animals were
established prior to the main experiment in which each animal was starved for about
20 hr and then required to choose between its two most favored foods displayed in
opposite compartments connected with the cage and visible from it. The first 20 of
these trials were given daily; the next 30 occurred twice daily, with the animals receiv-
ing small feedings to maintain motivation. The monkeys displayed hesitation, extend-
ing to the point of refusal of all food for up to 2 days. After about 10 days in the
difficult-choice situation, the monkeys displayed tics, agitation, distractibility. aggres-
sive behavior, and fewer affiliation responses to experimenters and cagemates. Their
behavior became indistinguishable from that of ‘‘neurotic’’ monkeys in which ex-
perimental neurosis had been induced by aversive conflicts.

While the focus of these experiments was on positive-choice conflicts rather than
on overstimulation, they represent a provocative paradigm of a form of stimulus over-
load that appears to be particularly prevalent in the affluent societies. This writer has
formulated a set of hypotheses comprising a theory of attractive-stimulus over-
load.6'-63 Attractive stimuli or information inputs are those that arouse appetitive and
approach responses and tendencies in persons on whom they impinge. Attractiveness
in this context is the result of an interaction between information and its recipient and
is not an independent attribute of the information as such. Overload in this context
refers to a state in which a person is exposed to more attractive stimuli than he is able
to choose from and/or act upon because of psychological, temporal, or economic con-
straints. The main psychological impediment is an inner conflict related to choice from
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among attractive alternatives of nearly equal strength, or the approach-approach type
of conflict.®! Economic constraints prevent many from responding to attractive stimuli
by goal-directed action and consummation. The writer contends that affluent societies
expose their members to an overabundance of stimuli capable of arousing appetitive
arousal in many individuals. These attractive stimuli pertain to both material and sym-
bolic goals—that is, those related to things and to activities and life styles, respectively.
This form of overload is a result of an economic system striving for creation of ever-
new wants, the messages disseminated by advertising and the mass media of commu-
nication that arouse appetitive tendencies and urge people to act on them, and the related
value system promoting ever-new wants. People are barraged by information inputs
alerting them to an almost infinite number and variety of attractive options whose at-
tainment promises pleasurable consummation. All this is based on the unspoken and
questionable assumption that people have inexhaustible capacity for appetitive arousal
and related striving and consummatory behavior.

Herman Kahn recently remarked that ‘‘the miseries of the future are likely to be
due to the ambiguities of wealth, rather than to the pressures of poverty. ... Wealth
is not necessarily good for people.** Dubos® asserts that *‘affluence, like poverty, can
constitute a cause of disease.’’ Others speak gloomily of the malaise of affluence: ‘“The
more we feel we must have, the smaller the chance of gratifying all our wants and
the greater the possibility of great expectations making for stress, tension, and anxi-
ety.’6® These rather vague statements do not spell out in what ways affluence could
have adverse effects on psychological and physical health. I would submit that be-
havioral effects of attractive-stimulus overload may have undesirable consequences
related to the long-term effects of repeated appetitive arousal, its psychophysiologi-
cal concomitants, and the maladaptive attempts at coping with the overload. These hy-
potheses are based on clinical impressions and await systematic studies.

The following coping strategies for attractive-stimulus overload are postulated:
First, selective unresponsivity (that is, ability to ignore the bulk of attractive-stimulus
input and not to respond to it with appetitive arousal). Second, reducing the number
or impact of impinging stimuli by withdrawal or avoidance, or by the intake of chemical
agents that alter consciousness, narrow the perceptual field, and reduce the pressure
for choice and action. Third, repeated approach and attempts at consummation. This
may take many forms, from overeating or excessive smoking to restless striving for
abstract goals, such as ever higher social and economic status, recognition, etc., which
may induce a person to work to the limits of his physical and psychological capaci-
ties. Others engage in binges of acquisitive behavior with short-lived satiety, followed
by rising appetitive tension, a sense of emptiness, and renewed striving. Fourth, pas-
sive surrender, a state characterized by relative inaction, a sense of frustration, apa-
thy, helplessness, and boredom. The person can neither withdraw from information
inputs nor manage them. He tends to feel alienated, resentful, and quick to blame others
for his predicament, but he feels unable to do anything about it. Such a state is pain-
ful and may end in violent acts against others or oneself.

To sum up, it is proposed that attractive-information overload is a common state
in affluent societies and has potential adverse behavioral and social effects. It is apt
to result in neurotogenic intrapsychic conflicts among incompatible approach tenden-
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cies and lead to maladaptive coping strategies that may take the form of behaviors inim-
ical to health, psychological well-being, and social order. Here may lie one of the major
sources of psychological limits to economic growth. More cogent, however, is the edu-
cation of children for judicious coping with an overabundance of attractive stimuli and
options.

THE INFORMATION-OVERLOAD CONCEPT IN PSYCHOPATHOLOGY

In the past 15 years many clinical and experimental investigators have formulated
the core psychological defect of schizophrenic patients in terms of a dysfunction of
information processing. Lehmann®’ contends that the basic schizophrenic flaw consists
in an inability to screen out irrelevant information effectively, with the result that the
patient is flooded by both exteroceptive and interoceptive stimuli. This view has been
inspired by Broadbent’s® hypothetical selective device or filter, which is one of the
mechanisms by which *‘systematic selection of information takes place at the entrance
to the limited capacity system.’’ The schizophrenic patient is believed to have a defec-
tive filtering mechanism, which makes him susceptible to information-input overload.
This susceptibility is manifested by responsiveness to irrelevant stimuli, distractibil-
ity, overinclusive thinking, and subjective experience of being overwhelmed by en-
vironmental stimuli. In acute schizophrenia, stimuli of ordinary intensity are ex-
perienced as more intense, vivid, and compelling than normally.%® This experiental
state is acute schizophrenics has been called ‘‘psychedelic’’% and appears to be simi-
lar to than reported by some normal subjects exposed to experimental sensory over-
load.*® The critical difference between these two experientially similar conditions is
that in acute schizophrenic patients a state of information overload is provoked by a
level of stimulation that normal people experience as ordinary. Usdansky and
Chapman’® exposed normal volunteers to a forced-paced sorting task and reported that
the subjects exhibited a type of error like those of schizophrenics performing without
time pressure. This experiment has been recently repeated, in a modified form, by
Grimes and McGhie.”' They had schizophrenics, nonschizophrenic psychiatric pa-
tients, and normal subjects perform a sorting test under distraction stress in the form
of simultaneous responding to a binary-choice task. The performance of normal sub-
jects and nonschizophrenic patients was not different from that of schizophrenics un-
der normal conditions. This finding was interpreted as supporting the hypothesis that
schizophrenics are more readily overloaded with information than normals, presuma-
bly because of a dysfunction at the input level of information processing. Further, non-
schizophrenic individuals who do not display such a dysfunction under normal condi-
tions may perform in a manner characteristic of schizophrenics if forced to perform
at fast pace under distraction stress. It is possible that the key variable in these exper-
iments is not the information load as such, but the time stress accompanying paced
tasks.”?

Silverman®® has recently reviewed a large body of clinical and experimental evi-
dence supporting the hypothesis of dysfunction of the sensory-filter mechanism in the
central nervious system in a whole range of psychiatric disorders. He claims that var-
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ious lines of research, psychological, clinical, and electrophysiological, support the
presence of an information-overload condition in the schizophrenias. Various
schizophrenic symptoms, such as withdrawal, thought blocking, paranoid delusions,
and reduced sportaneity of movement and speech, are, according to Silverman, pro-
tective strategies to reduce the experienced information overload. The result of
pheonothiazine administration is to alleviate stimulus or information overload. The re-
sponse to these drugs, however, is different in paranoid and nonparanoid
schizophrenics. While both groups exhibit improvement of psychotic behavior, the
phenothiazine-medicated paranoid patients show decreased thought disorder and im-
proved attention, in contrast to the nonparanoid schizophrenics, whose thought disor-
der becomes more pronounced and attention more impaired. Silverman asserts that non-
medicated acute paranoids are in an overstimulated state because their sensory filter
is faulty and because, in contrast to nonparanoid schizophrenics, they tend to habitu-
ally augment rather than reduce sensory stimulation. Psychedelic drugs, such as LSD,
heighten sensitivity to low-intensity stimulation and increase arousal. These effects are
probably defended against by reduction in responsiveness comparable to that of non-
paranoid schizophrenics and hypersensitive normals. Silverman hypothesizes that this
is a compensatory mechanism, one of neural inhibition in the diffuse sensory system
and in cortico-cortical association pathways occurring as adjustment to marked exci-
tation in the primary sensory pathways of the brain caused by ISD.

In summary, many of the behavioral and experiential characteristics of
schizophrenics and individuals intoxicated with psychedelic drugs have been hypothet-
ically explicated as representing manifestations of information overload and attempts
at coping with it. In schizophrenic patients the overload is postulated to be due to a
defective sensory filtering mechanism in the central nervious system. This defect al-
lows hypersensitivity to ordinary stimulation and an experience of being flooded by
stimuli from the environment and the body. Predictably, schizophrenics show increased
disorganization under conditions of experimental sensory overload.5? These are clin-
ical observations suggesting that the brain-damaged and the elderly may be more sus-
ceptible to information overload and its disorganizing effects on cognitive processes.
It is a common clinical observation, for example, that people over 60 years of age may
become delirious on admission to hospital or transfer to other unfamiliar surround-
ings.”® This cognitive disorganization may be, at least in part, the result of informa-
tion overload in someone whose information-processing capacity is diminished by some
degree of cerebral damage that allows adequate functioning in a familiar milieu.

DETERMINANTS OF INFORMATION OR SENSORY OVERLOAD

From the practical point of view the crucial questions are: Which environmental
conditions are likely to result in information overloads for most individuals? Which
persons are particularly vulnerable to experience overload under average conditions
of information input? The diverse studies and methodological approaches discussed so
far allow tentative answers to these questions. In addition, one has to take into account
observations on the individual differences in the need for and tolerance of sensory
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stimulation. For the sake of clarity, I will discuss separately relevant enduring per-
sonality characteristics, attributes of the sensory and information input, and situational
constraints.

All classes of studies reviewed here indicate explicitly or implicitly the existence
of individual differences in susceptibility to information and sensory overload. Not all
subjects are equally uncomfortable; not all show the same degree of psychological dys-
function, if any, when exposed to noise, forced-paced tasks, or experimental sensory
overload. Studies in psychopathology have explicitly identified classes of individuals
particularly vulnerable to information overload. Silverman®® has received studies sug-
gesting that some ‘‘normal’’ people are hypersensitive, i.e., hyperresponsive to
minimal-intensity stimulation. Such hypersensitivity is apparently maximal in nonpara-
noid schizophrenic patients. Hypersensitive individuals, normal and abnormal, show
less effective performance on many complex psychological tasks. Other normals as
well as psychopathic personalities and manic-depressive patients appear to be hyposen-
sitive to stimulation.%8

Observations of neonates reveal individual differences in the responsiveness to sen-
sory stimuli. Some infants become readily overwhelmed by stimuli of an intensity that
appears optimal and pleasurable for other infants. Korner’* postulates that the most
enduring characteristics of an individual derive from his capacity to cope with sen-
sory stimuli and his individual stimulus needs. Her observations suggest innate differ-
ences in sensory thresholds that may determine a person’s enduring perceptual style,
his optimal level of stimulation needed for best performance and subjective comfort,
his tendency to seek or avoid strong stimulation, and his level of information and sen-
sory input at which overload is liable to occur.

Petrie’> has studied individual differences in stimulus-intensity control. She pro-
posed that each person is characterized by perceptual reactance, i.e., an automatic ten-
dency to decrease or increase perceived intensity of stimuli. Individuals whom she calls
the reducers tend subjectively to decrease what is perceived, the augmenters to increase
what is perceived, the moderates neither to reduce nor to augment. Thus the reducer
and the augmenter represent extremes of a continuous variation. The reducers are rela-
tively tolerant of pain but intolerant of sensory deprivation and social isolation. The
augmenters show the opposite tendency. These two perceptual types represent contrast-
ings needs for stimulation and tolerance of intense stimulation. As Petrie puts it, ‘“The
reducer begins right away to limit the amount of stimulation impinging on him; the
augmenter lays himself wide open to it and increasingly so.”’ In agreement with the
main thesis of this article, Petrie states that pronounced unsought stimulation, such as
noise, is increasing in our environment and that the sensibilities and skills of percep-
tual augmenters are the most threatened by such stimulation. Under conditions of sen-
sory bombardment the augmenter tends to temporarily reduce the intensity of perceived
stimulation as an apparent compensatory and protective mechanism. As Petrie empha-
sizes, however, bombardment with sound, light, heat, and the like is liable to cause
suffering to the augmenters. Recent experiments show that augmenters prefer quiet,
peaceful, and simple stimulus situations. On the contrary, reducers have a high need
for complex, novel, and interesting situations.” It may be predicted that people iden-
tified as augmenters are particularly liable to experience sensory and information over-
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load in stimulus situations that may be well tolerated, if not actually sought after and
enjoyed, by the reducers.

Petrie’s work represents one of a number of approaches to individual differences
in the need for and tolerance of sensory stimulation or information input. Other in-
vestigators have developed related constructs, such as sensation seeking’’ and arousal
seeking,’87 that designate relatively enduring personality traits. These traits are of
critical importance for a person’s subjective experience of and preference for a par-
ticular type of environment, work situation, leisure activities, etc. Zuckerman® has
formulated an optimal level of stimulation theory whose key postulate asserts that ev-
ery person has characteristic optimal levels of stimulation and arousal for effective cog-
nitive performance, motor activity, and subjective sense of well-being or positive af-
fective tone. Zuckerman asserts that identification of a person’s characteristic optimal
stimulation level helps one to understand the nature of his reactions to environments
that produce understimulation or overstimulation. Further, it is postulated that people
will tend to avoid both extremes of sensory input and to seek stimulus situations that
they subjectively experience as pleasurable or at least free from discomfort. There is
some correspondence between the levels of stimulation and of arousal. Arousal, indi-
cated by various measures of autonomic-nervous system activity, secretion of pitui-
tary, adrenocortical, and adrenomedullary hormones, and the EEG, is positively related
to stimulus intensity, complexity, novelty, and associated affective meanings. In-
vididuals differ with regard to the level of these stimulus variables that produce sub-
jectively comfortable or pleasurable levels of arousal, as well as in their tolerance of
and need of high arousal levels. Very high level of arousal relative to the person’s op-
timal level results in cognitive disorganization, impaired task performance, negative
affective tone, irritability, and somatic cymptoms.

The second set of pertinent variables pertains to the environment. One needs to
distinguish quantitative and qualitative aspects of sensory and information inputs. The
former include intensity, duration, and rate of change. The latter pertain to sensory
modality, novelty, complexity, incongruency, attractiveness, and subjective meaning.
It is obvious that some of these qualitative dimensions depend on the recipient. Whether
particular information is categorized as novel, incongruent, or attractive, and what sub-
jective meaning it has for the individual, will depend on his previous learning, cur-
rent affective state, and other subject factors. Welch’s'® concept of the mean level of
environmental stimulation would gain in heuristic value if it were conceived as the sum
total of the quantitative and qualitative aspects of stimuli or information inputs produced
by a given environment. As the multifactorial mean level of environmental stimula-
tion rises, it will eventually elicit overload state and its physiological concomitants in
all individuals.

The third and final class of variables relevant to information overload pertains to
situational constraints—that is, characteristics of the situation in which exposure to in-
formation occurs. The various studies discussed earlier point to the importance of such
factors as the degree of predictability of and control over stimulation, freedom to with-
draw from stimuli versus confinement, the presence or absence of imposed tasks to
be performed and the related demand for vigilance and mental output, whether tasks
are forced-paced and thus involve time stress, the need for choice and decisionmak-
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ing in response to the information input, and the subject’s expectations and wishes
regarding success or failure to experience certain psychic changes or to perform tasks
demanded of him. This list is not complete. It may suffice, however, to highlight the
complexity of this area of behavioral research.

TOwARD A THEORETICAL INTEGRATION

A unified theory of sensory and information overload needs to be related to hy-
potheses and constructs formulated over the past two decades to account for the
phenomena of sensory deprivation.! Further, a basic assumption underlying the con-
cept of information overload asserts that the human organism functions as an
information-process system of limited channel capacity. This view, however, is too
reductionist. As von Bertalanffy puts it, ‘“Man is not a passive receiver of stimuli com-
ing from the external world, but in a very concrete sense creates his universe.”’8!
This, he points out, is the universe of symbols, material and nonmaterial, whose cre-
ation makes man human. Man’s symbolic activity has the following consequences rele-
vant to our theme: First, he contributes symbolic stimuli that constitute information
inputs. Second, symbolic stimuli are a class of physical stimuli originating in the so-
cial environment and giving rise to psychophysiological responses whose nature and
intensity are determined by the subjective significance, or meaning, of the stimuli for
the individual receiving them. Third, man’s capacity for autonomous symbolic activ-
ity in thought and imagery, some of which is outside of his awareness, is itself a source
of information input that may not only be released by but may also modify, supple-
ment, and distract attention from external information inputs. Fourth, there is ex-
perimental evidence that the production of stimulus-independent thought decreases as
a function of the rate at which information is presented to human subjects.$?

Theories of sensory deprivation have attempted to account for behavioral and psy-
chophysiological effects of relevant experiments. They have used concepts of arousal,
optimal level of stimulation or information input, homeostasis, perceptual feedback,
information processing, field orientation, and motivation.! Some of these concepts can
be applied to a theory of information overload. This theory may be formulated as a
set of postulates as follows:

1. Each individual is characterized by an optimal level of information input that
he needs for optimal cognitive and motor performance and a sense of well-being.

2. Each individual will seek a level of information input that is consonant with
his enduring and current need and tolerance. The latter are partly determined by in-
nate and learned factors constituting relatively stable personality traits.

3. Every individual has a critical tolerance level beyond which increments in in-
formation input will result in a state of overload characterized by unpleasant feeling
tone, some degree of cognitive disorganization, decrements in cognitive task perfor-
mance, and evidence of arousal and fatigue.

4. The state of overload is facilitated by confinement, inability to control sensory
inputs, demands for complex task performance, time pressure, and need for choice
and decisionmaking.
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5. Each environment is characterized by a mean level of physical and social stimu-
lation that affects individuals according to their stimulus needs and tolerance.

6. High levels of stimulus and information input result in a high level of
cerebral-cortical and autonomic-nervous-system arousal that tends to decrease with time
as a result of adaptation, which implies reduced responsiveness.

7. Adaptation appears to extract psychological and physiological cost manifested
by impaired performance and pathophysiological changes increasing susceptibility to
disease.

8. Information overload is a category of psychosocial stress brought about by ex-
cess of symbolic stimuli relative to the individual’s processing capacity.

9. Information overload elicits coping strategies aimed at reduction of or escape
from information inputs and related distress. These strategies may take the form of
behaviors inimical to health (e.g., intake of drugs) and social order.

10. Postindustrial society provides a wide range of conditions producing infor-
mation and sensory overload for large segments of the population.

The foregoing hypotheses will require validation by multidisciplinary research.
They have obvious social and medical relevance.

SUMMARY AND CONCLUSIONS

Sensory and information overloads are among the hallmarks of modern life; their
influence on psychological and physical well-being of individuals as well as on social
behavior appears to be far-reaching. It is a social and public-health problem no less
grave than overpopulation, pollution, and the growing scarcity of natural resources.
The experience of overload is contributed to by both man-made transformation of the
physical environment and the mass production of symbols and messages facilitated by
the growth of information technology. It is said that we are in the midst of a revolu-
tion in information that is having a profound impact on the quality of life, human con-
sciousness, and social behavior.83 This revolution promotes an accelerated rate of cul-
tural change and related shifts in value systems that themselves contribute to the
information overload and make formidable demands on human adaptive capacity. It
has been postulated that the high prevalence of and mortality from essential hyperten-
sion and coronary heart disease in technological societies are at least partly related to
accelerated social change and technological development and their related social ef-
fects and one’s modes of coping with them.'3-35 Futurists predict that the data explo-
sion and the growth of information technology will continue unabated.’-# These fore-
casts highlight the social importance of the issues discussed here. As the recently
published report of the Working Party for Future Studies in Sweden states: ‘‘Over-
stimulation threatens to engulf ever larger parts of the social organism. Many men and
women are chronically exposed to sensory overstimulation (e.g. noise), cognitive over-
stimulation (e.g. information flow from the mass media), and social over-stimulation
(e.g., congestion in cities). . . . Overstimulation increases as a direct consequence of
the accelerating pace of technological advance. That also increases the risk of faster
wear and tear on the human organism. It is therefore an imperative mission for inter-
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disciplinary research to shed light on man’s reactions to overstimulation.’’86 Will the
scientific community rise to this challenge?
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Psychosomatic Medicine in the Seventies

An Overview

Psychosomatic medicine as a scientific discipline and an approach to medical practice
has staged a spectacular comeback. After seeming to be dormant, if not extinct, for
almost two decades, it is once more in the mainstream of contemporary medicine and
thought. The problem of assessing the relative contribution of psychological, biologi-
cal, and social factors to the development, course, and outcome of physical and psy-
chiatric disorders has regained a dominant position in both medicine and psychiatry.
Psychosomatic medicine has provided them with a relevant set of theoretical assump-
tions and a long tradition of addressing the mind-body problem in research and clini-
cal practice. The field has grown rapidly in breadth, complexity, and diversity. It has
attempted to answer very old questions about human health and disease with the aid
of modern investigative methods. Its current revival seems to mark the twilight of the
golden age of reductionism, of an intolerant and narrow approach to the study and treat-
ment of disease from a purely biological, psychological, or social viewpoint.

It is significant that the 27th World Health Assembly, held in May 1974, endorsed
a holistic and ecological approach to medical research, practice, and training.! The
participants urged all nations to support research on the role of psychosocial factors
in health and disease. They contended that these factors can precipitate and counter-
act physical and mental illness and are thus crucially important in the prevention and
management of all disease. This historical resolution vindicated the traditional psy-
chosomatic viewpoint.

Knowledge of these developments is not general. Confusion about the current state
of psychosomatic medicine is widespread. Semantic ambiguities abound and impede
meaningful communication. Old stereotypes and outdated viewpoints linger on. Some
psychiatrists and other physicians view psychosomatic medicine as ‘‘an improbable hy-
brid of clinical thinking, physiological speculation and psychoanalytic theory’*2 or as
a doctrine of ‘‘well-meaning but ill-defined humanism.”’3 These views betray deplor-
able ignorance of the current state of the field. It is time to set the record straight.
Three recent books*¢ should help in this regard.

It is difficult to give a balanced account of a subject that is so broad, diversified,
and vigorously evolving. Bias in the choice of topics and in emphasis is unavoidable.
My objective is to survey selected themes in theory, research, clinical applications,
and training, which together comprise psychosomatic medicine in the seventies.

Reprinted from American Journal of Psvchiatry 134(3):233-244. 1977 Copyright © 1977 by the American
Psychiatric Association. Reprinted by permission.
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DEFINITION OF PSYCHOSOMATIC MEDICINE

Psychosomatic medicine has three interrelated facets that jointly define its scope.
(1) It is a scientific discipline concerned with the study of the relationships of biolog-
ical, psychological, and social determinants of health and disease. (2) It is a set of
postulates and guidelines embodying a holistic approach to the practice of medicine.
(3) It encompasses consultation-liaison psychiatry.’ ‘

This tripartite definition includes both the scientific and the clinical aspects of the
field, which have always been its integral constituents.® As a scientific discipline, psy-
chosomatic medicine has focused on the reciprocal relationships between psychologi-
cal and physiological variables and has attempted to correlate them with specified con-
ditions and changes in the person’s social environment. To do so it has had to
simultaneously employ research methods, explanatory concepts, and languages belong-
ing to three distinct levels of abstraction—social, psychological, and physiological. The
principal scientific task has been to elucidate the precise role of defined social and psy-
chological factors in maintaining health and codetermining the development and course
of disease. A complementary task has involved the study of the influence of specified
physiological variables on psychological functioning in all of its principal aspects—
information processing, motivation, emotions, and psychomotor behavior, both nor-
mal and abnormal.

From its inception psychosomatic medicine has been more than a scientific dis-
cipline. It has also represented a point of view on the nature of man and a reformist
movement in, as well as an approach to, medicine. It has predicated a view of mind
and body as abstractions derived from a more concrete entity—a person. It has affirmed
that to achieve comprehensive knowledge of people it is necessary to study them as
individual mind-body complexes ceaselessly interacting with the social and physical
environment in which they are embedded. Thus the psychosomatic conception of man
is integrative, holistic, and dynamic. Psychosomatic medicine advocates a unified con-
cept of health and disease. This advocacy and the related guidelines for clinical ac-
tion justify the connotations of psychosomatics as a reformist movement in medicine
and a distinct approach to the prevention, diagnosis, and management of disease. It
is an approach antithetical to reductionism, one that affirms the uniqueness, complexity,
and the systems view of man.’

Ambiguity has clouded the concept of psychosomatic medicine, and widespread
fallacies about it need to be corrected. It is erroneous to regard it as an affirmation
of metaphysical dualism, an advocacy of psychological causation of physical illnesses,
and a study of the so-called psychosomatic disorders. The concept of psychogenesis
of organic disease is as reductionistic as the germ theory of it, against which psychoso-
matic pioneers inveighed. This concept is no longer tenable and has given way to the
doctrine of multicausality of all disease, one that fits the facts best. It is consonant with
this doctrine to view social and psychological factors as codeterminants of health and
illness and thus as elements having etiological and modifying significance in human
morbidity. The relative contribution of these factors varies from disease to disease,
from person to person, and from one episode of the same disease in the same person
to another episode. It is one of the tasks of psychosomatic research and of every phy-
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sician to try to determine the extent of this relative contribution in various disorders
and in individual patients. Clinical management should be based on such assessment.

If the foregoing arguments are accepted, then it becomes clear that to distinguish
a class of diseases as ‘‘psychosomatic disorders’” and to propound generalizations about
*‘psychosomatic patients’’ is misleading and redundant. Concepts of single causes and
of unilinear causal sequences—for example, from psyche to soma and vice versa—
are simplistic and obsolete. The dynamic interaction of multiple factors occurring in
varying constellations and time sequences, and modified by feedback effects, under-
lies all changes in health. To break down this complexity into testable hypotheses and
validate them, to formulate integrative theories, and to develop effective preventive
and therapeutic methods are the chief objectives of psychosomatic medicine today.

Critics complain that psychosomatic medicine is an undefinable, overinclusive, and
scientifically useless concept. On the contrary, the discipline, as here defined, meets
the need for an integrative and overarching science of man as a biological organism,
a self-aware person, and a social being. More specifically, it is a body of empirical
knowledge and practical precepts regarding the role of symbolic processes and their
emotional correlates and behavioral consequences in health and disease. The current
revival of the field attests to the fascination it engenders and the intellectual challenge
it poses.

A HISTORICAL PERSPECTIVE

Psychosomatic medicine in the seventies can be better understood if viewed against
its historical background. In its present form as an organized field of scientific inquiry
it is about 50 years old. However, its historical roots reach back to the origins of West-
ern medicine and thought in Greece of the fifth century B.C.8 It is sobering to find
that many themes in psychosomatic research and theory today were formulated and
recurrently addressed over the centuries. For example, Gaub, a professor of medicine
in Leyden, wrote in 1747 that ‘‘the reason why a sound body becomes ill, or an ail-
ing body recovers, very often lies in the mind. Contrariwise, the body can frequently
both beget mental illness and heal its offspring’’ (cited in reference 9, p. 71). Gaub
wrote of the harmful, even lethal, effects on the body of intense fear, rage, and joy
as well as of unexpressed sorrow and suppressed anger.

In 1872 Tuke'® compiled a vast body of observations and anecdotes recorded in
Western medical literature and pertaining to the influence of the mind on the body in
health and disease. That monumental book was a landmark since it presented in a co-
herent theoretical framework a mass of previously scattered and unorganized infor-
mation. Thus the groundwork for a new science was laid. Yet it took another half-
century for psychosomatic medicine to evolve as a recognized discipline. It is clear
that the late nineteenth century provided an unfavorable climate for empirical study
of the mind-body problem. Three independent developments made such study possi-
ble. Freud, Pavlov, and Cannon offered new methods of research and explanatory con-
cepts that propelled the mind-body problem into prominence again.

By the 1920s the stage was set for psychosomatic medicine to emerge from the
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background of philosophy and medical folklore. What had started as a cluster of
hunches, clinical anecdotes, and imaginative speculations became a subject of scien-
tific investigations. Both conceptual and research tools were at last available. For the
next 30 years or so the field followed two major directions—psychodynamic and psy-
chophysiological, respectively. The former was inspired by psychoanalytic theory and
relied on psychoanalytic concepts and methods of making observations. The most in-
fluential representative of that trend was Alexander.!' His specificity theory, which
linked in a causal chain specific unresolved unconscious conflicts with specific somatic
disorders, dominated the field until about 1955.

Alexander formulated many of the core assumptions of psychosomatic medi-
cine.!! He postulated the decisive role of unconscious conflicts and related emotions
in the development of such disorders as bronchial asthma, ulcerative colitis, thyrotox-
icosis, essential hypertension, rheumatoid arthritis, neurodermatitis, and peptic ulcer.
His was an imaginative approach, one that stimulated much clinical research and raised
hopes of effective therapy aimed at the resolution of the pathogenic conflicts. Yet this
methodological approach had weaknesses. It causally linked variables of very differ-
ent levels of abstraction, e.g., conflict and peptic ulcer, without due regard to the in-
tervening psychophysiological mechanisms. Validation of Alexander’s hypotheses
proved predictably difficult.'> The hoped-for efficacy of therapy based on them did
not materialize despite some successes.!3 The hypotheses gained wide currency and
were reduced by uncritical supporters to simplistic ‘‘psychosomatic formulae’’ that
were applied indiscriminately to all patients suffering from one of the psychosomatic
disorders. By about 1955 this approach had ground to a halt and left in its wake wide-
spread disenchantment with psychosomatic medicine as a whole. The field suffered
a sharp drop in popularity and credibility and seemed to be heading for the annals of
medical history.

The second major direction in psychosomatic research and theory, the psy-
chophysiological one, was concurrently developed with less fanfare by Wolff and his
many collaborators at Cornell University over a period of 30 years, i.e., until his death
in 1962. It was marked by careful scientific and experimental design, quantification
of the studied variables, focus on conscious and thus more readily elicited psycholog-
ical factors, and concern with the mechanisms mediating between symbolic stimuli and
processes on the one hand, and peripheral physiological changes on the other. Wolff
developed a theory of psychological stress and applied it to a wide range of somatic
diseases.'* He and his co-workers carried out ingenious psychophysiological studies
and employed epidemiological methods in research on the role of social and psycho-
logical factors in disease. His work has had a decisive influence on psychosomatic re-
search during the past 15 years.

This brief historical sketch may lend a sense of continuity to the following sur-
vey of the current psychosomatic scene.

CURRENT STATE OF PSYCHOSOMATIC THEORY

The influence of psychoanalysis on psychosomatic medicine has waned in the past
20 years. It has been difficult to validate the proposed primacy of unconscious psy-
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chological factors, such as conflicts, in the pathogenesis of various somatic disorders.
Alexander’s specificity theory still has a few adherents, and attempts to validate its
hypotheses continue.'? Although the theory has some value for clinical prediction and
the therapy of patients suffering from one of the seven ‘‘psychosomatic disorders,”’!3
it has failed to generate new research and clinical applications. Other psychoanalytic
concepts, such as conversion, somatization, physiological regression, repressed affects,
and psychogenesis, continue to be used by some workers to account for various so-
matic disorders. There is much less of a tendency, however, to claim that these con-
cepts can adequately explain the occurrence of any of the major diseases prevalent to-
day. They are more helpful for understanding certain somatic complaints not based
on demonstrable pathology.” The tendency to psychologize bodily functions has been
tempered.

Psychoanalytic concepts and methods of observation continue to be important for
psychosomatic medicine. They contribute knowledge of the unconscious significance
of all information for the person, of the symbolic meaning of body parts and func-
tions, and of unconscious motivation and conflicts. All of these factors influence a per-
son’s psychophysiological responses to life events and situations and susceptibility and
psychological reactions to illness. Thus they codetermine the timing of onset, course,
and outcome of disease. Yet unconscious factors are merely one class of relevant vari-
ables that must be studied in relation to all of the other classes to achieve comprehen-
sive knowledge.

Current psychosomatic theory has been influenced by general systems and infor-
mation theories, the doctrine of multicausality of somatic functions and behavior, no-
tions of psychophysiological response specificity and activation, the theory of oper-
ant conditioning and self-control of visceral functions, the hypothesis of object loss
as an antecedent of disease, and by the concepts of psychosocial stress, cognitive ap-
praisal and meaning, individual susceptibility to disease, adaptation, coping, and feed-
back.457 The most influential theoretical formulations have been generated by
Wolff,'* Grinker,'S Engel,'® and Lazarus,'” among others.®

In contrast to the first phase of psychosomatic medicine (between about 1925 and
1955), the present phase is marked by relatively less emphasis on individual psy-
chodynamics and more on psychophysiological responses to environmental stimuli.
Theoretical perspectives have broadened to include the effects of social factors on
health. Family interaction and disruption, conditions and relationships on the job, ur-
banization, poverty, migration, and rapidly changing value systems and lifestyles are
some of the social variables whose impact on psychophysiological functioning and
health is generating hypotheses and research.’ This trend has complemented, not sup-
planted, traditional psychodynamic and psychophysiological approaches. The individual
has not been lost sight of. Yet a social and ecological dimension has enriched the previ-
ously two-dimensional psychosomatic theories that focused on psychophysiological in-
teractions but disregarded the social milieu.'® As Dubos'® reminds us, ‘‘The under-
standing and control of disease require that the body-mind complex be studied in its
relations to external environment.’’

Another major shift in focus is shown in the current concern with conscious emo-
tions and cognitive processes and their anatomical substrate and physiological concomi-
tants. These psychological variables are more easily elicited and quantified than the
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unconscious ones and are thus more amenable to scientific study. Their physiological
concomitants and consequences must be identified if we are to move beyond vague
talk about the mysterious leap from the mind to the body. Without knowledge of the
mediating mechanisms, hypotheses of psychosomatic etiology would remain inspired
speculations.

Thus current psychosomatic theories are more complex and holistic than ever.
They reflect the scientific zeitgeist marked by acceptance of complexity, by attempts
to study and relate multiple variables, and by striving for theories straddling interdis-
ciplinary boundaries.

DOMINANT THEORETICAL CONCEPTS AND FORMULATIONS

Psychosomatic hypotheses and research are attempting to answer several decep-
tively simple questions. Why does a person respond to particular social situations and
specific life events with a given pattern of psychological and physiological changes?
Which psychological variables may help predict when an individual will become ill
and what illness he or she will develop? Through which pathways and mechanisms
do symbolic stimuli bring about changes in susceptibility to somatic illness? Which
kinds of social situations and events are most likely to predispose to and precipitate
illness in a given person or group? Which behaviors, attitudes, and social conditions
are most conducive to health and to adaptive coping with illness? What are the psy-
chological characteristics of people who most readily become ill or complain of bodily
symptoms, or both?

Current psychosomatic theories and research revolve around these questions. An-
swers to them are sought to advance control over disease and suffering. The main goal
is to identify those psychosocial variables which increase susceptibility to illness as
well as those which enhance resistance to and adaptive coping with it. Such knowl-
edge is needed as a basis for social and psychological measures that will help to pre-
vent and ameliorate diseases causing chronic disability and premature death. There is
accruing evidence that this goal may be achieved by modifying specific behaviors, at-
titudes, and emotional responses and improving social supports.

It is worth attempting to outline the general framework of current psychosomatic
theory against which the more specific explanatory concepts and hypotheses may be
viewed. A core assumption asserts that man’s symbolic activity, subserved by the ce-
rebral structures and functions, influences organismic processes at all other levels of
organization down to the cellular level. Thus the realm of conscious and unconscious
perceptions, thoughts, memories, imagery, and fantasy constitutes a set of factors af-
fecting homeostasis, adaptation, and health. In turn, symbolic activity is influenced
by environmental stimuli and by bodily processes that directly affect cerebral func-
tions. Symbolic processes are responsive to information inputs from the following three
sources: the environment, the body, and the partly autonomous symbolic activity it-
self. Social situations and events are obviously the most significant source of infor-
mation for the person. Information can affect the individual insofar as it is appraised,
consciously, unconsciously, or both, and endowed with subjective meaning. The lat-
ter is a condition for activation of emotions. In turn, emotions have physiological con-
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comitants and cognitive and behavioral consequences, all of which can bring about
changes in health.'® These propositions will be further discussed in the section on psy-
chosocial stress.

The second set of core assumptions pertains to the role of enduring psychologi-
cal and physiological tendencies to react to specific stimuli with individually specific
patterns of cognitive, emotional, behavioral, and physiological responses. These ten-
dencies codetermine which life situations and changes are most likely to result in a
given illness in the person. They are partly inborn and partly learned and are subject
to modification and self-control.2® Developmental factors and the kinds, timing, du-
ration, and intensity of environmental, especially social, stimuli during the early de-
velopment of the organism and personality help shape future psychophysiological re-
sponse patterns. They codetermine individual susceptibility to disease.?!

The following three currently influential sets of concepts and hypotheses reflect
the preceding assumptions: psychosocial stress, psychophysiological response speci-
ficity, and individual susceptibility to disease.

PSYCHOSOCIAL STRESS

This concept has been methodologically fertile despite its weaknesses. '41617.22.23
It implies that social situations and events as well as such psychological states as con-
flicts and frustrated strivings may disturb homeostasis and impose adaptive demands
on the organism. This class of variables is usually referred to as ‘‘stressors,”’?2:23
“stressful life events,”’?* or “‘life changes.”’?

Ambiguity has resulted from three meanings of the term “‘stress.’” For different
writers it connotes a state of the organism; the stressors; or an area of study includ-
ing stressful stimuli, an organism’s responses to them, and the totality of intervening
variables.!'4-27-22.23 Controversy also persists regarding the relative specificity versus
nonspecificity of physiological changes evoked by various stressors?® I propose the
following definition: psychosocial stress refers to external and internal stimuli that are
perceived by and are meaningful to the person, activate emotions, and elicit physio-
logical changes that threaten health and survival.

Psychosocial stress may be, indirectly; as injurious as extremes of temperature,
pathogenic microorganisms, and physical trauma.”-'4-16 It is distinguished from these
other categories of stress or stressors by virtue of its dependence on symbolic activ-
ity and emotions. Psychosocial stress is not necessarily pathogenic and may be benefi-
cial. Its effect on health depends on the person’s coping capacity, social support, and
other factors. The key intervening variables in psychosocial stress are information, its
cognitive appraisal and subjective meaning, and emotions.

The following five major categories of subjective meaning of information may be
distinguished: threat, loss, gain or relief, challenge, and insignificance.?® Information
that signifies threat, loss, or both for the person is particularly liable to evoke dys-
phoric emotions of fear, anxiety, anger, grief, depression, guilt, and shame. Such emo-
tions play a crucial role in mediating the adverse effects of such information on the
functions of the body and on illness behavior. They activate one of the following three
defensive behavioral tendencies: fight, flight, or immobility (conservation-
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withdrawal).?’ Subjective meaning of information has sociocultural, personality, and
experiential determinants. On it depends what constitutes stress for the individual.

Emotions are viewed as intervening variables between meaning of information and
bodily changes elicited by it.28-2 They may also be activated by direct stimulation of
the limbic-hypothalamic system. They have physiological concomitants (cardiovascular,
respiratory, glandular, musculoskeletal, and so forth) that may have one or more of
the following effects: (1) be perceived and augment, reduce, or change the quality of
the emotion; (2) predispose to, precipitate, make manifest, exacerbate, or ameliorate
a pathological bodily process; (3) motivate behavior inimical or conducive to health;
(4) set in motion ego mechanisms of defense and coping strategies aimed at relief of
distress; and (5) be communicated as somatic symptoms and foster adoption of the sick
role.26

Psychophysiology of emotions has been one of the foci of stress research and the-
ory.?8-29 Neuroendocrine mechanisms are of key importance. Efforts continue to iden-
tify those social and psychological variables which constitute the most common forms
of stress by virtue of the emotions that they arouse. It is postulated that the more dis-
turbing an event or situation is for the person, the higher the probability that it will
lead to bodily dysfunction and disease. The kind, intensity, and duration of the evoked
emotions are the decisive variables.

Bereavement,0 loss of job,3! disturbed family interaction,32-33 specific work con-
ditions,3* and sensory and information overloads’> are examples of common psy-
chosocial stressors. There are two major approaches to the study of psychosocial stress,
qualitative and quantitative. Proponents of the former approach are exemplified by En-
gel (cited in reference 36) and Schmale.36 They have proposed that object loss is a
common antecedent of illness. According to this hypothesis, actual, anticipated, or fan-
tasied loss of a valued person, possession, body part, or life style is likely to lead to
a psychological state called the giving up-given up syndrome and its associated emo-
tions of helplessness or hopelessness. Thus the quality, or subjective meaning, of a
life change is postulated to be correlated with onset of illness. The quantitative ap-
proach, represented by Holmes and Masuda3” and Rahe,?’ asserts that the magnitude
of recently accumulated life changes is predictive of near-future illness and its severity.
These two approaches should be viewed as mutually complementary rather than ex-
clusive.

The value of the concept of stress has been challenged lately.?2 Semantic am-
biguity has detracted from is usefulness. It is difficult to distinguish between stress-
induced illness and illness behavior.3? Despite these methodological flaws the concept
of stress has heuristic value. It has helped to bring together in a coherent framework
a mass of observations on the relationship of social factors, the individual’s symbolic
activity, and changes in health. It has prevailed in the face of criticisms and modifi-
cations and is likely to be with us for'a long time to come.??

PSYCHOPHYSIOLOGICAL SPECIFICITY

As recently revised,* this concept pertains to the probability that a person will
respond to a given stimulus situation with a predictable set of psychological and phys-
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iological changes. Such a prediction must be based on the following three sets of
variables.

1. The nature, intensity, and duration of the stimulus situation. If the latter is
known to evoke similar responses in many individuals, then one talks of stimulus re-
sponse specificity or stereotypy.

2. The enduring psychological and physiological response characteristics of the
person, or individual response specificity. These variables are critically important for
the prediction of individual differences in response to the same type of stimulus situ-
ation, be it the death of a close person, loss of a job, or public speaking. This issue
has generated the bulk of psychosomatic hypotheses and research. Personality, genetic
factors, developmental history, past exposure to illness, unconscious conflicts and
modes of defending against them, behavior patterns, attitudes, and operant condition-
ing have all been invoked to account for individual psychophysiological response
characteristics and for susceptibility to illness in general and to specific diseases in par-
ticular.”-340 Mirsky’s formulation*' of the etiology of duodenal ulcer exemplifies a
multifactorial hypothesis postulating individual response specificity.

3. The current psychophysiological state of the person. Current emotional state,
fatigue, level and pattern of autonomic arousal, presence of physical illness, and state
of consciousness are some of the variables subsumed under this heading.

This concept highlights current attempts to study the interactions of multiple vari-
ables influencing psychophysiological functioning in health and disease. It is broader
than that propounded by Alexander!'-'? and applicable to both normal and pathologi-
cal responses. It is less ambiguous and more general than the concept of stress and
free of value judgments of what is stressful. Its weakness lies in its low explanatory
power. One must study the various variables in a given person to be able to predict
with reasonable probability how he or she will react. The concept is valuable as a blue-
print for psychosomatic research and a construct linking many interacting variables.

INDIVIDUAL SUSCEPTIBILITY TO DISEASE

Psychosomatic theories of etiology fall into the following two classes: specificity
and generality. Both assert that social and psychological variables contribute to mor-
bidity; however, they differ in regard to the proposed nature of the causal links and
pathogenesis. Specificity theories postulate that specific psychological variables have
a predictable relationship to specific physiological variables, somatic disorders, or both.
Specific psychological characteristics such as particular emotions; unresolved uncon-
scious conflicts over sexual, dependent, or hostile strivings; personality style; temper-
ament; attitude; behavior pattern; and mode of communicating distress have been cor-
related with specific physiological characteristics, both normal and abnormal. Causal
links have been claimed or implied between some of these psychological variables and
specific disorders, especially the psychosomatic ones. A well-known example of pro-
posed specificity is the relationship between Type A behavior pattern and the develop-
ment of coronary heart disease and is complications.** Thus it is postulated that spe-
cific psychosocial factors contribute to specific, or individual, susceptibility to disease.
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The generality theories hold that a wide range of life events may increase the prob-
ability that the person will become ill. A postulated state of general susceptibility to
disease is thought to be the intervening variable.*3 It is not implied that this state is
a nonspecific and unitary one like Selye’s concept of stress (cited in reference 3). This
is indeed unlikely. Epidemiological studies, however, have consistently demonstrated
a positive correlation between the magnitude of life change and the subject’s near-future
ill health and its severity.2* A lowered resistance of the host to all kinds of pathology
is postulated.*

In my opinion, the generality and specificity theories complement each other
neatly. The former theories have identified conditions in a person’s life whose occur-
rence increases the probability of imminent illness. The latter theories allow a meas-
ure of prediction of which events are potentially hazardous for a given person or class
of people sharing one or more psychological characteristics and which illness is most
likely to follow exposure to such events. Combined, the two theories enhance our abil-
ity to predict illness and to identify persons at risk. They do not prove that life events
or specific psychological characteristics are causally related to disease rather than be-
ing statistical correlates of it. In any case, however, the theories provide a much-needed
basis for social and psychological preventive measures for individuals whom they help
identify as vulnerable.

Psychosomatic medicine has progressed thanks to imaginative theorizing, methodo-
logical advances, and systematic observations in the clinic and laboratory. Both the-
ory and data gathering are necessary. In the following section the growing empirical
basis of the field is reviewed.

CURRENT TRENDS IN PSYCHOSOMATIC RESEARCH

A diversity of studies and methods of investigation characterizes psychosomatic
research today. Adherence to the scientific method has improved the quality of this
research. Gone are the days of sweeping generalizations from the clinical studies of
a few individuals. Many relevant studies are not labeled as ‘‘psychosomatic’’ by the
investigators. Their inclusion here follows logically from the definition of the field as
a whole. Thus any study that focuses on correlations among social, psychological, and
physiological variables may be designated ‘‘psychosomatic.’” Furthermore, such studies
usually relate to issues of health and illness.

The following five major groups of studies comprise psychosomatic research in
the seventies:

1. Study of the role of specified social and psychological factors in the etiology
of a wide range of human diseases.

2. Study of mediating mechanisms, that is, of neuroendocrine, neurophysiologi-
cal, and immune processes intervening between the central nervous system activity ex-
pressed in psychological terms and the physiological functions, both normal and ab-
normal, of organs and tissues.

3. Study of psychosocial responses to physical illness and their effects on its course
and outcome.
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4. Study of the influence of specified somatic processes on psychological func-
tioning.
5. Study of the effectiveness of behavior-modifying therapies on somatic disorders.

Psychosomatic research is of necessity multidisciplinary and multifactorial. Its
methodology encompasses the following three general approaches: psychophysiology,
i.e., laboratory and experimental work using human and animal subjects; epidemiol-
ogy; and clinical studies.’

A brief survey of examples of the subjects studied and the methods employed may
give the reader a glimpse of the vast scope and clinical relevance of this research.

ETIOLOGICAL STUDIES

Attempts to identify psychological and social factors that might prove to be causally
related to bodily disorders have never ceased. However, as Susser’ has pointed out,
the most common etiological factors are neither sufficient nor necessary but only con-
tributory. This comment should temper the zeal to postulate psychogenesis of any so-
matic disorder. As Engel'® has urged, we should revise our simplistic concepts of
etiology. It is most appropriate to conceive of it in terms of the dynamic interaction
of several sets of factors, including psychosocial ones, of different weight and tem-
poral relationships that together enable the development of a given disease. This modi-
fied concept of etiology is particularly applicable to the most prevalent diseases
today . 44-46.47

Medicine’s main efforts are currently directed at unraveling the etiology of the
chronic diseases responsible for the highest rates of premature mortality and the greatest
burden of disability, suffering, and cost. Coronary and cerebrovascular diseases,
respiratory disorders, cancer, diabetes, essential hypertension, rheumatoid arthritis,
multiple sclerosis, and epilepsy head the list. Psychosomatic studies have focused on
these diseases. Psychosomatic research has been directed at all of the major diseases
since psychosocial factors are generally believed to have a direct bearing on their in-
cidence, course, and outcome.***® This vindicates Engel’s insistence that psychoso-
matic investigators should move beyond their compulsive preoccupation with *‘psy-
chosomatic disorders.’*48

Immense efforts are being made to elucidate the precise role of social and psy-
chological factors in the etiology of coronary heart disease.*>-5? Some evidence sug-
gests that these factors do play a role in the genesis of the disease and certainly in
predisposing an individual to and precipitating acute cardiac events, i.e., myocardial
infarction, arrhythmias, angina pectoris, and congestive heart failure.5> Behavior
related to eating habits, smoking, exercise, and work may affect coronary heart dis-
ease by means of the so-called risk factors.’? Particular attention, however, has been
paid to hypotheses that specific personality characteristics manifested by a recog-
nizable behavior pattern and rewarded by affluent societies may have a direct patho-
genic effect through chronic or repeated activation of specific neuroendocrine
mechanisms.42:49:50

The concept of the coronary-prone, the so-called Type A, behavior pattern con-
tinues to be investigated.4%-%0 This pattern features competitiveness, aggressiveness,
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restlessness, a tendency to speed up all activities, impatience, a sense of being under
time pressure, marked dedication to work, and ceaseless striving for achievement.
Retrospective and prospective studies**- indicate that people displaying these charac-
teristics have a higher than expected probability of developing coronary heart disease
and myocardial infarction and of dying prematurely. Considering the fact that about
650,000 people die of coronary artery disease in this country every year and that 25 %
of them are 35 to 64 years old,> the practical importance of identifying psychosocial
factors of etiological and prognostic significance is obvious. The results to date are
promising and may soon be applied in preventive programs.*>-49-50 Behavior modifi-
cation is particularly relevant to this area, since millions of individuals are at risk and
traditional psychotherapeutic methods are obviously inapplicable on such a scale, even
if they proved to be effective.

Essential hypertension is another condition that has spawned a vast number of psy-
chosomatic studies.’3 Their results are not conclusive but have already provided a
number of suggestive clues. It is believed that emotional and autonomic arousal in-
duced by a variety of stressful stimuli in genetically predisposed people will provoke
repeated pressor responses that may lead to chronic hypertension.* Studies of this
condition have employed clinical,’*->5 epidemiological,>® and experimental animal
methods.> Henry and collaborators induced hypertension and cardiovascular pathol-
ogy in mice by altering their cages so as to maximize their encounters and to disrupt
their social organization. An epidemiological study by Cobb and Rose>’ found a high
incidence of hypertension in air traffic controllers. Clinical studies have focused on
repressed hostility as a predisposing factor to the disease,* and on the effects of
biofeedback’’ and relaxation® in lowering high blood pressure. These are but a few
selected examples of psychosomatic research in this area. The findings to date sup-
port the hypothesis that certain social conditions and personality characteristics com-
bine to increase the probability of a person’s developing hypertension. No single fac-
tor is decisive, and it makes no sense to label essential hypertension a ‘‘psychosomatic
disorder.”’

Even such ‘“‘organic’’ diseases as cancer are being investigated from the psychoso-
matic viewpoint. Both clinical and animal studies are in progress.’*-%0 Psychological
clinical studies have focused on two variables—personality characteristics and emo-
tional antecedents of cancer. Studies of patients with breast and lung cancers>®® show
that they are characterized by a marked tendency to repress experience or suppress
expression of certain emotions, especially anger. A second group of studies®!-%2 has
attempted to relate onset of cancer to recent object loss, but the results are contradic-
tory. Current knowledge of immune mechanisms allows one to hypothesize that events
at man’s symbolic level of organization and their emotional correlates may modify,
i.e., enhance or inhibit, the body’s immune defenses, whose role in the genesis of ne-
oplasia is postulated.

The animal studies by Riley® are relevant. He found that mice carrying the Bitt-
ner oncogenic virus had a different latency time for development of mammary carci-
noma. After 400 days, 92% of the mice subjected to much handling and other stress
had developed tumors, compared with only 7% of the undisturbed, nonstressed animals.
Riley proposed that stress leads to increased adrenal cortical activity and consequent
deficiency of T cells, impairment of host defense system, and thus increased individual
susceptibility to cancer.
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A different approach to etiology is one focused on the relationship between stressful
life changes and general morbidity rather than on specific disease.* This epidemio-
logical approach is prominently represented by Hinkle (cited in reference 64), Holmes
and Masuda,*” and Rahe.?’ Hinkle claimed that exposure to social change may lead
to a major change in health if the former is subjectively important, if there is preexis-
tent illness or susceptibility to it, and if there is a significant change in the subject’s
activities, habits, ingestants, exposure to pathogens, or in the physical characteristics
of his environment. Thus a confluence of variables is necessary for a life event or sit-
uation to contribute to morbidity.2* Holmes and Masuda’’ have asserted that the mag-
nitude of life change is related to the time of disease onset and the seriousness of the
resulting chronic illness. They postulated that life changes may contribute to causa-
tion of disease by lowering resistance to it. Rahe?S proposed that exposure to life
change may lead to perception of physical symptoms and reports of near-future ill-
ness, but that several intervening variables modify its impact on health. These vari-
ables consist of the subject’s past experience, psychological defenses, coping style, and
degree of physiological activation. The protective role of adequate social supports is
increasingly recognized.*4-64.65

Dozens of life change studies have provided evidence that the onset of illness is
more likely to occur after a person has experienced an event that made adaptive de-
mands on him or her. Events signifying a loss for the person are more likely to be
followed by illness. Intensive studies of individuals, such as those carried out by the
Rochester group,3¢ support this contention. Epidemiological studies can only indicate
statistical correlations and need to be supplemented by clinical research. The meth-
odology of life change studies is constantly being refined to increase their sensitiv-
ity.2#25 A life change is a relatively discrete event of brief duration. However, social
situations that are of long duration and devoid of dramatic change, such as a frustrat-
ing marital relationship or job, may also affect health.%

There is evidence that members of the lower socioeconomic classes have gener-
ally higher rates of morbidity, mortality, and disability.5” What are the psychosocial
factors associated with poverty that have etiological significance? Low status integra-
tion is viewed as a major form of social stress contributing to disease.4” Most chronic
diseases, such as coronary heart disease or cancer, have a long preclinical phase. Life
changes may be predictive of the onset of clinical manifestations but may reveal nothing
about the etiology of any disease.®® Thus we still need to study personality variables
and enduring behavior patterns as well as chronic life situations and social conditions
for clues to etiology. Work on the Type A behavior pattern and on personality corre-
lates of cancer and other major chronic diseases must continue to help identify who
is at risk, from what disease, and when. Longitudinal studies are already yielding in-
triguing data.®

STUDIES OF MEDIATING MECHANISMS

In order to establish causal links between social and psychological factors on the
one hand and physiological and pathological changes on the other, one needs to iden-
tify mediating physiological processes and pathways. This is the domain of clinical and
laboratory psychophysiological research employing human and animal experimental
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subjects.” Current research focuses on neurophysiological,”' neuroendocrine,’”? and
immune”-7* mediating mechanisms.

Mason’ has done some of the most important work in this area over the last 20
years. His research on the psychoendocrinology of emotions has involved concurrent
assays of about ten hormonal responses to a variety of psychosocial stimuli.”> The
subject’s emotional state, psychological defenses, developmental history, and current
psychosocial situation have to be taken into account to allow prediction of the pattern
of hormonal responses to a given stimulus. Levels of cortisol, adrenaline, noradrena-
line, thyroxine, insulin, growth hormone, and testosterone are found to respond con-
currently, sensitively, and relatively specifically to the emotion-arousing stimuli. Mason
concluded that psychological influences profoundly alter hormonal balance in the body
on both a short- and long-term basis and thus may affect all metabolic processes. He
endorsed the psychosomatic concept of disease as a disordered integration of the dy-
namic steady state.

A related area of psychophysiological research has focused on catecholamine secre-
tion in response to both laboratory analogues of ‘‘natural’’ stress and to the daily
streses, such as commuting.”®-77 Studies by Frankenhaeuser and collaborators’” have
shown that an increase in catecholamine levels in the blood occurs in response to both
pleasant and unpleasant situations and during both understimulation and overstimula-
tion. Thus increased catecholamine secretion accompanies emotional arousal elicited
by ubiquitous environmental stimuli.”” Repeated and protracted increases in adrena-
line and noradrenaline secretion occasioned by recurrent emotional arousal evoked by
noise, crowding, appetitive stimuli provided by the media, driving in heavy traffic,
and other common stimuli provided by the contemporary affluent environment may
contribute to the high prevalence of cardiovascular diseases.>* Novel, discrepant, and
unpredictable stimuli and information tend to elicit intense and prolonged and thus
potentially injurious arousal.3%-33

Psychophysiological research has not been confined to the laboratory. For exam-
ple, Taggart and associates’ ingenious studies of public speakers’® have shown that
they exhibited tachycardia, changes in the ECG, and increased levels of plasma
noradrenaline, triglycerides, and free fatty acids. This is but one example of a large
number of recent studies of psychophysiological responses to social stimuli. Use of
telemetric recording apparatus allows the monitoring of several physiological indices
in people engaged in their daily activities. This is a highly promising approach to the
study of physiological mediating mechanisms. It helps to identify the nature and psy-
chophysiological consequences of common stressful situations.

In general, the vast volume of psychophysiological studies carried out in the last
two decades has advanced our knowledge of the pathways and processes interposed
between social stimuli and psychological responses to them and of the changes in a
wide range of physiological functions and indices. These changes provide links in the
sequence of events leading from psychosocial factors to bodily disease.

STUDIES OF PSYCHOSOCIAL RESPONSES TO DISEASE

This area of research, sometimes referred to as somatopsychology, has flourished
lately after years of neglect.”” The influence of psychosocial factors on the course and
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outcome of all kinds of physical illness has been convincingly demonstrated.26.79-80
The subjective meaning of illness-related information has been shown to be more im-
portant for the occurrence of maladaptive responses to disease than the latter’s
severity.26 The concepts of coping, illness behavior, and the sick role have become
widely accepted.26-8! These factors are influenced by the patient’s personality and fa-
mily interactions and by the conscious and unconscious meaning for him or her of the
diseased organ, dysfunction, and diagnostic label.26 The kind and intensity of the
emotional responses to personal illness are related to the meaning of the illness and
affect its course and outcome. Anxiety, for example, is extremely common among
cardiac patients and may precipitate every major complication of heart disease.52-54.82
It can also contribute to psychogenic invalidism following myocardial infarction.33

Recent studies™ show that psychiatric complications are common among the
physically ill and that medical and psychiatric disorders coexist in 25 to 50% of the
patients studied in every type of treatment setting. These findings highlight the necessity
for integrated medical and psychiatric health care and for continued growth of liai-
son psychiatry.

Numerous studies®-3* have focused recently on psychological responses to and
psychiatric complications of modern medical and surgical treatments and therapeutic
environments. Open-heart and coronary bypass surgery, chronic renal hemodialysis,
and organ transplantation have brought both benefits and psychiatric casualties.35-8
Finally, the vast recent increase of research in thanatology represents a logical exten-
sion of the psychosomatic approach to medicine.’®

Psychosomatic etiological studies aimed at primary prevention have had limited
success to date.8” By contrast, somatopsychic research has already contributed to
more effective prevention and amelioration of psychiatric complications of somatic
disease and disability. This area of research has had a profound effect on current
medical practice and training. Interested readers are referred to several recent
reviews,5:26.79.80

STUDIES OF THE INFLUENCE OF SOMATIC PROCESSES ON BEHAVIOR

This research logically belongs to the.domain of psychosomatic medicine. It com-
prises studies of the psychological aspects of cerebral function and dysfunction. Re-
cent research on brain-behavior relationships is indispensable for the understanding
of psychosomatic processes.®® There is a renewed interest in psychopathological
manifestations of cerebral disorders®; a new classification of the organic mental dis-
orders reflects this.®® Limitation of space precludes discussion of recent developments
in this field.

STUDIES OF BEHAVIOR-MODIFYING THERAPIES

One of the most striking developments of the past decade is the application to so-
matic disorders of treatments aimed at modifying behavior, attitudes, and emotional
responses. Advances in this area have followed developments in psychopharmacology
and behavior modification. Inspired by learning theory, studies on biofeedback,-9!
behavior modification,” and various relaxation techniques®® have opened up new ther-
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apeutic vistas. The rapidity with which these studies have led to therapeutic applica-
tions in medicine reflects implicit acceptance of basic psychosomatic assumptions. Cur-
rent widespread interest in meditation and biofeedback reflects the belief that man has
a measure of volitional control over visceral functions which may be used to counter-
act potentially injurious physiological arousal elicited by the stresses of modern life.
Psychotropic drugs,* individual and group psychotherapies,®-% and hypnosis®’ com-
plete the list of a growing number of therapies applied to modify physiological func-
tions and somatic disorders by means of effects on psychological functions and be-
havior. Stunkard®® is right in stating that ‘‘the development of increasingly effective
therapeutic techniques has changed the emphasis in psychosomatic medicine from un-
derstanding to action.’’

TEACHING PSYCHOSOMATIC MEDICINE

The transmission of information about advances in this field has lagged behind
developments in theory, research, and clinical applications. Consultation-liaison psy-
chiatry has carried the brunt of clinical teaching. Liaison psychiatry, a clinical com-
ponent of psychosomatic medicine, has been extensively reviewed recently®® and can-
not be discussed here. There is an urgent need for guidelines on the teaching of all
aspects of psychosomatic medicine to medical students and residents, psychiatric
trainees, and other health professionals.'® This overview is intended as a conceptual
framework and resource for this teaching. Psychiatrists and other physicians cannot
be considered adequately trained unless they have been exposed to at least some of
the material discussed in this article. Several English-language journals contain much
of the pertinent information and should be available in every medical library. They
include Psychosomatic Medicine, Journal of Psychosomatic Research, Journal of Hu-
man Stress, International Journal of Psychiatry in Medicine, Psychosomatics, and Psy-
chophysiology. Several fairly recent books fill the need for reference sources on all
aspects of the field.4-6.24.28.80

CONCLUSIONS

I have tried to present a balanced overview of the broadly conceived field of psy-
chosomatic medicine in the seventies. Theoretical, investigative, clinical, and teach-
ing aspects have been touched upon. Key theoretical postulates and concepts have
served me as a core around which major research and clinical developments could be
meaningfully arranged. I have documented the contention that the field is expanding
rapidly and that ignorance of it would mean that one is out of touch with one of the
most vital areas of contemporary science, thought, and medicine. The relevance of psy-
chosocial factors to health is compelling in these times of rapid social change demand-
ing adaptation.*¢ It is at the interface between the various disciplines concerned with
man, with health and disease, that foremost intellectual challenge faces science today.

Psychosomatic medicine in the seventies is far more diversified, scientifically rig-
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orous, methodologically resourceful, and therapeutically relevant than ever before. Its
hallmarks include a multifactorial approach to the study of health and disease, formu-
lation of testable hypotheses and their careful validation, concern with the clinical ap-
plicability of research, and development of integrative theories to harness complex-
ity. It is unlikely that this is a passing fad. The implications of the current advances
in the field for medicine, psychiatry, and the behavioral sciences are too far-reaching
to permit doubt that its continued growth is inevitable.!0!-192 The scientific and clini-
cal issues that this discipline has addressed have a bearing on man'’s survival and its
quality.
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Holistic-Medical Foundations
of American Psychiatry

A Bicentennial

The cure of many diseases is unknown to the phy-
sicians of Hellas, because they disregard the
whole, which ought 10 be studied also, for the
part can never be well unless the whole is well.
PrLaTo, Charmides

Psychology which explains evervthing explains
nothing, and we are still in doubt.
MARIANNE MORE

Much has been written in recent years about psychiatry’s identity crisis. A historian
summed it up well: *‘The field of psychiatry is now in a state of uncertainty and rest-
lessness, unable to abandon the traditional theoretical models and unprepared to face
the challenge of the great social issues at stake.’’!-P- 7! | believe that the current mal-
aise can be counteracted by a clear reaffirmation rather than an abandonment of those
traditional models which have proven to be especially durable and effective. A historical
perspective is indispensable to identify them. A look back at 200 years of American
psychiatry reveals a conceptual model that is truly its foundation and hallmark. I shall
refer to it as the holistic-medical model or approach. It is the purpose of this paper
to retrace that model’s evolution and the achievements that it made possible and to un-
derscore its fitness as an organizing principle to serve psychiatry in the 1980s and
beyond.

DEFINITION OF TERMS

The word ‘‘holistic,”” derived from the Greek holos, or whole, was introduced
by Smuts? in 1926, and it has been used with increasing frequency but varying clar-
ity since. Smuts used the term ‘‘holism’’ in two senses: to refer to the ‘‘fundamental
factor operative towards the creation of wholes in the universe’’ (p. 86), and to desig-

Reprinted from American Journal of Psychiatry 138:888-895, 1981. Copyright © 1981 by the American
Psychiatric Association. Reprinted by permission. This work was supported in part by GP Special Train-
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nate the philosophical doctrine embodying the holistic conceptions. According to Smuts,
both matter and life consist of unit structures whose synthesis produces natural wholes
or organisms. A whole is always more than the sum of its parts; it is not something
added to the parts but constitutes the parts in their synthesis. Personality, the highest
and most evolved structure in the universe, encompassses mind and body as its con-
stituent elements or aspects. The science of personality should unify and integrate all
of the sciences dealing with the human mind and the human body.

In a strict sense, the word *‘holistic’’ refers to the theory of holism as formulated
by Smuts. As the term became adopted by psychologists, physicians, and laymen, it
lost its metaphysical connotation. Goldstein,? for example, spoke of the *‘holistic ap-
proach’’ to man, one whose hallmark is the concern with the study of the human or-
ganism as a whole. That approach is antithetical to the atomistic one, which focuses
on sections isolated from the whole. Global or unified theories of human behavior have
been called holistic, biopsychosocial, general systems theory, and unified theory.*
Von Bertalanffy’s organismic conception and general system theory> represent the
most elaborate and sophisticated formulation of holistic conceptions in biology and the
behavioral sciences. However, that author dismissed Smuts’ holism as a ‘‘philosophical
speculation, hardly supported by any facts in our present knowledge.’’>- P- 198

In psychiatry Adolf Meyer is the foremost representative of the holistic approach.
He advocated the importance of an integrated approach to the study of man and re-
spect for the ‘‘data which are in the mind of the holist, to use General Smuts’ term.’’6
The holistic approach was adopted by psychosomatic writers, especially Dunbar.’

In medicine, ‘‘holistic’’ designates an approach that advocates the view of ‘‘the
whole person in the context of the total environment.’’8: P- 16 The holistic approach to
health and disease contrasts with the reductionistic, biomedical, or mechanistic ap-
proach, which affirms mind-body dualism rather than unity and ignores the psychoso-
cial aspects of man’s functioning. Most recently, ‘‘holistic medicine’’ emerged as a
vague catchword for an antiscientific and antimedical approach to health and illness;
that perverted use of the term must not be confused with its traditional meaning.?

The following definition is proposed: ‘‘holistic’’ refers to an approach to the study
of man in health and illness and to health care that focuses on the person as a whole,
that is to say, a mind-body complex embedded in a social field. The holistic approach
calls for an integrated use of data, concepts, and tehniques derived from biologic, psy-
chologic, and social modes of abstraction to explain human behavior and to study and
treat all deviations from health in individuals. As Hegel put it, ‘“The true is the
whole.”’%-p- 11

‘‘Medical’’ in the present context refers to the viewpoint that psychiatry is an in-
tegral part of medicine, with which it shares the concern for the scientific study of dis-
ease and treatment of the sick. As a distinguished British observer noted in 1930, “‘It
is not better buildings or maintenance that constitute the real difference of American
psychiatry. The difference depends upon the medical spirit dominating it, and conse-
quent preoccupation with treatment and research.’’0- P- 851 [ submit that this still
applies.
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THE PRECURSORS

Benjamin Rush (1745-1813), the author of the first American textbook of
psychiatry!! and the man generally regarded as the father of American psychiatry,!-!2
inaugurated its holistic-medical tradition in the 1780s. A professor of medicine, he
not only lectured on diseases of the mind but stressed psychologic aspects of all dis-
eases. In an introduction to his lectures he proposed that ‘‘the knowlege of the human
mind is the most important branch of all the sciences,’’ one eminently useful to phy-
sicians as they may ‘‘draw many active and useful remedies from this course, for the
cure of diseases which belong exclusively to the body.’’!2-P- 10 Elsewhere Rush spoke
of the reciprocal influence of the body and mind and of man as a ‘‘single and indivisible
being, for so intimately united are his soul and body, that one cannot be moved, without
the other.’’!3. - 256

Rush’s teachings failed to prevent psychiatry’s isolation from the rest of medicine
in this country, an isolation that lasted for over a century after his death. Yet the holistic
conceptions did not die. In 1832 Amariah Brigham (1798-1849), the founder and first
editor of the American Journal of Insanity, now the American Journal of Psychiatry,
published his Remarks on the Influence of Mental Cultivation upon Health.'* He em-
phasized ‘‘intimate connexion between the mind and body’’ (p. 11). The mind depends
on the healthy state of the body, particularly of the brain; and it influences the func-
tions of the body in health and disease. Insanity is a disease of the brain that may be
caused by either physical factors or moral ones such as ‘‘violent excitement of the
mind.”” According to Brigham, the influence of the mind in producing disease is
neglected by physicians, yet it is exemplified by dyspepsia and other bodily disorders.

The year 1844 was the turning point for American psychiatry for two reasons:
the American Journal of Insanity began to appear, and several months later the fore-
runner of the American Psychiatric Association was formed. Psychiatry, or rather,
‘‘psychological medicine,’’ as it was called then, emerged as a specialty. From then
on the Journal and the presidents of the Association provided the leadership for the
specialty. One of their first efforts was to bring the teaching of medical psychology
to the medical schools, a goal that proved to be elusive. In 1863 Pliny Earle was ap-
pointed professor of psychological medicine at the Berkshire Medical Institute in Pitts-
field, Massachusetts, probably the first such chair established in this country.'> He
lamented that the treatment of insanity had been ‘‘transferred from the doctors to the
turners of the key’’ and argued eloquently in favor of making psychological medicine
a part of the medical curriculum. Earle’s views were endorsed by John Gray,!” then
editor of the Journal, who called for making psychological medicine a required part
of medical teaching and practice. A struggle to end the separation of psychiatry and
the rest of medicine had begun.

Between 1867 and 1873 several clinics for the treatment of nervous disorders and
insanity were opened in Philadelphia, New York, St. Louis, and Boston.!> Toward
the end of the 19th century some leaders of psychiatry began to press for the develop-
ment of psychiatric outpatient departments in the general hospitals to provide for the
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treatment of early and mild cases of mental illness and to offer proper instruction for
medical students. Concurrently, others clamored for the establishment of ‘‘psy-
chopathic’’ wards in the general hospitals.'3 The first general hospital psychiatric unit
was organized by Mosher at the Albany Hospital, Albany, New York, in 1902.'8

Thus, in the second half of the 19th century American psychiatrists initiated a
movement to bring psychiatry into medical education and into general hospitals. Those
developments helped shape American psychiatry in the 20th century. Meanwhile,
Hughes,!? a psychiatrist,was expounding remarkably holistic notions about health and
disease. He predicted, overly optimistically, that an era was approaching when the
whole patient would be treated. He argued that ‘‘in a newer, broader, truer sense than
ever before, do we recognize the monism of man. . . . In estimating the causes, con-
comitants and sequences of his diseases, we consider the whole man in his psy-
choneurophysical relations.”’!%- P- %2 Hughes expressed other innovative views: organs
affected by repeated or prolonged hysterical disorder may at times develop organic
disease; a breakdown in the central nervous system by which its resistance is lessened
makes possible and precedes all cases of cancer as well as phthisis and other bacterial
diseases; secretion of bile may be interfered with by prolonged mental anxiety, worry,
and exertion; and leukemia may result from profound nervous exhaustion or emotional
shock. As the mind through the mediation of the central nervous system has such a
profound influence on the body’s resistance to disease, there is a physiologic basis for
all forms of psychotherapy and for the importance of the physician’s attitude toward
the patient.

The growing reformist ferment in late-19th-centruy American psychiatry was cata-
lyzed by S. Weir Mitchell’s memorable address to the American Medico-Psychological
Association in 1894.2° An eminent neurologist, he roundly criticized psychiatrists for
isolating themselves from the rest of medicine, failing to study mental disorders scien-
tifically, and condoning abject conditions of asylum patients. His sharp critique helped
accelerate the trends aimed at ending the isolation of psychiatry from the rest of medi-
cine and from science and at bringing psychiatric services physically closer to other
medical ones. Research at last got under way, pioneered by van Gieson and Adolf
Meyer. The former wrote a blueprint for it that called for scientific, multidisciplinary,
laboratory-based investigations of mental disorders.?! Such research required
‘‘cooperation of all the medicobiological and psychological sciences.’’?! Meyer suc-
ceeded van Gieson as director of the Pathological Institute of the New York State
Hospitals in New York City in 1902. He was to become the greatest single influence
shaping 20th-century American psychiatry according to the holistic-medical model.

THE AMERICAN SCHOOL: PSYCHOBIOLOGY

The holistic-medical viewpoint was advanced by two men who dominated Ameri-
can psychiatry in the first 40 years of this century: Adolf Meyer and William A. White.
They shared a common conceptual ground that is best subsumed by Meyer’s term ‘‘psy-
chobiology.’’?2 The holistic conceptions and premises of the latter have influenced
psychiatry in this country in all of its major aspects: theory, clinical practice, organi-
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zation of services, training, and research. Because of its distinctive features and the
degree to which it has influenced American psychiatry, one is justified in referring
to psychobiology as the American school. White?? argued that an American school of
psychopathology could be distinguished from various European schools by its charac-
teristic assumptions, such as the belief in the unity of the organism and in the absence
of the metaphysical distinction between mind and body. White and Meyer, who were
both immensely erudite and prolific writers, spelled out the holistic conceptions of the
American school of psychiatry.

White’s core views,?> germane to my theme, may be summarized as follows: The
basic philosophical premise, essential to the progress of psychiatry, is that the mind
and body are not separate entities acting on one another but only two distinct yet in-
tegral aspects of the human organism as a whole. Study of the parts of the organism
cannot result in the knowledge of the whole, since the organism is not merely an aggre-
gation of parts but somehing more: an integrated whole, a psychobiologic unity. The
psyche represents a higher form of integration, one evolved in response to a complex
environment. Mental reactions are total and not partial reactions of the organism. Psy-
chology, the study of the mind, must be regarded as a biologic science. Disease is a
manifestation of the dynamic interplay between organism and environment. It is al-
ways both somatic and psychic, but in any given patient it may be predominantly ei-
ther one or the other. There is a psychologic factor is all disease. Since man is a mem-
ber of the social group and must somehow fit into it, he can be fully understood only
if his relationships to his social environment are taken into account. Mental illness oc-
cupies the borderland between the individual and the social group. Psychiatry is that
medical specialty which ‘‘approaches the problem of the whole individual.”’23. p- 111

Meyer’s conceptions 222425 were no less holistic than White’s. His psychobiol-
ogy was to be the study of man as a person in health and disease. As Lidz* ob-
served, Meyer was primarily concerned with issues of the mind-body unity and the
integration of the person. He spoke of the ‘‘medically useless contrast of mental and
physical’’2-P- 38 and asserted that mental activities were functions of the total organ-
ism. Focus on the scientific study of the person, the unique biologic unit capable of
symbolization or mentation, was the hallmark of psychobiology. ‘‘Psychiatry’’ desig-
nates the study and treatment of all abnormal conditions involving man’s behavior and
mentation. Meyer contrasted a genetic-dynamic, pluralistic, empirical, nondogmatic,
and commonsense psychiatry with that governed by ‘‘theory-inspired imperialism of
fixed doctrine.’’?%-P- 57 The psychiatrist must be primarily a physician, one specially
trained to study and treat personality functions. Psychobiology should be an integral
part of medical training.

Meyer’s teachings have had a profound influence on all of the major aspects of
American psychiatry and have given it its distinctive holistic-medical stamp. His eclec-
tic, comprehensive, multifactorial approach to the study of man in health and disease,
to medicine and psychiatry, offers a conceptual framework of enduring clinical use-
fulness. Meyer and White influenced psychiatric training and research, the organiza-
tion of psychiatric services and psychiatry’s role in medical practice and teaching. The
interrelated development of psychosomatic medicine and liaison and general hospital
psychiatry, as well as the marked expansion of the amount of psychiatric teaching in
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medical schools, represented the implementation of the medical-holistic postulates of
the leaders of the American school of psychiatry. Because those postulates advocated
the integration of psychiatry and the rest of medicine, it was logical to try to bridge
the gap between the two areas in education, delivery of health care, and research. I
will review briefly those key developments because they reflect most directly the im-
pact of the holistic-medical viewpoint on American psychiatry and the rest of medi-
cine during the past 50 years and because they continue to challenge us today.

PsycHOSOMATIC MEDICINE: A HoLISTIC
APPROACH TO HEALTH AND DISEASE

Psychosomatic medicine was one of the main trends in American psychiatry to
emerge between the two World Wars. It comprised a systematic, scientific approach
to the study of the role of psychologic and social factors in human disease, as well
as an advocacy of the treatment of the whole patient. Its emergence had been spurred
by four major new approaches to the study of man: Gestalt psychology, psychoanaly-
sis, Pavlovian conditioning, and Cannon’s psychophysiology.’” In this country the
writings of psychobiologists, primarily Meyer, White, and Jelliffe,? had prepared the
ground for the psychsomatic movement to enter the stage in the early 1930s. Powell’
has shown the links between those older psychobiologists and Dunbar, who played a
key role in the American psychosomatic movement beginning in 1934. Her painstak-
ing review of the literature on psychosomatic relationships?’ was a landmark that
launched psychosomatics in America and popularized the word ‘‘psychosomatic.’’ She
was the founder of the American Psychosomatic Society and of its journal, Psychoso-
matic Medicine, in 1939 and a pioneer in the application of a holistic approach to med-
ical practice and public health. She represented the holistic, psychobiologic viewpoint
in psychosomatics, whose influence is still felt today despite the failure of most histor-
ical accounts of psychosomatic medicine to do justice to its importance.’

Dunbar emphasized correlations between psychosocial and biologic variables rather
than supposed psychologic causation, or psychogenesis, of physical illnesses. Her main
concern was the study and treatment of the patient as a whole.” That approach con-
trasted with the two other major theoretical trends—the psychoanalytic and the
psychophysiologic—that dominated psychosomatic medicine in the first phase of its de-
velopment, i.e., between 1934 and 1955. The psychoanalytic (dynamic) approach
stressed psychic forces, conflicts, unconscious factors, and specificity of psychologic
etiology (psychogenesis) of certain physical disorders. The psychophysiologic approach,
inspired largely by Cannon’s work and most prominently represented by Wolff, fo-
cused on the study of psychophysiologic mechanisms in disease, the etiologic role of
psychologic stress and defenses against it, and on rigorous experimental and clinical
research.’

The holistic or psychobiologic approach of Dunbar and the psychophysiologic one
of Cannon and Wolff had been largely eclipsed by the dynamic school of Alexander?8
and his followers until about 1955. In the past 25 years, however, psychosomatic medi-
cine in this country has reaffirmed its original holistic stance. It has abandoned the
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search for the psychogenesis of ever more somatic disorders, an effort that reflected
a reductionistic view of disease causation, one analogous to the germ theory and thus
incompatible with the contemporary doctrine of multifactorial causality of all dis-
ease.?’ Psychosomatic research has moved far beyond the early focus on a handful of
disorders of multifactorial origin misnemed ‘‘psychosomatic,”’? The idea that all
physical illnesses have a psychosocial aspect in their causation, course, and outcome
has gaimed wide acceptance. Engel’s recent formulation of the biopsychosocial con-
cept of disease” reflects a holistic approach to medicine by a leader in the psychoso-
matic field. The application of that approach to the practice of medicine has advanced
concurrently under the label of consultation-liaison psychiatry.

CONSULTATION-LIAISON PSYCHIATRY: A BRIDGE
BETWEEN MEDICINE AND PSYCHIATRY

It followed logically from psychobiologic and holistic postulates that psychiatry
ought to play a part in the everyday practice of medicine. It was no accident that it
was a pupil of Meyer’s, Henry,3! who in 1929 wrote a pioneering paper on psy-
chiatric liaison with medicine in a general hospital. Meyer?S himself recommended
that ‘‘liaison activity’’ be part of psychiatric training.

Liaison psychiatry is that subdivision of clinical psychiatry which involves con-
sultation to and collaboration with nonpsychiatric physicians in all types of medical
settings, but especially in general hospitals. It is primarily concerned with problems
of diagnosis, management, study, and prevention of psychiatric morbidity in the phys-
ically ill and those who manifest their psychologic distress in the form of somatic com-
plaints.3? Its goal has been to enhance psychosocial and psychiatric aspects of medi-
cal care. The term ‘liaison’’ in this context connotes a psychiatrist’s efforts to sensitize
physicians and other health workers to the psychosocial dimension of illness, to teach
them to identify and manage psychopathology, and to improve communication between
patients and staff. ‘‘Liaison psychiatry,”’ a term first used in the literature by Bill-
ings,3 refers to the whole area of psychiatric clinical work, education, and research
at the borderland between psychiatry and all of the other medical specialties.

By 1940 a number of general hospitals featured an active psychiatric consultation
or liaison service that offered teaching of medical students and physicians in addition
to clinical service in the form of consultation.3* Liaison departments flourished be-
tween 1934 and the late 1940s. Psychiatric liaison teaching was acclaimed as ‘‘one
of the most valuable means of emphasizing the total aspect of the patient and of break-
ing down the barriers between psychiatry and other clinical subjects.’’34 P- 229 The rise
of liaison psychiatry was soon followed by its relative dormancy until the 1970s.35 Its
decline was symptomatic of psychiatry’s drift away from the rest of medicine and the
holistic concepts in the 1950s and 1960s.

The past 10 years have seen a striking revival of liaison psychiatry.35 Changing
trends in health care delivery, marked by emphasis on primary care, resulted in a de-
cision by the Education Branch of NIMH to give high priority to the funding of
consultation-liaison services in general hospitals, with a view to strengthening the edu-



98 PsycHOSOMATIC MEDICINE: THEORETICAL CONCEPTS

cation of medical students and physicians in psychosocial and psychiatric aspects of
medicine. Epidemiologists estimate that about 15% of the American population is af-
fected by mental disorders in 1 year and that about 60% of these individuals are iden-
tified and/or treated in the primary care sector.3¢ These figures highlight the key role
of primary physicians as providers—for better or worse—of mental health care, and
thus the need to train these physicians in the diagnosis, treatment, and proper referral
of mentally disturbed patients. Liaison psychiatrists have been given a major part in
such training. Liaison services have grown rapidly in number, staff, and prestige that
they lacked until recently. Despite continuing obstacles to its growth and goals related
to the indifference and even hostility to it on the part of some psychiatrists and other
physicians, liaison psychiatry is likely to continue playing a key role in the slow process
of integrating psychiatry into the rest of medicine.

GENERAL HOSPITAL PSYCHIATRY

The remarkable growth of general hospital psychiatry in America over the last 50
years, and especially in the last 20, represents one of the most far-reaching develop-
ments in psychiatry’s history. More than any other organizational change, that develop-
ment has helped to raise the standards of psychiatric patient care, training, and research
and to reduce the isolation of psychiatry from progress in the rest of medicine. It took
much effort and many years to get that development under way.

Attempts to develop general hospital psychiatry in this country began at the turn
of this century. Mosher3”- 38 published a blueprint for the first general hospital psy-
chiatric unit that was to open at the Albany Hospital in 1902 and formulated the fol-
lowing goals for general hospital psychiatry: (1) providing psychiatric care for cases
of acute mental illness, ‘‘whether idiopathic or complicating medical or surgical dis-
ease’’; (2) providing care whose standards would match those available to general med-
ical patients; (3) allowing the patient to be treated in close proximity to his or her com-
munity and without the stigma of commitment; and (4) training interns and nurses in
psychiatric care. These goals are still valid today.

In the 1920s general hospital psychiatric units began to spread. By 1932, of a to-
tal of 4309 general hospitals in the United States, 112 provided a department for mental
patients; in 1939 there were 153.% In some hospitals no beds were specifically set
aside for psychiatric patients, but a consultation or liaison service was established
instead.

General hospital psychiatry offered an unprecedented opportunity to study and
manage psychiatric problems encountered in medical and surgical patients. Psychosocial
and psychiatric aspects of physical illness and injury were highlighted as never before.
Psychiatric patients could benefit from modern medical diagnostic and therapeutic
methods. Techniques of crisis intervention helped many such patients to be restored
to premorbid functioning and community expeditiously. The general hospital provided
an appropriate setting in which psychiatrists, medical students, and all types of health
workers could learn to apply holistic concepts of health care. Yet unforeseen obsta-
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cles and problems began to interfere with general hospital psychiatry’s original
goals. 40

Closer contacts between psychiatrists and other physicians brought into sharper
relief their different approaches to illness and its management. As Kubie*!' warned.
““Thus a rivalry is bound to arise, sometmes hidden, sometimes outspoken, sometimes
friendly, sometimes bitter: a rivalry which may produce good or evil’” (pp. 255-256).
Nonpsychiatric physicians often felt incompetent in the face of psychiatrists’ comments
and recommendations. Such reactions fostered resistance against the latter. Psychiatrists
were inclined to be defensive and eager to prove their competence in an unfriendly
milieu. Establishment of psychiatric units often gave rise to conflicts over space, funds,
and influence, and sharpening of territorial and conceptual boundaries followed. Para-
doxically, despite their hard-won physical proximity in the general hospitals, psychiatry
and the rest of medicine began to drift apart, and the holistic-medical approach was
given little more than lip service. The original goals of the pioneers of general hospi-
tal psychiatry were becoming diluted and perverted. -

Despite these obstacles and problems, a rapid increase in the number of general
hospital psychiatric units took place in the 1960s and 1970s. By 1970 there were 750
and in 1978, 1,203.42 In 1975, nonfederal general hospitals accounted for 16.3% of
total psychiatric patient care episodes.*3 Clearly, general hospitals have become a ma-
jor sector in the psychiatric care delivery system. Their role is expected to grow in
the coming years, since psychiatric and other medical care will likely become increas-
ingly integrated for economic reasons.

PsYCHIATRY IN MEDICAL EDUCATION

Benjamin Rush was the first known teacher of psychiatry in this country. About
100 years later, in 1895, Adolf Meyer began to teach it and became the most influen-
tial driving force behind efforts to bring it once more into medical education. Those
two holistic thinkers pioneered psychiatric education in America. Progress was slow.
Ebaugh** called the period prior to 1914 ‘‘psychiatry in isolation’’ and that between
1914 and 1931 ‘‘the breakdown of isolation.”’ In 1931, almost one-half of the medi-
cal schools still had no clinical facilities for teaching psychiatry, yet by 1940 all schools
offered such teaching, with an average of 92 hours of instruction per school.** The
next 30 years brought further expansion of psychiatry’s place in the medical curricu-
lum. Teaching of behavioral sciences and psychiatry in the preclinical years increased
dramatically, with almost four times more hours devoted to it in 1960 than in 1940.4
The time spent teaching psychiatry and behavioral sciences in the medical curriculum
as a whole rose from an average of 92 hours in 1940 to an average of 362 hours in
1966.4

While these figures show quantitative progress, they say nothing about the effec-
tiveness of quadrupled hours of teaching in influencing medical students’ attitudes and
physicians’ actual practice. There is some evidence that success in those areas falls
far short of expectations. The original purpose of bringing psychiatry into the medi-
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cal curriculum was to prepare students to appreciate and manage ubiquitous psychoso-
cial aspects of disease, to properly identify and treat or refer patients with psychiatric
disorders, and to adopt a holistic approach to patients.* There is reason to doubt that
these goals have been accomplished to a degree commensurate with the expansion of
psychiatric teaching.3>: 4 The decline in the proportion of medical students choosing
psychiatric careers, from 7% in the period 1945-1964 to between 2% and 3% in 1980,
raises questions about the effectiveness of current psychiatric teaching.4’ Psychiatry
itself, riven by dissension and given to insupportable claims by competing theoretical
and therapeutic approaches, has hardly offered an exemplary model of a holistic ap-
proach in recent years. If our teaching is to carry conviction, we have to do more than
pay lip service to the holistic conceptions in both the theory and practice of psychiatry.

HoListTic-MEDICAL APPROACH TODAY

Holistic-medical conceptions have brought American psychiatry closer to medi-
cine and science and have constituted the dynamic force behind the expansion of psy-
chiatric services and education. They are still a vital force today.

Psychiatrists increasingly recognize that no single theoretical approach—
psychodynamic, behaviorist, sociologic, or biologic—can fully account for the
phenomena of human behavior or for the occurrence of mental illness. Reductionism
will not do. A holistic, comprehensive, multifactorial theoretical framework is needed
for the science of man in health and illness and for psychiatry.

One of the major current trends is the renewed interest in psychiatric diagnosis
and classification. For about three decades that aspect of psychiatry was disparaged
in this country. Interpretation of behavior in terms of psychodynamic hypotheses rather
than its careful description and classification was emphasized. Yet description and clas-
sification presuppose observation, and all three are among the cardinal procedures of
empirical sciences, including psychopathology.*® DSM-III, a multiaxial classification,
reflects a trend toward a more holistic approach to psychiatric diagnosis. Furthermore,
the emphasis on diagnosis reaffirms psychiatry’s link with the rest of medicine, since
it stresses one of the key medical procedures. Classification’s main purpose is heuristic,
namely, to generate testable hypotheses about causal relationships.® DSM-III should
stimulate a multifactorial approach to the study of causes of mental disorders. Only
such an approach can do justice to the complexity of schizophrenic, affective, and or-
ganic mental disorders.

One of the principal current directions of psychiatric research is the study of
brain-behavior relationships. Psychopharmacology and the rapid advances in the neu-
rosciences have combined to propel that investigative approach into prominence. Latest
developments, such as positron emission tomography, may spell a new era in psy-
chiatric research.’® We must be careful, however, to avoid regression to the 19th cen-
tury’s ‘‘brain mythology,’’ the naive belief that human behavior and mental disorders
can be fully explained by neurophysiology and other neurosciences. The holistic ap-
proach can help us avoid slipping into such reductionism.

In psychiatric treatment the holistic-medical approach provides an organizing
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framework of practical usefulness. It encourages the use of that form of therapy (or
combination of therapeutic modalities) which is most likely to benefit an individual
patient. That approach combines respect for data of observation and their comprehen-
sive evaluation with a humanistic concern for the uniqueness of the person and his or
her history, liabilities and assets, and personal ways of experiencing the world and cop-
ing with it. It is this last aspect that makes psychodynamic conceptions indispensable
for the understanding and management of every patient. Equally indispensable is the
medical evaluation of psychiatric patients, since there is a well-documented positive
association between physical and mental illness.>' According to the holistic-medical
viewpoint, psychiatric and other medical health care are inseparable. Continuing de-
velopment of general hospital psychiatry reflects, in part, that contention.

Psychiatric training by and large continues to be based on holistic conceptions der-
ived from psychobiology and is likely to become even more firmly anchored in both
the biologic and the behavioral sciences.’? To confine training to either of them would
effectively destroy psychiatry’s legitimate claim on being recognized as a distinct spe-
cialty and profession. The holistic approach to psychiatric training cultivates an open,
eclectic mind rather than one held captive by a single theory or therapy.

CONCLUSIONS

The holistic-medical tradition and conceptions that distinguish American psychiatry
have endured, despite changing fortunes, for 200 years. That tradition was clearly
reaffirmed in both Masserman’s 1979 presidential address>> and Stone’s response.5
Masserman proclaimed our adherence to the medical model. Stone predicted that in
the future psychiatry would draw even closer to medicine, since both psychiatrists and
other physicians shared the commitment to helping ‘‘the whole person.”’ Rush and
Meyer would have approved. Now the words will have to be translated into concrete
actions or they will remain empty slogans.

Effective integration of psychiatry and medicine is an elusive and unfulfilled goal,
one to strive for in the coming years against continuing obstacles alluded to in this pa-
per. Currently the economic, social, political, and scientific forces that influence the
directions in health care delivery and research seem to favor a holistic approach. Psy-
chiatrists are reappraising their role in the health care system. We now have the cru-
cial advantage of possessing organizational structure, in the form of general hosptial
psychiatry, availability of teaching hours, and research facilities, that barely existed
50 years ago.

““Concrete actions’’ now imply reform of the existing structure rather than its erec-
tion from scratch. Such reform is needed in the areas of clinical service and educa-
tion. If the medical-holistic postulates are to be more fully implemented, better col-
laboration will have to develop between psychiatrists and other physicians in health
care delivery both in general hospitals and in private practice in the community. This
implies not only greater availability of consultation-liaison services in all health care
facilities, including primary practice, but also increased readiness by psychiatric in-
patient units to accept the physically ill.** Psychiatric training should emphasize more
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than heretofore the psychosocial aspects of physical illness, psychopathology related
to the latter, brain-behavior relationships in health and disease, psychogeriatrics, and
holistic conceptions—subjects that are neglected in at least some training programs.
Unless psychiatrists learn to appreciate those issues during their training, they will not
be able to teach medical students and help other physicians effectively.

As a participant Canadian observer of the American scene, I have been impressed
by the ease with which new trends in psychiatric theory and therapy, sometimes
modestly referred to as ‘‘revolutions,’” rise in this country, to be followed by disen-
chantment and decline. The implied promise of a millennium of positive mental health
is raised by each successive revolution and then wanes in the face of critical reappraisal.
Yet after the enthusiasm has subsided and exorbitant claims have been debunked, a
sediment of usable knowledge, concepts, and therapy remains, and the specialty grows.
Psychobiology and the holistic conceptions it espoused promised neither solutions to
the riddles of human behavior nor remedies for its disorders. That was both its strength
and weakness—its strength since it provided a conceptual framework for integrating
the various theoretical approaches, research findings, and therapies without being ex-
clusively committed to any of them and thus, like them, vulnerable to obsolescence;
and its weakness in that it could not provide a rallying cry or incentive for passionate
allegiance. Its legacy lies in the organizational structure, mentioned earlier, and in the
unbroken tradition of thought that can provide our profession with identity and direc-
tion in the years to come.

Holistic-medical conceptions provided a vital, inspirational, and organizing force
for American psychiatry during its formative period in the first 40 years of this cen-
tury and assured its current preeminence. Insistence on using concepts, methods, and
theories derived from biologic, behavioral, and social sciences for the study of man
in health and disease and for treatment has been the hallmark of the holistic approach,
one that is both humanistic and scientific. It has withstood assorted fads, revolutions,
and crises in American psychiatry and offers an effective and unifying force for it as
it enters the 1980s. It is an approach that could only flourish in a pluralistic, open,
and democratic society, since it is the product of the liberal mind. It challenges any
theory or doctrine that claims to explain fully human behavior and illness, for it in-
sists that the true is the whole.
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The Holistic Approach to Medicine

. . as you ought not to attempt to cure the eyes
without the head, or the head without the body,
50 neither ought you to attempt to cure the body
without the soul. And this, he said, is the reason
why the cure of many diseases is unknown to the
physicians of Hellas, because they disregard the
whole, which ought to be studied also, for the
part can never be well unless the whole is well.
PLaTO, Charmides

THE HoListic CONCEPTIONS IN A HISTORICAL PERSPECTIVE

The above quotation from Plato spells out the holistic approach to medicine and bears
witness to its ancient roots. The term *‘holistic,”” which derives from Greek holos,
or whole, is of more recent vintage, having been introduced by Smuts in 1926.' It
connotes an approach to the study of man in health and in disease, and to medical prac-
tice, marked by the concern with the individual as a whole, as a person and a psy-
chophysiological organism interacting with the social and physical environment. A core
assumption of the holistic approach, one that Plato? expressed so concisely, asserts
that the whole is more than the sum of its parts. Thus, to understand man fully, one
needs to study him as a mind-body complex, a biopsychosocial unit. Study of parts
of that unit can never result ih complete knowledge of the unit as a whole.

The holistic approach, with its roots in ancient Greece, has challenged medicine
for centuries.3# It suffered a far-reaching setback in the seventeenth century when
Descartes formulated the doctrine of the essential duality of body and mind. The body
was to be the object of scientific investigation, whereas the mind or soul was to be
the province of religion and philosophy. Ryle’ called this view ‘‘the dogma of the
Ghost in the Machine’’ or the Cartesian myth. That ‘‘dogma’’ has exerted a profound
influence on the development of the science of man and of medicine. As Cassell put
it, “‘physicians, in company with other scientists, were given the (technical) body, while
philosophers and theologians were assigned the (moral) mind. Obviously this con-
troversy has not cooled.’’5-P''2 To use Ryle’s metaphor, in the view of many physi-
cians, the human machine and its malfunction belong to medical science; the Ghost
or the mind, or psyche, is the hunting ground of the “‘soft’’ sciences such as psychol-
ogy and psychiatry. That conceptual split has influenced clinical practice and medical
research to this day, yet attempts to counteract the doctrine of mind-body dualism and
its influence on medicine have never ceased. The most systematic and organized move-

105



106 PsycHosoMATIC MEDICINE: THEORETICAL CONCEPTS

ment advocating holistic conceptions emerged in Europe and the United States in the
1920s and early 1930s and was labeled ‘‘psychosomatic medicine.’

Psychosomatic medicine, or psychosomatics, has been based on the assumption
that mind and body are but convenient abstractions derived from an integrated psy-
chosomatic or biopsychosocial unit, that is to say, a person. Psychosomatics was to
promote research as well as a clinical approach that regarded biological, psychologi-
cal, and social aspects of man, and their complex interactions, as determinants of health
and deviations from it. The emergence of psychosomatic medicine had been facilitated
by a new wave of interest in studying human behavior in all its aspects that followed
in the wake of the research and writings of Gestalt psychologists, Freud, Pavlov, Can-
non, and the American psychobiologists such as Adolf Meyer. Those precursors had
inspired the emergence of three main trends in psychosomatic research and theory:
the psychoanalytic, the psychophysiological, and the psychobiological. Each of the
trends emphasized a different methodological approach to the study of man and of
disease.”-8

The psychoanalytic approach utilized the method of observation and the theoreti-
cal concepts developed by Freud and his followers. Franz Alexander® became the
main representative of that approach and one of the most influential figures in psy-
chosomatics in the period between 1932 and 1955. Alexander and his fellow psy-
choanalysts focused on the postulated causal role of unconscious factors, such as un-
resolved intrapsychic conflicts, in bringing about one of the so-called psychosomatic
disorders. That term was often used to designate those physical illnesses in which psy-
chological factors were believed to play a major, if not a decisive, causal role. Bron-
chial asthma, essential hypertension, rheumatoid arthritis, ulcerative colitis, duodenal
ulcer, thyrotoxicosis, and neurodermatitis were the main diseases and disorders most
consistently referred to as ‘‘psychosomatic.’” Alexander postulated that the presence
of a specific constellation consisting of an unconscious psychological conflict and the
emotions engendered by it, as well as the defenses against them, results in a specific
psychosomatic disorder.® His specificity theory proved to be difficult to validate. It
emphasized psychological causation, or psychogenesis, of bodily diseases and thus
represented a psychological counterpart to the germ theory. Like the latter, it postu-
lated a linear causal chain leading from a specific single cause to a specific disease.
It is not surprising that Alexander’s approach bogged down and may be considered
obsolete.1%!" The most valuable and lasting contribution of the psychoanalytic ap-
proach to psychosomatics has been to make us aware of the influence of unconscious
motives, conflicts, defenses, symbolic meanings, and fantasies upon how a person in-
terprets and reacts to information, thinks, feels, and acts. The unconscious variables
need to be taken into account both in the theories of causation of illness and in expla-
nations of a person’s normal and abnormal reactions to a physical illness or injury.

The psychophysiological approach to psychosomatics, one derived from Cannon’s
work on the physiology of emotions, focused on the study of correlations between
selected psychological, physiological, and pathophysiological variables. This approach
has relied largely on experimental design, using both human and animal subjects, but
has also employed clinical and epidemiological research methods. The most promi-
nent pioneer of the psychophysiological approach to psychosomatic studies was Harold
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G. Wolff.!> He and his students developed the theoretical concept of psychological
stress and initiated studies on the impact of stressful life events on health. It should
be pointed out that those studies were in some measure inspired by the writings of the
founder of psychobiology, Adolf Meyer.!?

Finally, the psychobiological approach to psychosomatic medicine, one derived
form Meyer’s conceptions and most prominently represented by Helen Flanders Dun-
bar,'3 has been truly holistic.”-# As such, it has consistently emphasized the notion of
multifactorial etiology of disease and hence the need for a comprehensive, biopsychoso-
cial view of man in health and illness. This viewpoint provides the foundation for a
holistic-medical practice, one combining biomedical knowledge and modern technology
with a humanistic concern for an individual and his or her personality and relation-
ships with others.

Thus, for the past 50 years, psychosomatic medicine has stood in the forefront
of the struggle to promote a holistic approach to medicine. It achieved considerable
popularity, especially in the United States, immediately after World War II and then
suffered relative eclipse in the 1950s and 1960s. Its diminished appeal was the result
of several factors. Medical technology advanced rapidly and seemed to offer promise
of successful conquest of many diseases causing premature death and chronic disabil-
ity. Biomedical advances occurred independently of any psychosocial considerations,
and many physicians and lay people grew skeptical of the need for a holistic approach.
Extravagant claims and promises made by some enthusiastic partisans of psychoso-
matic medicine failed to be supported by concrete gains in disease prevention and treat-
ment. Disenchantment and cynical denigration of the field followed in the wake of the
initial uncritical acceptance of psychogenetic hypotheses and their implied potential to
advance effective therapies based on psychological understanding. It seemed for a while
that psychosomatic medicine and the holistic approach were to be relegated to the realm
of the history of failed medical ideas, like mesmerism, for example.

In the past 20 years, the climate of opinion has changed substantially. Writers such
as von Bertalanffy,'* Dubos,'3:'¢ and Engel'7-'8 have helped turn the tide and stimu-
lated renewed interest in holistic conceptions. Concurrently, dissatisfaction with the
growing depersonalization of medical practice and the skyrocketing cost of biomedi-
cal technology began to spread. It became increasingly clear that despite its impres-
sive advances, biomedicine had failed to prevent the high prevalence of chronic dis-
eases, which became the main public health problem once the infectious diseases had
been largely controlled. The importance of the life-style and human behavior as fac-
tors contributing to morbidity and premature mortality, could no longer be denied.
Moreover, the role of psychosocial factors in the course and outcome of all diseases
came to be increasingly acknowledged. Concurrently, psychosomatic research and the-
ory have changed drastically.'?!! Instead of focusing on postulated psychogenesis of
certain chronic diseases of unknown etiology and on the unconscious psychological
factors, psychosomatic research has shifted its focus to elucidation of the mediating
psychophysiological mechanisms and processes interposed between the impact of life
events on the individual, on the one hand, and the subsequent pathological changes
in his organism, on the other. At the same time, public discontent with the conduct
of medical care and its cost has prompted a search for alternatives and correctives to



108 PsyCHOSOMATIC MEDICINE: THEORETICAL CONCEPTS

the biomedical-technological approach, a trend that has proved favorable to a more
holistic approach to medical research and practice.

The term *‘holistic’” has recently been adopted by various groups claiming to pro-
vide medical care mindful of man’s biological, psychological, and spiritual as-
pects.'9-2! Holistic medicine, as its advocates call it, is being promoted as an alter-
native rather than a corrective to biomedicine. It is unfortunate that the word *‘holistic’’
has been chosen by a health movement that is in many respects antiscientific and regres-
sive. The credibility of the holistic approach, one boasting ancient heritage and im-
pressive intellectual tradition, could suffer a setback as a result. This provides an added
reason for the need to restate its key postulates and assumptions as they pertain to
health, disease, and medical practice. It is germane to discuss, at this point, the evo-
lution of the meanings of the concepts of health and disease, to be followed by dis-
cussions of the doctrine of multifactorial etiology and the role of psychosocial factors
in disease, respectively.

HEALTH, DISEASE, AND ILLNESS

These concepts have undergone repeated changes over the centuries, as has been
documented by medical historians such as Sigerist.22 He points out that the ancient
Greek physicians viewed health as a perfectly balanced condition of the body. The Ro-
mans broadened that concept by adding a new dimension to it, namely that of mental
health. Juvenal’s dictum mens sana in corpore sano, healthy mind in a healthy body,
reflected that expanded view of health. With the advent of Christianity, the concept
of health underwent another fundamental change in that it stressed the primacy of the
spiritual health, the health of the soul, over that of the body. The body could be dis-
eased yet the person could remain healthy, provided that his soul was pure. That con-
cept did not, however, disparage the concern with bodily health during the Middle
Ages; the body was considered to be the vessel of the soul and God’s creation to be
cherished and protected.

Towards the end of the seventeenth century, John Locke reaffirmed the earlier,
Roman, view of health: ‘‘A Sound Mind in a sound Body, is a short, but full Descrip-
tion of a happy State in this World.”” The eighteenth century brought a renewed em-
phasis on both physical and mental health as an important value for the individual and
society. In the nineteenth and twentieth centuries the concept of health was given an
added dimension, the social one. Health came to be viewed not as simply the absence
of disease, but as a positive state: a healthy person was one who was well balanced
in body and mind and well adjusted to his or her physical and social environment.?2
The World Health Organization proposed an ideal definition of health as a state of com-
plete physical, mental, and social well-being. Dubos'> observed that the concept of
perfect and positive health is utopian, in that man would never be perfectly adapted
to his environment and be able to live without stress, struggle, and suffering. Criteria
of health will differ, argues Dubos, depending on the environmental conditions and
on the social norms and the individual’s values. Dubos offers a relativistic definition
of health as a ‘‘physical and mental state fairly free of discomfort and pain, which per-
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mits the person concerned to function as effectively and as long as possible in the en-
vironment where chance or choice has placed him.’’!5: p-35!

Thus, the prevailing contemporary conceptions of human health tend to be relativis-
tic rather than idealistic; positive rather than simply negative, that is, implying noth-
ing more than the absence of disease; holistic, in the sense of including both physical
and mental well-being and functioning; and ecological or adaptational in that they em-
phasize the individual’s mode of adaptation to his or her environment. These concep-
tions of health disavow the notion of a sharp boundary between health and disease,
between what is normal and what is not.

The concept of disease has undergone changes over the centuries no less than that
of health. Two major conceptions of disease have vied for supremacy since 400 B.C.
down to our times: the physiological and the ontological.® The ancient physiologists,
such as Hippocrates, held that disease resulted from an imbalance of the humors of
a person and reflected a disturbed relationship between man and his environment. By
contrast, the ontologists regarded diseases as entities or things having independent ex-
istence and invading the victims. The ontological viewpoint was given a powerful boost
in the nineteenth century with the formulation of Virchow’s doctrine of the cellular
basis of disease and, later, Koch’s and Pasteur’s germ theories of disease. The doc-
trine of cellular pathology asserted that anatomical lesions invariably preceded and de-
termined the type of clinical manifestations. The germ theory of disease postulated that
diseases were entities featuring structural changes and caused by specific or unique
pathogenic agents. More recent concepts, such as those of biochemical lesion or mo-
lecular pathology, may be seen as extensions of the doctrine of cellular pathology and
specificity of etiology. The ontological conceptions of disease eschewed concern with
the sick person. The ontologists have been mostly preoccupied with structural and
chemical changes in the body whose occurrence they have sought to explicate with-
out taking into account the person and his social environment. Modern biomedicine
may be viewed as a direct descendant of the nineteenth-century ontological doctrines
that came to dominate Western medical thought. Those doctrines and the research they
inspired have resulted in spectacular medical advances in the last 100 years. Yet, the
psychosocial and the ecological dimensions of disease and medical practice have be-
come severely neglected in the process. A reaction against the reductionism of biomedi-
cine has grown gradually and has promoted the development of alternative concepts
and definitions of disease.

A number of attempts to define disease have been made lately. However, no gener-
ally accepted definition has yet been proposed. Some writers speculate that the con-
cept of disease might have evolved historically as an explanation for suffering or dis-
ability experienced by people in the absence of obvious injury.?> Diseases came to be
conceived as things or entities that were thought to be responsible for the symptoms,
that is the illness, of the afflicted person. Such a realist concept of disease stands in
contrast to a nominalist view of it held by some medical scientists. The nominalists
regard diseases as arbitrary concepts and as convenient names given to specified clusters
of observable phenomena. They also reject the realist notion of diseases as causes of
illness and deny the validity of a unified concept of disease. A representative nominalist
definition of disease asserts that ‘‘In medical discourse, the name of a disease refers
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to the sum of the abnormal phenomena displayed by a group of living organisms in
association with a specified common characteristic or set of characteristics by which
they differ from the norm of their species in such a way as to place them at a biologi-
cal disadvantage.’’?*

Some medical theorists make an explicit distinction between disease and illness.
For example, Feinstein?® defines disease as those data about a patient which are for-
mulated in impersonal terms, that is to say, morphological, chemical, physiological,
and other related terms. By contrast, illness refers to data of a personal nature, namely,
subjective symptoms and objective signs. Susser?® views disease as a process that
elicits a state of physiological and psychological dysfunction that is confined to the in-
dividual. “‘Illness’’ signifies, for that author, a subjective state of psychological aware-
ness of dysfunction. Proponents of such sharp distinction between the concepts of dis-
ease and illness tend to view the former as a biological event, one involving a disruption
of the structure or function, or both, of a part or system of a person’s body.2’ By con-
trast, they conceive of illness as a human event, which comprises subjective distress
and psychosocial consequences resulting from the interaction between a sick person
and his environment. Disease constitutes, according to this view, but one type of en-
vironmental stimulus that may give rise to an illness. Other such stimuli include stress-
ful life events or situations having disturbing emotional significance for the person.?’

Antithetical to the preceding conceptions are those advanced by writers such as
Engel, Brody, and Fabrega, who have formulated a holistic concept of disease, one
that includes illness, and have referred to it as a ‘‘unified,”’!” *‘systems,’’?8-2 or
“‘biopsychosocial’’'® concept. These holistic formulations have been influenced by
von Bertalanffy’s general system theory'* and represent a departure from, and a
challenging alternative to, the biomedical, dualistic, and reductionistic concept of dis-
ease that has dominated Western medical thought for the past 100 years. Furthermore,
these new conceptions may be seen as reaffirming and extending, ‘‘in modern dress,”’
the tenets of Hippocratic medicine which proclaimed the dependence of man’s health
and disease on the interplay between the whole person and his environment. '

For the proponents of the unified or systems conceptions, disease is a biopsychoso-
cial and not merely a biological event. The human, or experiential, aspect of disease
is the illness.!8 There is no sharp dividing line between health and disease, as these
two concepts are relative and their definitions are influenced by sociocultural and psy-
chological, and not just by purely biological, considerations. Disease represents adap-
tive failure or disturbances in the growth, development, or homeostasis of the organ-
ism as a whole or of any of its systems.!” Disturbance or failure at any one level of
the hierarchical organization of man, be it the molecular, cellular, tissue, organ, cog-
nitive, or symbolic level, is liable to spread to and affect some or all of the remain-
ing levels. Thus, disease involves the organism as a whole. It comprises experiential,
behavioral, and social dimensions that constitute its integral aspects or components.
Disease has no existence apart from the experiencing person, the patient. The holistic
conceptions of disease do away with the dualistic distinction between mind and body,
soma and psyche. Mind and body are only abstractions that refer to distinct levels of
human organization and are so inextricably linked together, in both health and disease,
that one cannot be disturbed -without involving the other.
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The holistic conceptions have important implications for the theories of disease
etiology and for the management of patients. They imply that the psychosocial dimen-
sion is an integral part of every disease or illness (the author uses these two terms as
synonyms). Furthermore, the unified concept of disease leads logically to the notions
of multiple causality and of the psychological and social factors as a class of causal
factors in human disease.

MULTIFACTORIAL ETIOLOGY

The germ theory of disease asserted that every infectious disease was primarily
caused by a microorganism that was transmissible from one host to another. The the-
ory spurred the search for specific agents that caused specific diseases. That causal
model was successful up to a point but had considerable limitations. It obscured the
fact that one-to-one causal relationships are rare in biology and that complex relation-
ships between causes and effects prevail.26 Where causation in medicine is invoked,
it usually turns out that event A is neither necessary nor sufficient to bring about event
B.3 Even in the case of infection, the germ theory proved to be an oversimplifica-
tion in that it neglected to take into account various factors that play a part in deter-
mining whether the host-germ-environment interaction will lead to clinical evidence
of disease.3! Those factors include susceptibility, genetic constitution, human be-
havior, and socioeconomic variables. Just as pregnancy does not necessarily follow
insemination, so infection is not invariably produced by access of a germ.3!

The inadequacy of the germ theory in accounting for the occurrence of infection
has provided impetus for the search for more adequate causal models. Growing preva-
lence and incidence of chronic diseases in recent decades have necessitated formula-
tions of multifactorial etiology that fit observations better than the notions of a linear
causal chain and of a single specific cause necessary and sufficient to bring about a
particular disease. As Susser’® points out, the most common types of causes or de-
terminants of disease are those that are neither necessary nor sufficient but can be con-
tributory. Such a causal factor may be clinically established by demonstrating that the
postulated cause precedes the effect and that altering the cause alters the effect.3? A
known contributory cause may not be present in every case and not all individuals who
possess the contributory cause will experience the effect. For example, cigarette smok-
ing may be considered to be a contributory cause of lung cancer. Determinants have
many possible effects, and effects have many determinants.?® Most diseases are the
consequence of a set of determinants acting simultaneously or sequentially. In other
words, in medicine we are usually dealing with multiple causality.

Thus, in the last few decades, the notions of etiology have moved beyond the germ
theory and the concepts of specificity of causal agents and of simple causal sequences.
The new models are ecological and multicausal. The ecological model calls for the
study of the agent, host, and environment in their processes of reciprocal interac-
tion.26 The understanding of disease and its adequate prevention require that the host,
conceived of as the body-mind complex, be studied in his or her relationship to the
physical and social environment.'¢ That model is dynamic in the sense that it stresses
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processes rather than static relations and emphasizes reciprocal relationships involv-
ing feedback effects: action is succeeded by reaction, which feeds back into the situa-
tion.26 Multicausality permits inclusion of the psychological attributes and states of the
host, as well as the host’s interactions with his social environment and its characteris-
tics, among the contributory determinants or causes of any disease. In turn, the latter
may be viewed as a determinant of the sick person’s mentation and behavior, that is,
of his mental health.

PsycHosociAL FAcToRrs IN ETIOLOGY

Psychosocial factors may be regarded as a class of contributory causes of disease.
The term *‘psychosocial’’ is a rather awkward hybrid, but it has achieved a good deal
of currency since Halliday33 used it as a title for his book in 1948. *‘Psychosocial’’
refers to psychological and social, or interactional, aspects of man’s functioning. As
those two aspects are inextricably linked, so the language reflects the link by joining
them together into one word.

The notion that psychological factors play an important role in the causation of
physical illness has been around since the beginning of recorded Western medical
thought.*-3* Medical writings from the sixteenth century onward are replete with state-
ments and clinical anecdotes attesting to the belief that a person’s emotional state plays
a causative role in disease. For example, Archer,? a seventeenth-century medical
writer, expressed that belief explicitly when he wrote that ‘‘the observation I have made
in practice of physick these several years, hath confirmed me in this opinion, that the
origin, or cause of most men and womens sickness, disease, and death is, first, some
great discontent, which brings a habit of sadness of mind. ...>’3% P-120 Similar views
were held by many medical writers of the eighteenth century and were particularly well
spelled out by the famous Dutch physician Gaub.3¢ An English psychiatrist, Tuke,’
compiled and organized a large number of clinical observations and anecdotes reported
over the span of several centuries, illustrating the alleged influence of the mind on phys-
ical health and illness. It is only in this century, however, that such sporadic obser-
vations and anecdotal reports have been formulated as testable hypotheses and sub-
jected to systematic observation and, to some extent, experiment.

During the past 60 years, a sustained and widespread research effort has focused
on attempts to identify those personality variables, psychological states, behaviors, and
life events and situations that might prove to contribute to the development of a wide
range of human diseases. As a result, observations have accrued that support the con-
tributory role of psychosocial factors in the causation of all types of human morbidity.
This statement, however, must not be misconstrued as implying psychogenesis of dis-
ease, that is, the notion that psychological variables are either a necessary or a suffi-
cient condition for it to occur. No adequate empirical support for psychogenesis of any
type of physical illness has been offered so far. The most readily demonstrable and
accepted contributory role in disease causation is assigned to behavior. Specific habits
pertaining to eating, exercise, risk taking, smoking, substance abuse, sexual practices,
and so forth exemplify psychological factors whose contributory etiological role is no
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longer contested nowadays. Controversy begins, however, when various personality
variables, emotional states, and life events or changes are postulated to contribute to
physical morbidity in general, or to specific diseases processes in particular. Review
of that research and of the related controversies is outside the scope of this chapter.
On the other hand, theoretical assumptions underlying that whole area of investiga-
tion are germane to the writer’s topic and will be summarized presently.

A distinguishing and defining characteristic of man is his ability to create, and use
for communication, symbols in thought and language. That symbolic activity is ena-
bled by the structure, function, and organization of the human brain and can be viewed
as an aspect of cerebral function, one that can influence bodily processes at all levels
of organization down to the cellular level.!® Symbolic activity is influenced by cere-
bral processes, which are in turn affected by the functioning of the whole organism
and by the dynamic state of its constituents and its milieu intérieur. Symbolic activ-
ity, or the mind, that is, the realm of conscious and unconscious perceptions, thoughts,
memories, images, and action tendencies, is partly autonomous and partly responsive
to the information inputs from the body and the external environment. Since man is
a social creature, his interactions with and information inputs from his social environ-
ment constitute the most important, since personally the most meaningful, source of
information. That information is likely to influence the person’s symbolic activity and
to elicit emotional correlates of the latter. Emotions may be viewed as variables in-
tervening between symbolic or cognitive activity, on the one hand, and bodily changes
induced by the latter, on the other.!? Information that is novel to the recipient, or is
interpreted by him in terms of subjective meaning signifying threat, loss, or gain, ap-
pears to be particularly effective in arousing intense emotions. The latter have physi-
ological concomitants (e.g., cardiovascular, respiratory, glandular, musculoskeletal)
that may have several effects relevant to the person’s health: (1) they may be perceived
and augment, reduce, or change the quality of emotional arousal; (2) they may moti-
vate the person to behave in a manner injurious or conducive to his or her health; (3)
they may set in motion various psychological defenses and coping strategies whose aim
is to reduce emotional distress; (4) they may be communicated to other people in the
form of symptoms or complaints and foster adoption of a particular socially sanctioned
role, the so-called sick role; and (5) they may predispose to, precipitate, help make
manifest, exacerbate, or ameliorate a disease process in any body part or system.!'?

It is meaningless to say that emotions cause disease; they cause nothing. It is
equally incorrect to propose that any other psychological variable causes disease; it
can only influence susceptibility to disease through the mediation of neuroendocrine
processes controlled by the brain. The quality, intensity, and duration of evoked emo-
tions are important factors determining the impact of symbolic activity and informa-
tion inputs on susceptibility to disease.

The way in which a person interprets particular events and reacts to them emo-
tionally and behaviorally is in part determined by his enduring personality dispositions
or traits, which reflect his history and genetic endowment, and experiences retained
in memory. All those factors codetermine which life situations and changes will be
meaningful for the person, how he will appraise them, and what specific emotions they
will elicit in him. An individual’s susceptibility to a particular physical illness and the
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timing of its onset are likely to be influenced by these variables. They may be viewed
as individual predispositions that precede and codetermine a person’s total response
to a given event or situation.

A construct that is often invoked in discussions about the postulated effects of the
various psychosocial variables on health is that of psychological or psychosocial
stress.'0 Derived from the work of Cannon, Selye, and Wolff, this concept has
achieved considerable currency despite its ambiguity,3-40 which is the result of three
distinct connotations of the term ‘‘stress’” proposed by various writers. Thus, stress
may connote a state of the organism exposed to certain stimuli or stressors; the stres-
sors, that is stimuli which evoke stress responses in the organism; and an area of study
that includes stressful stimuli or stressors, an organism’s responses to them, and the
totality of intervening variables.*' Despite this semantic ambiguity, the concept of psy-
chosocial stress has considerable heuristic value as an organizing construct for a whole
set of psychological and social variables that evoke physiological responses and are
relevant to issues of health and disease.

Despite frequent proclamations that psychosocial stress is an important etiologi-
cal factor, attempts to document its causal role in disease have led to conflicting results.
It is a fallacy to state that psychosocial stress is directly pathogenic. Rather, it appears
to influence, that is, enhance or reduce, a person’s susceptibility to disease by alter-
ing the balance of the body’s neuroendocrine and immune mechanisms.** Psychoso-
cial stress may be defined as those social interactions and events as well as those psy-
chological states that impose a burden on the organism by virtue of the emotions and
the disturbances of body homeostasis that they elicit.

Numerous attempts have been made to identify those psychological and social vari-
ables which could be regarded as psychosocial stressors. Engel,'” for example, dis-
tinguished three categories of phenomena that may bring about psychological stress:
(1) loss or threat of loss of psychic objects, that is, persons, ideals, body functions
or parts, or other values; (2) injury to the body; and (3) frustration of drives. Other
investigators have focused on stressful life events or changes.*3 Bereavement, loss of
job, disturbed family interaction or family disruption, work overload, migration, and
a host of other events and situations have been proposed to represent psychosocial stres-
sors. There is some evidence that they may actually increase the probability of a near-
future impairment of health. Whether such impairment does actually take place ap-
pears to depend on additional conditions that may be termed moderator variables,26
namely, those which modify, that is, increase or reduce, the strength of association
between psychosocial stressors and morbidity. Individual predisposition, the psy-
chophysiological state of the person at the time of exposure to stressful stimuli, avail-
ability of social supports, and the presence of or exposure to specific physicochemi-
cal or microbiological disease agents represent moderator variables that modify the
effect of stress on the organism. Their configuration in a given case codetermines the
occurrence and form of illness.

Clearly, simple, linear notions of causality cannot do justice to the complex ef-
fects of psychosocial stressors on health. Such complexity has no doubt contributed
to the contradictory findings reported in:the literature and to the skepticism of those
who seek relatively clear-cut cause-and-effect relationships comparable to those ob-
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tained in laboratory experiments. Complexity, however, is a fact of life and has to be
accepted. To deny the role of psychosocial stress in disease etiology would be tanta-
mount to denying any validity to the countless clinical observations accumulated over
the centuries. Psychosocial stress may be viewed as an independent variable, one com-
prising a set of etiological factors in human morbidity that are predicated on the fact
of man’s capacity for symbolic activity which enables him to appraise and communi-
cate information, to endow it with subjective meaning and respond to it emotionally,
and to anticipate future events. Symbolic activity is a facet of cerebral function that
can, by means of neuroendocrine pathways and mechanisms, profoundly affect
homeostasis as well as the body’s defenses against noxious factors introduced from
without or arising from within the body. By such indirect means, symbolic activity
can enhance the organism’s susceptibility or resistance to disease.

ETioLOGICAL VERSUS REACTIVE FACTORS

Medical writers tend to distinguish between etiological or causative factors, on the
one hand, and the reactive ones, on the other. The reactive factors refer to a person’s
psychosocial responses and to symptoms of disease. The distinction between etiologi-
cal and reactive psychosocial factors must not be viewed as a hard and fast one. For
example, a loss and the emotions it engenders may in a given person contribute to the
onset of a physical illness and then continue to influence his psychological state and
behavior throughout his illness. Yet the distinction is heuristically and clinically use-
ful. Physical illness or injury, regardless of its causation, may be viewed as an indepen-
dent variable or stimulus that leads to psychosocial responses. As Engel'” proposed,
injury to the body constitutes a major form of psychological or psychosocial stress,
one that may be studied in its own right. One may also regard illness as a source of
personally meaningful information inputs for the sick individual which elicit cognitive,
emotional, and behavioral responses.* Such responses can be identified, described,
and classified.

Thus, when one speaks of psychosocial aspects of physical illness and injury, one
is referring to the ubiquitous psychological and social responses to manifest disease.

These responses may be continuous with those that had contributed to its develop-
ment in the first place. One need not postulate discontinuity between the premorbid
etiological and the disease-reactive psychosocial factors. Those factors may increase
or reduce the intensity of disease and thus infuence its course and outcome.

In summary, the holistic approach is as old as the history of Western thought and
medicine. It advocates the view of man as a unified, biopsychosocial organism in cease-
less interaction with the social and physical environment. It insists that to treat a pa-
tient adequately, the physician needs to take into account the sick person as a whole
rather than focus entirely on a diseased organ or system. The holistic approach has
been systematically propagated for the past half century by a movement called *‘psy-
chosomatic medicine,’” which, after a period of enthusiastic reception, suffered tem-
porary eclipse in the 1950s and 1960s, only to be revived in the past 20 years or so.

The holistic approach to medicine influences the manner in which the states of
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health and disease are defined. It postulates that both these states have biopsychoso-
cial determinants and hence that the etiology of all diseases is bound to be multifac-
torial. Psychosocial variables constitute a class of etiological factors whose relative con-
tribution varies from disease to disease but is never absent. They influence to some
extent not only the very occurrence and the timing of onset, but also the course and
outcome of every disease.
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What Does the Word ‘‘Psychosomatic”
Really Mean?

A Historical and Semantic Inquiry

INTRODUCTION

Students, colleagues, and lay people have often asked me: ‘“What is psychosomatic
medicine? What does the word ‘psychosomatic’ really mean?”’ To try and answer these
questions with reasonable clarity I have reviewed the literature and given the matter
a good deal of thought. The literature, however, reveals a lack of consensus with re-
gard to the meaning of these terms, and it actually addresses the issue infrequently.
Journals and societies calling themselves ‘‘psychosomatic’’ exist in various countries,
and are presumably based on the assumption that their professed field of interest is
a distinct and clearly delimited one. Discussions with concerned colleagues reveal, how-
ever, that ambiguity and controversy persist, and that some individuals would gladly
bury the word *‘psychosomatic’’ altogether, replacing it with some other, hopefully
less ambiguous term, such as ‘‘biopsychosocial,”” for example. Yet, as a historian of
psychosomatic medicine shrewdly observed years ago, even though the word ‘‘psy-
chosomatic’’ is unsatisfactory, it is ‘‘so deeply entrenched in the literature that it will
never be eradicated.’’!- P- 402 [ndeed, so far it has resisted all attempts to eliminate it,
as indicated by the fact that both this journal and the Society of which it is an organ
continue to be called ‘‘psychosomatic.”’ This being so, another attempt to trace the
roots of and to define the terms in question is called for, so as to provide a basis for
a wider discussion.

Having proposed a definition of psychosomatic medicine in the past,2-3 I was
challenged to return to this subject by a recently published account of the history of
this field written by Ackerknecht,* a medical historian. He argues that if one defines
psychosomatic medicine in terms that convey the ‘‘recognition of a partial, or some-
times total, psychogenesis of disease’’ (emphasis added), then its origins reach back
to ancient Greece. Ackerknecht ends his article with a conclusion that ‘the basic ele-
ment of psychosomatic medicine represents a dialogue between doctor and patient, their
cooperation. . . . The psychosomaticist seems above all to be the physician who special-
izes in listening to the patient. . . . we may be glad to have retained a specialist of this

type 024, p. 23
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Thus, in the eyes of the historian just quoted, psychosomatic medicine constitutes
an ill-defined area, one concerned with demonstrating psychogenesis of disease, and
a medical specialty distinguished by listening to patients. If this view of the field is
correct, then the contents of the current psychosomatic journals, for example, are
largely irrelevant to its proper scope. If it is not, then a rebuttal and clarification are
called for in order to put the matter straight and to avoid the spread of misleading con-
ceptions. It appears that a disturbing gulf exists between a historian’s conception of
what psychosomatic medicine is about and the interpretation endorsed by most wor-
kers who are active in this field and identify themselves with it. This discrepancy may
well have arisen because of the historical development of psychosomatic concepts and
the coexistence of several connotations of the word ‘‘psychosomatic’’ in the literature.
In an attempt to clarify this issue I propose to review in this article some of the
representative dictionary definitions as well as the historical development and roots
of the terms ‘‘psychosomatic’’ and *‘‘psychosomatic medicine.’’ I will also formulate
a set of definitions that will prove, hopefully, acceptable to the majority of workers
in the discipline.

DICTIONARY MEANING OF ‘‘PSYCHOSOMATIC’’

The Oxford English Dictionary lists the word ‘‘psychosomatic’’ for the first time
in a supplement published in 1982, and offers a set of its definitions. It defines the
adjective ‘‘psychosomatic’’ as one ‘‘involving or depending on both the mind and the
body as mutually dependent entities.’’>- P- 888 The term has been used to refer to the
following: (1) physical disorders, those caused or aggravated by psychologic factors,
and, less often, to mental disorders caused or aggravated by physical factors; (2) the
branch of medicine concerned with the mind-body relations; and (3) the field of study,
one sometimes designated ‘‘psychosomatics,’’ concerned with the relationship between
mind and body.

It is noteworthy that the above definitions hightlight two distinct connotations of
the word ‘‘psychosomatic,’’ viz, concern with mind-body relationship and the psy-
chogenesis of physical disorders, respectively. By emphasizing the mind-body issue
the Dictionary gives the term ‘‘psychosomatic’’ a strong philosophic stamp, one that
workers in psychosomatic medicine have tried to stay away from, as I will show later
on. Moreover, to speak of mind and body as ‘‘entities’’ implies dualism and hence
invites controversy. Writers on psychosomatics have traditionally, if not always logi-
cally and consistently, affirmed their antidualistic stance and tended to opt for some
form of monism, arguing that mind and body are one or are merely separate aspects
of a person, or of the organism as a whole. Nevertheless, this connotation of the word
‘‘psychosomatic’’ may be referred to as the holistic one, in the sense that it presup-
poses the inseparability of mind and body as well as their mutual dependence. Yet to
state, as the Dictionary does, that the chief concern and the object of study of psy-
chosomatic medicine is the relationship between mind and body strikes me as a mis-
leading assertion, because it is too abstract and too far removed from what workers
in this field actually try to accomplish. Thus, the Dictionary definitions highlight and
compound the ambiguity of the word *‘psychosomatic.’’
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A representative psychiatric dictionary offers an even narrower and more conten-
tious definition of the word *‘psychosomatic.”’® It states that the latter may be used
only in a ‘‘methodological sense,’’ to refer to ‘‘a type of approach in the study and
treatment of certain disturbances of body function.’’¢-P- 613 Furthermore, it deplores
the tendency to use the word ‘‘psychosomatic’’ to refer to a class of disorders whose
causation is believed to implicate emotional factors, and thus to imply a dualism that
does not really exist, since no disease is free from the influence of psychologic fac-
tors. Such a criticism of this particular connotation and usage of the term has been
voiced by many authors.? The Expert Committee of the World Health Organization,
for instance, has deplored the common use of the term ‘‘psychosomatic disorders’’ as
one reaffirming mind-body dichotomy and undermining a much-needed holistic approach
to the practice of medicine.” The Committee wisely recommended that efforts should
be made to work out generally acceptable terms and definitions that would be useful
for teaching and research. The present article represents one such effort.

One may conclude that representative dictionary definitions of the terms ‘‘psy-
chosomatic’’ and ‘‘psychosomatic medicine’’ are unsatisfactory, since they fail to re-
flect adequately the connotations of these words contained in psychosomatic literature.
The sources of this semantic confusion might become clearer as one traces the historic
development of these terms.

HISTORY OF THE WORD ‘‘PSYCHOSOMATIC”’

Margetts'- 8 is to my knowledge, the only writer to make a serious effort to trace
historic development of the term ‘‘psychosomatic.’’ He asserts that the latter was first
used in 1818 by the German psychiatrist Heinroth, in a rather cryptic sentence, ‘‘As
a general rule, the origin of insomnia is psycho-somatic, but it is possible that every
phase of life can itself provide the complete reason for insomnia.!- P- 403 Margetts
points out that Heinroth regarded the body and soul as one, but the quoted passage
gives little indication of the real implications of his use of the word ‘‘psychosomatic.’’
This compound word appears to reflect a fashion, common in German literature of
the early 19th century, for the usage of such terms as psycho-physical or somato-
psychic.! That tendency was adopted by some English writers, such as the eminent
psychiatrist Bucknill,” who in 1857 argued that one could distinguish three theories
of insanity, that is the somatic, the psychic, and the somato-psychic. Bucknill went
on to say that <“The psychosomaticists find in the liability of the cerebral instrument
to disease, a reasonable basis for the irresponsibility of the insane.”’*-P- 5 Gray,'? edi-
tor of the American Journal of Insanity, misquoted Bucknill to say that one of his three
proposed theories was ‘‘psycho-somatic.”’ This may have been the first time that the
term appeared in America. In the same article, Gray asserts that ‘‘the reciprocal in-
fluence of body and mind is a fact constantly before the physician’’ (p. 155).

A curious early example of the use of the word *‘psychosomatic’’ turns up unex-
pectedly in the novel Hard Cash, written in 1863 by a prolific English writer, Charles
Reade.!' The major theme of that novel is the abuse of psychiatric commitment in En-
gland for the purpose of getting rid of offensive relatives. A devious asylum doctor
tries to persuade a father to commit his son by extolling the virtues of the asylum un-
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der his directorship, and promises to provide *‘the nocturnal and diurnal attendance
of a psycho-physical physician, who knows the psycho-somatic relation of body and
mind. .. .”"1. P 405

Apart from the above scattered examples, the word ‘‘psychosomatic’’ was used
infrequently in the literature of the 19th century and prior to the 1930s.8 It is absent
from the unusually comprehensive Dictionary of Psychological Medicine edited by
Tuke,'2 which lists only the term ‘‘psychosomatiatria,”” one defined as ‘‘a medicine
for mind and body’’ (p. 1034). Nor does it appear in Tuke’s classic compilation of
works illustrating the influence of the mind on the body, first published in 1872, in
which he uses related terms such as ‘‘psycho-physical phenomena’” and ‘‘psycho-
physiology.’’13. p- 453

Felix Deutsch, in 1922, was probably the first author to introduce the term *‘psy-
chosomatic medicine.”’'* The 1920s may be generally viewed as a period during
which the ground was prepared for the emergence of psychosomatic medicine in the
following decade. In 1925, a book was published in Vienna presenting philosophic ar-
guments as well a clinical observations from several areas of medicine supporting the
notion that medicine has neglected to consider the role of psychologic factors in the
etiology of disease and in the treatment of patients.'> The several contributors, includ-
ing Paul Schilder, cited the work of Gestalt psychologists, Freud, Pavlov, and Can-
non to bolster their contention that the proper subject of medicine should be the or-
ganism as a structural and functional unity, one that includes the psyche. The
publication of that comprehensive treatise paved the way for an encyclopedic compi-
lation of the relevant literature to appear 10 years later.'®

The heyday of the term ‘‘psychosomatic’’ and the true beginning of psychosomatic
medicine were both launched by the publication in 1935 of Dunbar’s Emotions and
Bodily Changes: A Survey of Literature on Psychosomatic Interrelationships: 1910-
1933.16 Dunbar seemed to have some misgivings about her choice of the term *‘psy-
chosomatic interrelationships,’” which, she remarked, was ‘‘inadequate to express the
conviction that psyche and soma are. . .two aspects of a fundamental unity.’’16. p- 427
She could not think of a better term, however, and her legacy is, for better or worse,
still with us today. However one might regret Dunbar’s choice of the word ‘‘psychoso-
matic,”’” which she helped to popularize, the appearance of her book marked the emer-
gence of psychosomatic medicine as an organized field of scientific inquiry and a move-
ment aimed at propagating a holistic approach to medical practice. Until then
psychosomatic conceptions had been sustained by conviction and clinical anecdotes,
rather than based on systematic observations applying scientific methodology to dem-
onstrate their empirical validity.

An event of singular importance for the development of psychosomatic concep-
tions and medicine was the appearance, in 1939, of the first issue of the journal, Psy-
chosomatic Medicine. It was inaugurated by an Introductory Statement,'” in which its
editors tried to come to grips with the definition of the new field and offered the fol-
lowing: “‘Its object is to study in their interrelation the psychological and physiologi-
cal aspects of all normal and abnormal bodily functions and thus to integrate somatic
therapy and psychotherapy.’’!”-P- 3 The editors took pains to spell out what psychoso-
matic medicine was not: (1) equivalent with psychiatry, (2) restricted to any specific
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area of pathology, (3) a medical specialty, (4) concerned with the ‘‘metaphysics’’ of
the mind-body problem. On the positive side, they emphasized that the new field’s
attributes: (1) concern with the psychologic approach to general medicine and all of
its subspecialties, (2) interest in the interrelationships between emotional life and all
bodily processes, (3) based on the premise that there is no ‘‘logical distinction’’ be-
tween mind and body, (4) involving research on correlation of psychologic and phys-
iologic processes in man, and (5) both a special field and an integral part of every med-
ical specialty.

Insofar as the Statement represents the views of the early leaders of psychosomatic
medicine, it is in a sense authoritative, and since, to my knowledge, it has never been
formally repealed, it presumably expresses the ‘‘official’’ position of this journal. For
these reasons alone it deserves critical scrutiny. The proposed definition of the field
rightly encompasses both its scientific and clinical aspects. The editors define the scope
of psychosomatic medicine, and hence the object of its scientific interests, as the in-
terrelation of psychologic and physiologic aspects of the functions of the body rather
than of the person. Moreover, by stressing that psychosomatic medicine is distinct from
psychiatry, which, as they put it, is concerned with the ‘‘diseased mind,”’ they ap-
pear to unwittingly affirm mind-body dualism, a position they explicitly disavow. By
emphasizing the distinction between the two disciplines, the editors convey the impres-
sion that psychosomatic conceptions do not apply to psychiatry. This is an unfortunate
implication, one that contradicts the holistic viewpoint and deepens the deplorable gap
between medicine and psychiatry. Had the editors referred in their definition to the
dual functions or aspects of the person rather than the body, they would have reaffirmed
their otherwise implied holistic stance.

Another major flaw of the Statement is the absence of any mention of the environ-
mental, and especially the social, factors. Thus, the impression is conveyed that psy-
chosomatic medicine is concerned exclusively with psychophysiologic phenomena oc-
curring, as it were, in a social vacuum. This is a serious omission that may have
resulted from the strong psychoanalytic orientation of some of the editors, and their
consequent preoccupation with intrapersonal rather than interpersonal issues. In view
of that bias, it is remarkable that the Statement makes no direct reference to the con-
cept of psychogenesis, one that plays a prominent role in the writings of such psychoso-
matic pioneers and editors as Alexander.!'® That concept has attracted considerable
criticism over the years and will not be missed.

The editors emphatically dissociate themselves from philosophic (‘‘metaphysical’’)
concerns, yet by asserting lack of logical distinction between mind and body they be-
tray their distinct monistic, that is, metaphysical, bias. It cannot be gainsaid that many
writers on psychosomatics have concerned themselves, explicitly or not, with the
mind-body problem and have taken a strongly antidualistic position.'® To deny this
fact would be intellectually dishonest. One can, however, understand the reluctance
of researchers and clinicians to define their area of interest in terms of highly abstract
and perennially controversial philosophic concepts. Yet, the latter lurk in the back-
ground of many psychosomatic theoretical statements and are often implicit in them.
This may be the reason underlying the definitions of the Oxford English Dictionary
quoted earlier, which put the emphasis squarely on the mind-body problem as the major
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concern of psychosomatic medicine. The historical roots of psychosomatic conceptions,
to be discussed later, may help clarify this contentious issue.

On the clinical side, the Statement stresses that psychosomatic medicine designates
a method of approach to the problems of etiology and therapy, one applicable to all
medical specialties, but fails to specify what this should imply in practice. They only
allude vaguely to the understanding of the ‘‘psychic component of disease process,’’
call for integration of somatic therapy and psychotherapy without saying how this can
be done, and mention the doctor-patient relationship. Equally vague are the references
to emotional ‘‘tensions’’ and ‘‘life,”” which appear to reflect the one-sided emphasis
on emotions as the principal psychologic factors influencing and correlating with phys-
iologic changes.'s-'8

All in all, the Introductory Statement represents an important historic landmark
in the development of psychosomatic conceptions and medicine. It may be viewed as
a bench-mark and starting point for the more recent attempts to define the field. Looked
at from the perspective of over 40 years, it was a bold effort to launch and delimit
the scope of a new field, yet one with ancient antecedents. The editors’ Statement may
be criticized for its errors of omission and commission touched on above, and should
be revised and reformulated to reflect recent developments in the field and to serve
as a point of reference for historians, teachers, and investigators.

It would be neither feasible nor profitable to try and review all the variants of the
definition of psychosomatic medicine having appeared in the literature since 1939. It
must suffice to say that the authors who have bothered to define the field at all have
on the whole tended to stress its holistic or biopsychosocial connotation.?- '3- 19 Some
writers have insisted that the term *‘psychosomatic’’ should be used only to designate
a method of approach to both research and clinical work, one that features concur-
rent and integrated use of biologic and psychosocial methods, concepts, and lan-
guages.'8: 1% The writers holding this latter view object to the notion that psychoso-
matic medicine be considered a distinct scientific discipline with a defined object of
study.

There is an inherent problem with the link-up of the words *‘psychosomatic’’ and
“‘medicine,’’ since they belong, at least in part, to two distinct levels of abstraction
and discourse. Medicine is concerned with issues of health and disease. ‘‘Psychoso-
matic,”’ however, has a broader and more abstract connotation, one that touches on
the problem of mind and body, and hence pertains to views on the nature of man. When
by somebody’s whim those two words became linked, confusion and ambiguity that
perplex us to this day resulted. What has come to be designated ‘‘psychosomatic medi-
cine’’ constitutes a recent phase in the long history of efforts to apply a set of premises
and precepts, which may be called *‘psychosomatic,’’ to the issues of health and dis-
ease, and to the care of patients. At the same time, however, the word ‘‘psychoso-
matic’’ may be used to refer to certain philosophic concepts that are part of Western
intellectual history, one that has a broader scope than the history of Western medi-
cine, and, in fact, encompasses it. I will try to develop this thesis further with a brief
outline of the history of psychosomatic conceptions.

My discussion is not to be viewed as an aborted attempt to present a comprehen-
sive history of the subject, a task for which I posses neither the requisite competence
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nor space; that is the task of a historian. To my knowledge, such a history has never
been published and is badly needed. What follows is merely a selective historic sketch
germane to my thesis.

PsYCHOSOMATIC CONCEPTIONS: HISTORICAL PERSPECTIVE

Historians tell us that what we call *‘psychosomatic medicine’” represents, in part,
continuation in modern dress of conceptions whose origins go back to the beginning
of Western thought and medicine.!-#'6-20-2 In other words, these ideas antedate the
coining of the word ‘‘psychosomatic’’ and the emergence of psychosomatic medicine
as a discipline by over 2000 years. A brief review of some of those historic antece-
dents may help us appreciate not only a remarkable continuity of the conceptions un-
der discussion, but also the roots of the contemporary connotations of the word *‘psy-
chosomatic’’ and its puzzling ambiguity. I submit that the modern meaning of that term
incorporates two old conceptions, namely the holistic and the psychogenic, which are
not usually clearly distinguished and thus contribute to its ambiguity. I will try to sup-
port this contention with selected historical references and quotations.

THE HoLisTic CONCEPTION

The word *‘holistic’’ is derived from the Greek holos, or whole, and was introducd
into the literature by Smuts?? in 1925. Though of recent vintage, this term may be ap-
plied to postulates about the nature of man and to precepts about medical care that can
already be found in the writings of Greek philosophers, such as Plato and Aristotle.
The core postulate of the holistic viewpoint is that the notions of mind and body refer
to inseparable and mutually dependent aspects of man. As Drabkin observes, ‘‘A sense
of inseparability of the psychic and the somatic life grows out of basic human ex-
perience, and ancient literature, medical and nonmedical, has no end of examples of
the somatic effects of emotional changes and the emotional effects of somatic
changes.”’20- - 227 Applied to the practice of medicine, the holistic conception afirms
the need for physicians to take into account both the mental or psychologic and the
physical or physiologic aspects in the study of disease and the treatment of patients.
In his much-quoted passage in the dialogue Charmides, Plato? argues: ‘‘The cure of
many diseases is unknown to the physicians of Hellas, because they disregard the
whole, which ought to be studied also, for the part can never be well unless the whole
is well.”” Plato seems to imply that attention to the person as a whole, a mind-body
complex, is the best approach a physician can adopt in treating patients.

Plato’s observation suggests that a holistic attitude was by no means predominant
in medicine of his time, and whether it has ever dominated the medical scene since
is an open question. Western medicine from Hippocrates on has tended to be staunchly
naturalistic and somatic, or physiologic, although this has not prevented many medi-
cal writers from emphasizing the need to treat the whole person. Regardless of the
philosophic views, if any, a physician may hold about the mind-body problem, he or
she can apply a holistic approach in clinical work. Many medical writers from the Ro-
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man times onward have explicitly or implicitly advocated such an approach. Even the
formulation of a radical dualism by Descartes in his Discourse on Method in 1637 did
not result in the disappearance of holistic conceptions from the medical literature. This
is especially well exemplified by the work of the 18th century Dutch physician Gaub,
who wrote that ‘‘the reason why a sound body becomes ill, or an ailing body recovers,
very often lies in the mind. Contrariwise, the body can frequently both beget mental
illnesses and heal its offspring.’’2!-P- 7! Hence, argues Gaub, ‘‘should the physician
devote all of his efforts to the body alone, and take no account of the mind, his cura-
tive endeavors will pretty often be less than happy and his purpose either wholly missed
or part of what pertains to it neglected.”’?'- P 70 As Rather,?! the translator of Gaub’s
remarkable Essays published in 1747 and 1763, comments, the Dutch writer’s views
were neither original nor isolated, as they had been expressed by many medical authors
before him. For that reason Gaub, argues Rather, cannot be regarded as a true fore-
runner of psychosomatic medicine. It was only the advent of cellular pathology,
founded by Virchow in the 1850s, that largely resulted in ‘‘wiping out recollection of
the attention traditionally accorded to mind-body relationships. Hence, psychosomatic
medicine in our time has appeared to many as a new and almost unprecedented move-
ment in medical thought.’’2!. p- 15

Another 18th century medical writer, Benjamin Rush (1745-1813), the most
prominent American physician of his time and the man officially declared the father
of American psychiatry, expressed holistic conceptions no less clearly than Gaub.?*
As a professor of medicine at the College of Philadelphia and later at the university
of Pennsylvania, Rush taught the importance of viewing the patient as a whole and
was concerned with psychosomatic relations?® In one of his lectures, for example, he
spelled out the holistic approach to medicine in these memorable words, ‘‘Man is said
to be a compound of soul and body. However proper this language may be in relig-
ion, it is not so in medicine. He is, in the eye of a physician, a single and indivisible
being, for so intimately united are his soul and body, that one cannot be moved, without
the other.’’2¢ It is justified to consider Rush as a true forerunner of American psy-
chosomatic medicine, as Binger,?’ his biographer, has suggested.

In the 19th century, the holistic conceptions in medicine suffered considerable de-
cline but did not vanish.2® Outstanding examples of their survival are provided by the
writings of Henry Holland,?® Physician Extraordinary to Queen Victoria, and of
Daniel Hack Tuke,'?® who in 1872 published an extraordinary compilation of anecdotal
clinical evidence illustrating the influence of psychologic factors on bodily functions.
Tuke, however, was not just a compiler. He tried to provide a theoretical framework
for his anecdotal illustrations based on physiologic principles, and to offer physicians
an empirical justification to use ‘‘psycho-therapeutics’” in a deliberate, methodical man-
ner in the treatment of physical illness. At the end of the 19th century, Sir William
Osler reviewed the holistic statements of Plato as they pertain to medical practice, and
saw in them a foreboding that ‘‘in the medicine of the future the interdependence of
mind and body will be more fully recognized, and that the influence of the one over
the other may be exerted in a manner which is not now thought possible.”’3°

Osler made the above prediction in a talk given in 1893. Within only 1 year ap-
peared an article by Hughes in which he not only spelled out the holistic conception
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with clarity, but also offered a remarkable corollary to Osler’s forecast. Hughes, edi-
tor of the journal Alienist and Neurologist, foresaw, perhaps too optimistically, that
‘‘We are approaching an era when the whole patient is to be treated, no more only
a part or organ solely.”’3!- P- %2 He asserted that ‘‘In estimating the causal concomi-
tants and sequences of his diseases, we consider the whole man in his psychoneuro-
physical relations.”” Hughes proposed that all bodily functions are influenced by emo-
tions, both in health and disease, through the mediation of the central and vegetative
nervous systems. For example, he asserted that a ‘‘breakdown in the central nervous
system by which trophic and resisting powers are greatly lessened, makes possible and
precedes all cases of cancer.”’3!: P- %! He argued that if the mind has, through the
agency of the neural mechanisms, such a widespread influence on bodily processes,
this fact provides ‘physiologic basis of all forms of psychotherapy,’” and the latter
should be employed by physicians as a powerful therapeutic tool. Hughes’ article may
be considered a landmark in the development of the holistic approach to medicine, even
though it is seldom quoted.?*

In the first 30 years of this century, the holistic conceptions became elaborated
and propagated by the psychobiologic school of psychiatry, notably by Meyer and
White.2* 32 The basic premise of the psychobiologists was that mind and body are not
separate entities acting on one another, but only two distinct yet integral aspects of
the human organism, a psychobiologic unit, as a whole interacting with the environ-
ment. Disease should be viewed as a product of this interaction, and it always encom-
passes both somatic and psychologic aspects. Powell,3? in one of the few scholarly re-
cent papers on the history of psychosomatic medicine, points out that the holistic
conceptions of the psychobiologists were adopted by Dunbar, and through her writ-
ings became one of the three principal theoretical positions in psychosomatic medi-
cine. The other two viewpoints were the psychoanalytic and the psychophysiologic.3?
The holistic approach was also prominently represented by Goldstein3? in his book
The Organism published in 1939, and many other writers, not necessarily identified
with psychosomatic medicine, since then.

In the view of this writer, the holistic conception has been most concisely stated
by Woodger,3* A British biologist and philosopher of science, in his book Biology and
Language:’’. . .the notions of body and mind are both reached by abstraction from
something more concrete. For these more concrete objects we have the convenient and
familiar word persons. But even the notion of person is abstract in the sense that ev-
ery person is a member of some community of persons, upon which the kind of per-
son he is, and even his continued existence as a person, depends.”’ This statement may
be regarded as an expression of a methodologic and linguistic approach to the mind-
body problem rather than a metaphysical one, and hence it appears to be most appro-
priate for psychosomatic medicine and for clinical work generally. For Woodger, the
person, a member of a social group, is the starting point and an indivisible unit, one
from which the notions of mind and body are abstracted for the purpose of study, and
hence as a methodologic strategy. These two abstrations require separate languages
with which to formulate descripive and theoretical statements about the functioning and
behavior of persons, both in health and disease. This type of formulation eschews the
concept of mind and body as entities, whose mutual relationship is the subject of
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philosophic speculation and is expressed in terms of competing metaphysical view-
points, be they dualistic or monistic.

I have tried to present in this section some of the historic antecedents as well as
the core meaning of the connotation of the word ‘‘psychosomatic,”” which I propose
to call “‘holistic.”” This connotation lies at the heart of what many writers have re-
ferred to as the ‘‘psychosomatic approach’’ to issues of health and disease, and to the
treatment of patients. As Dubos® states it, ‘“The understanding and control of disease
requires that the body-mind complex be studied in its relations to external environ-
ment.”’ He points out, however, that the holistic (or psychosomatic) approach refers
to an abstract ideal that cannot be fully attained in actual practice and that does not
lend itself to the acquisition of exact knowledge. Other critics have asserted that adop-
tion of the holistic approach is not a necessary condition for humane patient care.3¢
Be that as it may, it is not the purpose of this article to defend the merits of holistic
conceptions or approach, but merely to elucidate their semantic and historic relation
to the word ‘‘psychosomatic.’’ In the next section I propose to discuss the second major
connotation of that term, that is, the psychogenic.

THE PSYCHOGENIC CONCEPTION

The second core connotation of the term ‘‘psychosomatic’’ may be referred to as
equivalent to ‘‘psychogenic,’’ in the sense that it implies an etiologic hypothesis about
the role of psychologic factors in human disease. In other words, the psychogenic con-
ception asserts that certain attributes or functions of the organism, those that be called
‘‘psychologic’’ or ‘‘mental,’” constitute a class of causative agents in morbidity. This
conception, as I propose to illustrate by selected examples, has a lineage as old as the
holistic one.

According to Lewis,*” the word ‘‘psychogenic’’ was introduced into psychiatry
by Sommer, a German psychiatrist, in 1894, to refer to hysteria. The term has been
variously defined and applied since. Originally, authors used it only in reference to
certain mental disorders that were thus implied to be of psychologic origin.3” In the
1920s, however, the words ‘‘psychogenic’’ and ‘‘psychogenesis’’ came to be applied
by some writers to bodily disorders in which psychologic factors were believed to play
a major causal role.'S Lewis?’ concluded his review of the term ‘‘psychogenic’’ with
the wry comment that this vague word touched on unresolved issues of causality and
dualism, and should best be buried. In the following discussion I will use ‘‘psycho-
genic’’ to imply psychologic causation.

From Hippocrates onward, countless medical writers have postulated that emo-
tions influence body functions and may cause disease. He himself is quoted as say-
ing. ‘‘Fear, shame, pleasure, passion. . .to each of these the appropriate member of
the body responds by its action. Instances are sweats, palpitations of the heart. ...""38
A similar statement can be found in Aristotle’s work ‘‘On the Soul.’’'¢ For centuries
after Hippocrates, emotions, or rather ‘‘passions’” as they were called then,'6-39:40
were viewed not only as having an effect on the functions of the body, but also as
causative, pathogenic factors. Galen,*' one of the most influential medical writers of
all times, included the passions among the causes of bodily disease. He referred to
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grief, anger, lust, and fear as ‘‘diseases of the soul’’ to be diagnosed and cured.
Rather?! asserts that, as a result of Galen’s influence on European medicine down to
the 19th century, physicians had devoted a great deal of attention to the psychologic
causation of disease, and especially to the role of emotions as etiologic factors in a
wide range of diseases, including some of the contagious ane epidemic ones. A typi-
cal illustration of this statement is provided by this passage from Archer’s Every Man
His Own Doctor, published in 1673,%2 “‘The observation I have made in practice of
physick these several years, hath confirmed me in this opinion, that the original, or
cause of most men and womens sickness, disease, and death is, first, some great
discontent, which brings a habit of sadness of mind....”> As Ackerknecht* com-
ments, “‘It is not clear why it has never been fully realized that for 1700 years there
has been in existence a continuous tradition of psychosomatics under the label of
‘passions’.’"4- p- 18

In 1637, a book appeared which was to have a profound influence on Western
thought, that is, Descartes’ Discourse on Method, in which the problem and antithe-
sis of mind and body were formulated more explicitly and radically than ever be-
fore.2!- 43. 4 Descartes separated mind (res cogitans), the thinking entity, from the
nonthinking, machine-like body. This was a turning point in the development of modern
medicine and in the ancient debate on the mind-body issue. While Cartesian dualism
dealt a blow to the holistic conceptions in medicine, it did not, paradoxically, prove
detrimental to psychogenic conceptions. On the contrary, the latter flourished in the
1'7th and 18th centuries. Descartes himself regarded the passions as bodily phenomena
that could influence other somatic functions, and even have a pathogenic effect.

Despite the spread of a mechanistic approach to medicine in the 17th century, the
greatest physicians of that age and the true founders of modern medicine, Harvey,
Willis, and Sydenham, paid considerable attention to emotional factors in disease. Of
particular interest in view of the recent concern with the role of psychologic factors
in the development and course of cancer is the following comment by a German phy-
sician, Pechlin, made in 1691, and quoted by Rather,*> ‘‘Indeed, I have never seen
a cancer of the breast so thoroughly removed, even after extirpation, that would not,
in consequence of fear and sorrow, rather suddenly once again slowly recrudesce and,
after long difficulties, at length put an end to life.”

In the 18th century, a systematic account of the influence of emotions on bodily
function and disease can be found in Gaub’s Essay of 1763.2! He speaks of the harm-
ful effects on the body of overt as well as suppressed anger, grief, terror, unrequited
love, and excessive joy. His comments have a remarkably modern ring, as when he
says of grief, for example, that when it is not ‘‘discharged in lamentation and wail-
ing, but instead remains seated firmly within and is for a long time repressed and
fostered, the body no less than the mind is eaten up and destroyed.’’2!. p- 140

Other 18th century medical writers, notably Stahl, developed elaborate, philosophi-
cally based, psychogenic conceptions.?'* Two works that appeared at the end of that
century offer a systematic presentation of contemporary views of the influence of the
mind on the body.#’- 48 In his monograph, Corp discusses both the pathogenetic and
the beneficial effects of the ‘‘mental faculties,’” including thoughts, attention, and emo-
tions, such as hope, joy, anger, fear, grief, and anxiety, and proclaims *‘the depen-
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dence of mind and body on each other.’’ Speaking of anger, for example, Corp lists
among its potential harmful effects ‘palsy, apoplexy, and sudden death.’’4’-P- 3¢ He
asserts that prolonged anxiety may injure the brain, resulting in failure of memory.
Of grief, he says that it can lead to any bodily disorder. Persons who are afflicted with
fear or dread of disease, claims Corp, have long been known to be the first to fall vic-
tim to plague during an epidemic of it. Hope, by contrast, may help protect against
plague, and has generally curative powers, which physicians ought to promote.

The above selected examples, to which many others could readily be added, have
to suffice as illustrations of the widespread interest in the influence of emotions on
bodily functions and the occurrence of disease among 17th and 18th century medical
writers. Friedreich,* an early historian of psychiatry, wrote that one of the dominant
themes in 18th century medical literature was the reciprocal relationship between body
and soul, including the influence of passions and affects on the former. He quotes
numerous authors who dealt with that topic. In America, Rush?® wrote at length about
how useful the knowledge of the actions of the mind on the body should be to physi-
cians, since those actions ‘‘influence many of the functions of the body in health. They
are the causes of many diseases; and if properly directed, they may easily be made
to afford many useful remedies.’’26- P- 26

It is notable that those psychogenic conceptions were not held by mavericks but,
on the contrary, were presented as a matter of fact by the leaders of the medical profes-
sion and by the most influential medical writers of the 17th and 18th centuries. Fur-
thermore, those views were expressed by authors who held opposed opinions on the
nature of the mind and its relationship to the body. Dualists and monists, materialists
and idealists all seemed to find such views congenial regardless of their own philosophic
positions. That trend waned to some extent during the 19th century not so much be-
cause of a major shift in philosophic views, but rather because medicine was becom-
ing more technologic, specialized, and focused on the body to the exclusion of men-
tal factors. Virchow's theory of cellular pathology, followed by the discoveries of
Pasteur and Koch in bacteriology, propelled medicine in the direction of the Carte-
sian mechanistic approach to the body and towards the doctrine that for every disease
there is a single specific cause.>® That very trend provoked, in this century, the rise
of a counterreformation which came to be labelled ‘‘psychosomatic medicine.”’

During the 19th century, psychogenic conceptions still continued to be represented
in medical literature, if on a lesser scale than previously.?® An event of especial im-
portance was the appearance, in 1833, of Beaumont’s study of a man with exposed
gastric mucosa.’' That work was a landmark, as it reported the first systematic and
prolonged observations of the influence of emotional states on the functions of an in-
teral organ. The study of psychophysiologic relations was becoming scientific in the
hands of Beaumont, a ‘‘backwood physiologist,”’ as Osler32 called him. Almost a
whole century had passed before such studies, having been given impetus by the work
of Pavlov? and Cannon,** became in the 1930s an integral component of psychoso-
matic medicine.3? Psychosphysiologic studies have focused on mechanisms mediating
between psychologic variables on the one hand, and normal and abnormal body func-
tions on the other. As such, they have been concerned with processes and correlations
rather than with issues of disease etiology, which are implied by the word ‘‘psycho-
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genesis.”” Psychophysiology may be viewed as that outgrowth of the ancient concern
with the impact of emotions on the working of the body that has been most consis-
tently “*scientific’’ in its approach to that subject, in the sense of relying on the ex-
perimental method and eschewing sweeping generalizations. Today, psychophysiologic
research continues to be one of the most vital and indispensable divisions of psychoso-
matic studies,’ but it would be incorrect to equate all of psychosomatic medicine with
psychophysiology; a part is not identical with the whole.

A very different approach to the study of the influence of emotions on the body,
one concerned with their precise nature and role in the etiology of disease, took its
inspiration from psychoanalysis.>> Freud’s technique of free association afforded ac-
cess to unconscious mental processes, while his concepts of unconscious conflict,
repression, and conversion provided conceptual tools which could be applied to hy-
potheses about psychosomatic relationships. For Freud, hysterical symptoms appeared
when affect associated with an idea strongly conflicting with the ego, and consequently
repressed, became discharged in somatic innervation and symptoms. Freud used the
term ‘‘conversion’’ to refer to the process whereby psychic excitation was transmuted
into somatic symptoms, but he confined this hypothesis to hysteria and did not extend
it to organic disease.

By contrast, some followers of Freud, such as Groddeck, Deutsch, and Jelliffe,
advanced propositions about the etiology of organic disease, modeled on his formula-
tions about the origin of hysterical symptoms.3 Groddeck,’ for example, asserted
that every illness served the purpose of symbolically representing an inner conflict and
aimed at resolving it, repressing it, or preventing that which was already repressed
from becoming conscious.*® His was the most radical formulation of psychogenesis
to emerge as an offshoot of psychoanalytic theory, and drew sharp critiques from some
of his psychoanalytic colleagues, such as Alexander, who advanced his own, more
moderate, conceptions of psychogenesis.

Alexander,'8- 35 one of the pioneers of psychosomatic medicine, embarked in
1932 on a series of studies designed to elucidate the putative causal role of emotional
factors in several chronic diseases of unknown etiology. His was an attempt to apply
psychoanalytic technique and concepts to the ancient ideas about psychogenesis.'® He
distinguished sharply between conversion symptoms as symbolic expressions of psy-
chologic issues in the form of somatic symptoms on the one hand, and organic dis-
eases, which he viewed as vegetative responses to chronic emotional states, and, hence,
devoid of any symbolic meaning, on the other. He called the latter disorders ‘‘vegeta-
tive’’ or ‘‘organ’’ neuroses, and referred to them as psychogenic organic disorders.
Alexander postulated that every emotional state had its own physiologic syndrome, and
both could be induced together by appropriate emotional stimuli. He maintained that
fear, aggression, guilt, and frustrated wishes, if repressed, would result in chronic
‘‘emotional tensions’’ and consequent dysfunction of body organs.'® The repression
of wishes and emotions would occur if they gave rise to inner conflicts. Such conflicts,
believed Alexander, displayed a predilection for, and hence tended to disturb the func-
tion of specific internal organs, by analogy to the affinity of certain microorganisms
for specific body parts.'® He termed his hypothesis ‘‘specificity theory,” asserting that
a specific ‘‘dynamic constellation’” consisting of a nuclear conflict, the defenses against
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it, and the emotions engendered by it, tended to correlate with a specific ‘‘vegetative’’
response. Alexander applied these conceptions to such diseases as essential hyperten-
sion, rtheumatoid arthritis, thyrotoxicosis, and peptic ulcer, and formulated complex
psychogenic hypotheses to account for their occurrence.

Alexander took pains to stipulate that his theory of psychogenesis implied no more
than that those physiologic processes in the brain that could preferably be studied by
psychologic methods because they were subjectively experienced as emotions, ideas,
or wishes, could, in some cases, constitute the first links in a causal chain leading in-
itially to disturbance of function and ultimately to structural organic disease. Psycho-
genesis could not, however, fully account for the development of any such disease,
since available evidence on the whole pointed to multicausality of all diseases. It was
only the coexistence of specific emotional and somatic factors that could result in dis-
ease such as peptic ulcer, for example. Alexander explicitly disavowed the concept
of ‘‘psychosomatic disease’’ as one incompatible with the doctrine of multifactorial
etiology,'8: P- 52 but nevertheless he spoke of ‘‘psychogenic organic disorder’’!8. - 44
as an acceptable concept.

Alexander’s hypotheses represent the most elaborate formulation of psychogene-
sis of organic disease ever advanced. They constitute, therefore, an important land-
mark in the history of the development of that conception, and of psychosomatic
medicine generally. His views exerted, for better or worse, widespread influence for
some 25 years, between about 1935 and 1960, and were clearly much more moder-
ate than Groddeck’s extreme panpsychologism. Despite their relative moderation, how-
ever, his theory of specific psychogenesis of selected diseases, those referred to by
many writers as ‘‘psychosomatic,”’ encountered growing criticism and suffered gradual
eclipse.2-57-%0 The very notion of psychogenesis has come under attack as one seem-
ing to imply that psychosomatic medicine is concerned with the role of the psyche as
a “‘morbific agent,”” and promotes a simplistic notion of a linear causal chain leading
from emotions to disease.”® Such linear cauality has come to be regarded as inade-
quate to account for the development of most of human morbidity.

Alexander’s hypotheses may be seen as a sophisticated modern reformulation of
the idea expressed in a rudimentary form by Galen in the second century A.D., that
passions can have a harmful effect on the body and may actually cause disease. Over
the centuries, it was mostly the passions or emotions that were, for some reason, sin-
gled out from the whole repertoire of psychologic variables as potential etiologic agents.
The most recent variation of this theme is represented by the concept of alexithymia,
proposed in 1972 to refer to persons having difficulty in describing their emotions and
exhibiting stunted fantasy life.5' This ill-defined clinical construct has been misapplied
by some writers as an explanatory concept in hypotheses about the origin of the so-
called psychosomatic disorders.

The proposition that emotions *‘cause’’ disease is largely viewed today as arbitrary
and invalid. Rather, they are considered to be intervening variables interposed between
the meaning for the individual of the information impinging upon him or her on the
one hand, and somatic responses that follow, on the other.® Indeed, the entire notion
of psychogenesis, one incompatible with the currently prevailing doctrine of mul-
ticausality of disease, is no longer tenable, hence, the psychogenic connotation of the



What Does the Word ‘‘Psychosomatic’’ Really Mean? 133

word ‘‘psychosomatic’’ should be explicitly discarded. As one writer put it succinctly,
““To equate psychosomatic with psychogenetic is indeed pointless and obsolete.%> The
word ‘*psychosomatic’’ should not be used to imply causality in any sense or context,
but only to refer to the reciprocal relationships between psychosocial and biologic fac-
tors in health and disease.®> Concern with the nature and role of the interplay of those
factors in the development, course, and outcome of all diseases remains one of the cen-
tral issues in psychosomatic medicine, but it can be adequately subsumed under the
holistic or biopsychosocial connotation of the word *‘psychosomatic.’’® I propose that
the latter connotation is the only one acceptable today.3-63

PROPOSED DEFINITIONS

Ackerknecht’s article* as well as the Oxford English Dictionary’s definition of the
word ‘‘psychosomatic’’ quoted earlier in this paper attest to the need to define once
more the core terms relevant to psychosomatic medicine, and to delineate this field.
A recent connent by a psychologist highlights this need, ‘‘The field of psychosomatic
medicine suffers from definitions and concepts that have emerged, over time, with-
out the adequate forethought and structure to remove ambiguity and ensure that the
field is properly delineated.’’%® The ambiguity to which that author alludes appears to
have two major sources: (1) the dual connotation of the term ‘‘psychosomatic,”” which
I have tried to emphasize in this article from a historical persective; and (2) the fact
that psychosomatic medicine has focused on the study of relationships among
phenomena that cut across several branches of science and make sharp delineation of
the field difficult if not actually undesirable. The problem of the complex relationships
among psychologic, social, and biologic aspects of health and disease has puzzled in-
terested observers for over 2000 years and remains a riddle. No wonder that a rela-
tively recently organized scientific discipline concerning itself with that tangled knot
has been beset by semantic confusion, false starts, and ambiguity. These obstacles
related to the very subject matter of psychosomatic medicine should not, however, dis-
courage periodic efforts to define it with reasonable clarity. Having tried to do so
several times over the past 15 years,23:6! I propose to try once more in the hope that
my effort will stimulate discussion and facilitate teaching.

“‘Psychosomatic’’ is a term referring or related to the inseparability and interdepen-
dence of psychosocial and biologic (physiologic, somatic) aspects of humankind. (This
connotation may be called ‘‘holistic’’ as it implies a view of the human being as a
whole, a mind-body complex embedded in a social environment.)

““Psychosomatic medicine’’ (psychosomatics) refers to a discipline concerned with
(1) the study of the correlations of psychologic and social phenonomena with physio-
logic functions, normal or pathologic, and of the interplay of biologic and psychoso-
cial factors in the development, course, and outcome of diseases; and (2) advocacy
of a holistic (or biopsychosocial) approach to patient care and application of methods
derived from behavioral sciences to the prevention and treatment of human morbidity.
(This aspect of the field is currently represented by liason psychiatry and behavioral
medicine.)
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As a field of study, or scientific discipline, psychosomatic medicine is concerned
with observation and description of the phenomena that are its object of interest, and
with the formulation of testable hypotheses and theories about biopsychosocial rela-
tionships, both in health and disease. While all this activity may be regarded as being
highly relevant to the debate about the mind-body problem, the latter cannot be viewed
as the subject matter of psychosomatic medicine, which is an empirical and not a
philosophic discipline. As an operational working approach, mind and body may be
regarded as abstractions derived for methodologic purposes for the study of persons.
“‘Mind,”’ in this view, refers to those aspects of man that are most conveniently studies
of using methods of the behavioral sciences and described in the language of psychol-
ogy. ‘‘Body,’’ by contrast, is that aspect to which the investigative methods, concepts
and language of biology are applied.

As organized advocacy of a holistic approach to health care, psychosomatic medi-
cine propagates the folliwing premises and precepts:

1. Man is a biopsychosocial organism; one that receives, stores, processes, cre-
ates, and transmits information, and assigns meaning to it, which in turn elicits
emotional responses. The latter, by virtue of their physiologic concomitants,
may affect all body functions, both in health and disease.

2. Health and disease are more or less arbitrarily defined states of the organism
and are codetermined by psychologic, social, and biologic factors, and always
possess biopsychosocial aspects.

3. Study, prevention, diagnosis, and treatment of disease should take into account
the varying contribution of all of the above three classes of variables.

4. Etiology is as a rule multifactorial. The relative weight of each class of causa-
tive factors, however, varies from disease to disease and from case to case;
some are necessary and some only contributory.

5. Optimal patient care requires that the above postulates be applied in actual clin-
ical practice.

“‘Psychosomatic disorder’’ (or illness or symptom) is a term still unfortunately
used by some writers to refer to any somatic disease or dysfunction in which psycho-
logic factors are postulated to play a necessary or sufficient causal role. This term has
given rise to pointless and misleading polemics as to whether a given disease or dis-
order was or was not eligible for inclusion in the ‘‘psychosomatic’’ class. The con-
tinued use of this term should be discouraged, as it tends to perpetuate the obsolete
notion of psychogenesis, one incompatible with the doctrine of multicasuality, which
constitutes a core assumption of psychosomatic medicine. Like many other writers,
this author has repeatedly urged that this term be discarded.2:¢!

SUMMARY AND CONCLUSIONS

Semantics and history of psychosomatic medicine are not popular topics nowa-
days, if they ever were; yet both of them constitute indispensable facets of any dis-
cipline that lays claim to a separate identity, as psychosomatics does. The latter, be-
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ing an inchoate and inherently complex field of study, is especially in need of repeated
efforts to clarify the meaning of its key terms, to delineate its scope, and to chart its
development over time. Such efforts should pay off in improved teaching of this sub-
ject and in more effective communication with workers in other disciplines and with
the general public.

I have tried in this paper to sketch the historic development of psychosomatic con-
ceptions and address some relevant semantic issues. It appears that early in this cen-
tury, the convergence of two ancient conceptions, the holistic and the psychogenic,
prepared the ground for the emergence in the 1930s of psychosomatic medicine as an
organized scientific discipline and a counterreformation against the mechanistic view
of man and medicine. Those two conceptions came to be subsumed by the word *‘psy-
chosomatic’’ and thus contibuted its two distinct connotations. The latter have not
usually been clearly distinguished; hence, the ambiguity of the term. I have argued
that only the holistic connotation should be retained, as it properly conveys the con-
temporary viewpoint.

It is unfortunate that the word *‘holistic’’ has been appropriated recently by an
antiscientific and antiintellectual so-called ‘‘holistic health movement,’*®” with result-
ing increment in semantic confusion and, in the eyes of many, loss of credibility for
the misappropriated term. However, to retain it has merit as it is short, simple, and
derived from the Greek—as were the very conceptions it has come to connote. More-
over, ‘‘holistic’’ has been part of the basic vocabulary of psychosomatic medicine from
the beginning and conveys its core premises and purpose faithfully. As a historian aptly
put it, the historic function of the psychosomatic movement has been to ‘‘vitalize the
whole of medicine, psychiatry no less...with the holistic and ecologic view-
point. 059.p. 9

Eric Wittkower,8 one of the earliest psychosomatic investigators, and my re-
cently deceased former teacher, predicted in 1960 that in the future, psychosomatic
medicine would be likely to follow one of three directions: (1) become a narrow spe-
cialty dominated by psychoanalysts, (2) confine itself to psychophysiologic research,
or (3) develop into a holistic approach to medical problems. Looking back at the past
two decades I would argue that the field has become an inseparable blend of psy-
chophysiology and the holistic approach.%0-65
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Psychosocial Reactions to
Physical Illness

The two articles in this section are concerned with the modes of people’s psychosocial
reactions to physical illness, injury and disability, and their proposed multiple deter-
minants. The main purpose of this section is to provide a conceptual framework to serve
as a basis for clinical assessment of the patient from the psychological and social view-
points. Such an assessment is especially important in managing patients suffering from
a chronic illness, deformity, or disability.






Psychosocial Reactions to Physical Illness

INTRODUCTION

A major illness or injury affects the patient’s experience of his body and world. The
quality of this experiential state is known directly only to the sufferer whose introspec-
tive account is the primary source of information. An outside observer has to rely on
the sick person’s verbal reports about how he feels in order to gain some understand-
ing of the subjective experience. Empathy is needed to gain such understanding. An-
other source of data about the experience of illness is the observable behavior of the
sick person, that is facial expression, posture, gestures, nonverbal vocalizations, phys-
iological changes (e.g., respiratory, cardiovascular), and purposeful actions from which
inferences can be made about inner experiential states. Students of the psychological
aspects of physical illness, be they behavioral scientists or practicing clinicians, have
to take into account both these sources of data for a proper evaluation of each patient.

A third aspect of a person’s reaction to illness must also be taken into account,
namely, the social or interactive aspect. To view the patient apart from the social con-
text would leave out an essential aspect of the total experience of illness. Thus, it is
more appropriate to speak of ‘‘psychosocial’’ rather than *‘psychological’’ reactions
to illness and injury because the psychological and social aspects of it are for practi-
cal purposes inseparable. For the sake of study and clarity of exposition, however,
one may break that total psychosocial response into three interlocked compenents: (1)
the intrapsychic or experiential, (2) the behavioral, and (3) the social or interactive.

METHODOLOGY

For the purpose of research on psychosocial responses to illness one may employ
several methodological approaches: (1) the phenomenological, concerned with the sub-
ject’s conscious perceptions, cognitions, and feelings related to the illness; (2) the psy-
chodynamic, focused on the unconscious symbolic meanings, fantasies, conflicting
strivings, distortions, and misinterpretations related to the illness or injury; (3) the be-
havioristic, which confines itself to an analysis of the sick person’s verbal and non-
verbal publicly observable behavior; and (4) the sociological, concerned with the at-
titudes and behavior of the sick person as they are observed in social interactions and
reflect values, norms, and beliefs held by other members of the social group and the
culture to which the patient belongs.

Each of these approaches has a different focus, methods of study, terminology,
and theories. Each aims at achieving knowledge on the basis of which an individual’s
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behavior could be predicted and practical guidelines for preventive and therapeutic ac-
tion could be developed. Each approach can provide valuable insights but none of them
is sufficient to account for all facets of the experience and behavior of the physically
ill. For this reason, and in an attempt to achieve an overview of the subject matter,
I will try to integrate the diverse methodological approaches and give a composite ac-
count of the psychosocial responses to illness.

The methodological tools, or strategies, for collecting primary data in this com-
plex field include the following: (1) autobiographical accounts of people suffering from
various diseases; (2) health questionnaires; (3) psychological rating scales; (4) projective
tests; (5) psychophysiological measurements; (6) opinion polls; and (7) analysis of
dream contents and free associations.

Each of these research methods has its limitations and taps only a segment of the
whole field. In the following discussion I will provide examples of and draw upon some
of the various methodological approaches without attempting to review them ex-
haustively.

THE INTRAPSYCHIC EXPERIENTIAL ASPECT

And then suffering, bodily suffering such as I've known for three years. It has changed for-
ever everything—even the appearance of the world is not the same—there is something ad-
ded. Everything has its shadow.

KATHERINE MANSFIELD. Letter to J.M. Murray. October 18. 1920

The intrapsychic or experiential aspect of a patient’s response to an illness or in-
jury refers to his perceptions, thoughts, imagery, and emotions that compose subjec-
tive experience of illness. Every episode of painful, severe, life-threatening, or disa-
bling disease or injury permeates the patient’s experience of his body, self, and
environment. Thus, an illness is first and foremost a private event.'? It may be com-
municated to others in the form of autobiographical accounts, or conveyed more or
less faithfully by an empathic outsider in the form of a clinical or literary history, or
described using impersonal terms such as perception, cognition, emotion, and other
scientific concepts.

Thus, three distinct ways of describing the intrapsychic dimension of illness re-
sponse may be utilized: the autobiographical, the historical-literary, and the scientific-
analytic. Whereas the first two types of description aim at capturing the totality of ill-
ness experience, the last type is deliberately analytic in that it isolates elements of the
total experience for the purpose of psychological analysis and formulation of explana-
tory hypotheses.

THE ToTAL EXPERIENCE

Autobiographical accounts of illness have gained considerable popularity in recent
years, as illustrated by the critical acclaim of books by Alsop,? Cousins,* and Sanes,’
for example. The value of these works lies in their ability to inspire people to cope
more adaptively with illness, or even overcome it. These autobiographical accounts
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also convey something of the uniquely personal, yet at the same time universally
shared, human experience of anguish occasioned by a life-threatening or disabling ill-
ness. Of the many valuable autobiographical reports of illness published in recent years,
those written by doctors are especially noteworthy.5-° Fiore!? and Paoli'' have writ-
ten articulate and moving accounts of personal struggle with cancer, and Harrison'?
has described the experience of a heart attack and its impact on his life. Malraux'3
gives in Lazarus a poignant account of his own experience of an acute neurological
disease and his encounter with ‘‘the god of dread,”’ as he refers to his emotional re-
sponse to attacks of vertigo, fainting, and delirium. The reader is encouraged to study
these autobiographical accounts as they offer unusual insight into the personal reality
of illness and thus supplement the impersonal and dreary descriptions of *‘clinical fea-
tures’’ offered by medical textbooks.

Many novelists have written superb accounts of the experience of illness, which
render admirably the subjective quality of various diseases and symptoms. An anno-
tated bibliography is available for those interested in the links between literature and
medicine.!* Chekhov, Thomas Mann, Proust, Tolstoy, du Gard, Bernanos, Solzhenit-
syn, and many other writters have contributed memorable descriptions of various ill-
nesses as they are actually experienced. Reading these literary accounts is the most
effective way, other than the firsthand experience, to develop empathy for how the
sick feel. These accounts may be dismissed as anectdotal and unscientific, yet they con-
vey the nuances of the existential state of being ill, which scientific analysis tends to
depersonalize and divest of its essential human quality. The assorted autobiographi-
cal and literary accounts describe common features of illness experience which have
also been observed by systematic students. Narrowing of interests, changed experience
of time, a sense of discontinuity of one’s existence, increased absorption in bodily func-
tions and sensations, egocentric withdrawal, and a pervasive, unpleasant bodily feel-
ing known as malaise are some of the common subjective concomitants of physical
illness. Sense of insecurity, uncertainty about the future, and longing for human close-
ness are also often reported. 3!

A scientific approach to the psychosocial aspects of illness tends to be impersonal
and atomistic. It breaks down a total subjective experience into its components that
correspond to the currently accepted distinct mental functions. A brief account of this
approach follows.

PERCEPTUAL-COGNITIVE RESPONSES

Cognitive processes are those whereby information is acquired, transformed, evalu-
ated, stored, retrieved, and used.'3 Sensation, perception, attention, imagery, think-
ing, memory, concept formation, problem solving, and decision making are the ma-
jor stages or aspects of cognition.'8:'® We are concerned here with the application of
these concepts to the relatively narrow field of illness-related information and its ef-
fects on the patient’s emotional and behavioral responses. A pathological change in
the body constitutes the focal source of information. The relevant messages are of three
main kinds: those arising from the body as a result of disordered function or altered
structure, or both; those received from the social environment, for example, in the form
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of a doctor’s statements; and those derived from the patient’s memory in which in-
formation about diseases as well as about past illness experiences is stored. These three
information inputs are endowed with conscious and unconscious meaning by the pa-
tient, and such meaning in turn elicits arousal of emotions consonant with it and in-
fluences the patient’s behavior.

Perception of the sensory input related to physical illness or injury is influenced
by the characteristics of the perceiving individual and of the perceived information and
by the psychosocial situation of the patient. The quality, intensity, rate of onset, and
source of the perceived stimuli are important as they influence the patient’s overall
response. For example, a sudden loss of consciousness, severe pain, massive bleed-
ing, loss of balance, marked dyspnea, or paralysis of a limb—all are experiences that
clamor for attention and decisions to act. Yet even such dramatic events are responded
to differently by different persons. A striking example of such individual differences
in response is provided by patients suffering from a heart attack. Some of them call
for help immediately, whereas others try various home remedies and delay seeking
medical help for hours.?0 These differences in behavior reflect in part the perceptual-
cognitive style of the affected individual. Some people tend to habitually augment or
reduce what they perceive and thus differ in what has been called perceptual reac-
tance.2! Repression-sensitization is a similar concept used by some psychologists to
refer to a hypothetical polarity of perceptual reactivity.?> Habitual augmentors or sen-
sitizers are likely to perceive somatic sensations more keenly, appraise them more read-
ily in terms of threat or harm, respond with more intense emotional and autonomic
arousal, and report greater frequency and severity of bodily symptoms than reducers
or repressors. These individual differences in perceptual-cognitive style color the pa-
tient’s whole experience of illness and influence his emotional and behavioral responses
to it.

People also differ with regard to their habitual cognitive coping sytle, and these
differences tend to be brought out in the course of an illness. One may distinguish two
major types of such style: minimization and vigilant focusing.?3 ‘‘Cognitive style”’
refers to a person’s characteristic manner of dealing with information. In this discus-
sion we are especially concerned with the habitual way in which a person responds
to information that is threatening and disturbing. ‘‘Coping’’ in this context implies that
challenge or threat to the person is involved.

Minimization may be regarded as a cognitive coping style characterized by a ten-
dency to ignore, deny, play down, or explain away the personally threatening sig-
nificance of internal or external information. When applied to illness and its symptoms,
the manifestations of this cognitive style may range from a delusional denial of the
very fact of being ill or having a particular disability to a selective misinterpretation
of perceived bodily stimuli so as to reduce their threatening import. Tendency to such
misinterpretation varies in extent from person to person. Some individuals display
minimization of danger as a habitual mode of dealing with it. Delusional denial of the
fact of illness or disability, that is, anosognosia, is the most extreme form of minimi-
zation and connotes disturbance of reality testing of psychotic proportions. It is en-
countered in the presence of widespread brain pathology, reversible or not, as in the
cases described by Weinstein and Kahn,2* or may be a manifestation of a severe dis-
sociative disorder that occasionally follows surgery or accidental trauma. An autobi-
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ographical account of anosognosia following severe head injury has been written by
a psychiatrist, LaBaw.’

The concept of denial, which many writers use instead of this author’s more com-
prehensive term ‘‘minimization,”’ has become ambiguous and abused. Its overinclu-
sive usage has blurred the distinction between denial of clear-cut factual evidence of
danger or damage to one’s body (pathological denial) and the varying degrees of nor-
mal tendency to ignore unclear signs of threat.2> One may deny an incontrovertible
fact, or its personal significance, or the emotions it has evoked. A quantitative rating
scale to estimate denial has been developed by Hackett and Cassem?% and is a wel-
come attempt to grade the extent of denial instead of applying the concept in a global
manner to a broad spectrum of attitudes toward threatening stimuli. Those authors de-
fine denial as the ‘‘conscious or unconscious repudiation of part or all of the total avail-
able meanings of an event to allay fear, anxiety, or other unpleasant affect.”’ The term
“‘denial” in respect to illness has acquired a negative conotation that is misleading and
has encouraged zealous attempts to counteract it, disregarding the patient’s values and
perspective.?’ Some degree of denial of illness is common in the early phases of any
sudden or severe illness or trauma and may be considered an adaptive response to a
catastropic event.

To avoid the ambiguity and derogatory connotation of the concept of denial, the
term ‘‘minimization’’ is offered here as preferable. It refers to a continuum of cogni-
tive attitudes ranging from pathological denial at one extreme to underestimation of
threat on the other. It may be adaptive or maladaptive, depending on the total situa-
tion. The actual extent of minimization may vary from person to person and at different
stages of an illness in the same person. Some people, however, employ minimization
as their preferred—if not consciously selected—mode of cognitive response to illness—
related as well as any other personally threatening information.

Vigilant focusing connotes habitual readiness to respond to signals of danger with
selective and sustained attention, and with attempts at clear understanding of the na-
ture, source, direction, and personal implications of the danger. The person scans ac-
tively his store of knowledge as well as any available information for relevant clues,
explanations, and predictions. Some individuals employing this style tend to have a
low threshold for perception of bodily changes and exhibit a tendency to respond to
any unfamiliar or intense stimuli as potentially threatening. This cognitive coping style
is often seen in obsessional, suspicious, and anxiety-prone people. Their sense of secu-
rity is readily undermined by a sense of lack of cognitive mastery over their stimulus
input. To feel reasonably secure they must maintain perceptual clarity and intellectual
mastery through knowledge and understanding, and a state of preparedness for novel
or threatening information, both somatic and external to the body. When such a per-
son becomes ill, he becomes alert for any clues that might help to understand what
is happening, how to evaluate it, what to expect, and what course of action to take.
The patient will not be satisfied unless he or she can find out what the doctor believes
is wrong, how the diagnosis was arrived at, and what treatment is being planned. The
patient is not satisfied with ambiguous or vague statements and is intolerant of am-
biguity and uncertainty, which he tries to reduce to a minimum. The less explanation
he receives, the more anxious and aroused is such a patient.

This style too is to be viewed as a continuum, with hypervigilance and excessive
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readiness to regard any perceived bodily change as having ominous significance at one
extreme, and appropriate alertness to potential threats at the other. Between these poles
should be placed obsessive brooding and worrying about perceived bodily stimuli and
persistent rumination about what to make of them.

The two cognitive coping styles just described have been derived from clinical ob-
servation. They overlap with hypothetical personality and cognitive-perceptual styles
postulated by other writers, such as field dependence-independence, repression-
sensitization, reducing-augmenting, and sharpening-leveling. The two proposed styles
stem from the author’s observations of the attitudes and behavior of the physically ill
seen in medical settings in his capacity as a psychiatric consultant to medicine and sur-
gery for 25 years. Their practical value lies in the help they offer clinical workers in
understanding their patients’ behavior, recognizing their needs, and responding to their
communications in a manner that enhances patient cooperation and reduces anxiety and
irrational behavior. Cognitive style influences the way a person appraises information
and thus affects the meaning he imparts to it.

PERSONAL MEANINGS OF ILLNESS

One way to conceptualize the psychosocial aspects of illness is to view them in
terms of information that impinges on the person and is endowed with subjective sig-
nificance, or meaning, by him. As suggested earlier, one may speak of three sources
of illness-related information for each individual: somatic stimuli, messages from the
social environment, and one’s stored memories of acquired knowledge and experience.
Somatic stimuli and environmental messages provide the ongoing information inputs
that are evaluated by the person against the background of memories, values, beliefs,
conflicts, needs, and expectations. The meaning of such inputs results from their sub-
jective appraisal, both conscious and unconscious. Symptoms, doctors’ statements,
responses of significant others, media messages, and other information that the patient
perceives and evaluates as pertaining to his state of health comprise illness-related
information to which he imparts meaning.

The process of appraisal continues unabated throughout the duration of any ill-
ness. It may be set off by subliminal perception of bodily change, by conscious aware-
ness of it, or by communications of others suggesting or declaring that one is ill. The
appraisal may be true or false from the point of view of objective evidence that a
demonstrable pathological process is present. Clearly, the vast majority of subjectively
perceived bodily sensations do not signify disease in its current accepted sense. One
may be uncomfortable or distressed without being ill and be ill without being aware
of any discomfort. In our culture it is the physician’s role and prerogative to be the
proper judge as to whether a given complaint presented by a person signifies disease.

In a strict sense, one should speak of multiple, diverse, and changing informa-
tion inputs that the sick person perceives, evaluates, and responds to. It is an ongo-
ing, dynamic process, which we break down into segments to facilitate its analysis.
It is legitimate and useful, however, to try to identify the dominant personal meaning
of an illness for the given individual and study its determinants as well as consequences.
The meaning of a given illness that the patient evolves will influence his emotions,
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decisions, communications, and actions. These consequences in turn feed back into
and modify the meaning. Furthermore, the latter is also affected by the attitudes and
behavior of others who respond to the patient’s communications and actions. Thus,
the evolved meaning influences and is in turn modified by the patient’s emotional and
behavioral responses as well as his or her social interactions. The dynamic interplay
among these factors and the related feedback mechanisms contribute to the complex-
ity of this subject, which is compounded by the fact that an illness may have different
conscious and unconscious meanings for the patient, resulting in his inconsistent and
perplexing attitudes and actions.

Categories of Meanings

On the basis of clinical observation I propose to distinguish five major categories
of meaning of information pertaining to matters of health and illness'2: (1) threat, (2)
loss, (3) gain or relief, (4) challenge, and (5) insignificance

Threat implies anticipation of danger of harm or hurt to one’s physical or psy-
chic integrity, or both, and related expectation of suffering or even death. The threat
may be clear or more or less ambiguous, depending in part on the clarity or ambiguity
of the perceived information. There is some evidence that ambiguity of a situation or
stimulus may be a threat factor in its own right, one likely to reduce the individual’s
coping ability.?® A patient may interpret as threatening his bodily perceptions or a
statement by another person, especially by a health professional, that a disease is present
even if he is unaware of any symptoms, as may be the case in essential hypertension,
for example. The readiness to interpret bodily or external stimuli as threatening tends
to vary in degree from person to person and even in the same individual at different
periods of life and in different situations. Thus, enduring predisposition, current emo-
tional state, and the situational set all influence the tendency to view a change in one’s
somatic perceptions or a doctor’s statements as threatening. Moreover, the features
of the stimulus or information, such as its novelty or ambiguity, may also influence
what meaning the person assigns to it.

Appraisal of any information as personally threatening may elicit psychophysio-
logical consequences. Anxiety or fear is the emotion most likely to be experienced in
the face of threat. For some writers, anxiety connotes anticipation of an unrealistic
danger; fear, of a realistic one. These terms are inconsistently used in the literature,
and it may be best to use them here interchangeably. If the meaning of threat is rela-
tively ambiguous, perplexity may largely replace fear. Anxiety has a characteristic un-
pleasant feeling tone, ranging in intensity from vague uneasiness to dread and panic.
That feeling tone is typically accompanied by physiological arousal and consequently
by increased, decreased, or deranged activity of various organs and organ systems.
Such changed activity, if perceived, gives rise to somatic symptoms such as palpita-
tions, shortness of breath, muscle tension, chest pain, trembling, dizziness, and sweat-
ing. Every person is likely to possess a repertoire of such somatic concomitants of anxi-
ety wich become activated in response to threatening information. He may in turn
interpret them as threatening in their own right. Such a positive feedback effect tends
to enhance the magnitude of the threat and the intensity of anxiety. One can often ob-
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serve such a vicious circle in clinical practice. Intense physiological arousal concomitant
with anxiety may have harmful effects on someone who suffers from coronary heart
disease, for example. Increased sympathetic nervous activity and catecholamine secre-
tion in a cardiac patient may precipitate angina, myocardial infarction, congestive heart
failure, or a life-threatening cardiac arrhythmia.

At the psychological level, the experience of anxiety, with its physiological con-
comitants, is more or less distressing and aversive for the person, and he is motivated
to counteract it. Such counteraction involves the deployment of both unconscious de-
fense mechanisms and consciously motivated coping strategies aimed at relieving the
emotional distress.2-30 These defenses and coping strategies tend to vary widely in
their adaptive value.

Verwoerdt?! has proposed that a patient’s attempts to cope with the threat posed
by illness and the defense mechanisms he deploys in the process can be classified into
three categories, according to their goal, which may be (1) to retreat from the threat
and conserve energy, (2) to exclude the threat or its significance from awareness, or
(3) to master the threat. The first goal is aimed at by deployment of the defense mech-
anism of regression, that is, by falling back on developmentally earlier modes of cog-
nitive and behavioral coping. Clinically, regression may manifest itself as a constel-
lation of self-centeredness, hypochondriasis, and exaggerated dependency. These are
maladaptive and ‘‘deviant’’ responses to illness. They tend to be accompanied by feel-
ings of depression, resentment, anxiety, and guilt. A variant of regression in the con-
text of physical illness is withdrawal of interest, attention, and emotional charge from
the affected body part or function. In its extreme form, withdrawal becomes a state
of having given up, which represents capitulation to illness and lack of efforts to re-
sist it. The related emotion is hopelessness.3? It should be emphasized that withdrawal
may be adaptive, when conservation of energy serves the cause of recovery and sur-
vival. It is maladaptive if it is carried too far and undermines recuperative powers of
the organism and the patient’s will to live.

The second goal is pursued by employing defenses such as suppression, denial,
rationalization, depersonalization, projection, and introjection. Suppression connotes
deliberate attempts to avoid unpleasant thoughts and feelings. Denial has been discussed
earlier. Rationalization reférs to a mode of reasoning aimed at accounting for a dis-
tressing fact so as to reduce its threatening significance. For example, some patients
experiencing sudden chest pain of cardiac origin may misinterpret it as indigestion and
thus diminish its personal importance. Depersonalization implies a subjective sense that
what is being experienced is unreal, dreamlike, and alien. In this way anxiety may be
temporarily alleviated and the ominous facts lose some of their impact. Projection con-
notes assignment of blame for one’s predicament, thoughts, and emotions to other peo-
ple or nonhuman external agents. This allows deflection of attention from disturbing
information and focusing it on spurious external enemies and dangers. Anger usually
accompanies the use of this defense and serves to reduce anxiety and sense of help-
lessness. Finally, introjection implies assigning to oneself disturbing information from
external forces. A patient, cited by Verwoerdt,3! had been told that biopsy of a lymph
node revealed the presence of a metastasis. Subsequently the patient declared that the
doctor never really said such a thing and that it was really the patient’s own idea.
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Defenses aimed at mastery of the threat, the third type of goal, include intellec-
tualization, isolation of thoughts from emotions, counterphobic and obsessive-
compulsive mechanisms, and acceptance and sublimation. The last two defenses are
viewed as optimal modes of response to illness.3! They are, however, appropriately
applied to situations involving loss or disability rather than threat and anxiety.

Coping strategies deployed by people to deal with threat and anxiety also vary in
their adaptive value. Ideally, the person responds to threatening information by seek-
ing more information with which to further assess the magnitude and implications of
the threat and to plan actions aimed at averting the threatened danger or reducing its
impact. Other coping strategies commonly used to avoid or reduce anxiety include im-
mersion in work or some other activity that distracts attention from anxiety-provoking
information and suppression of symptoms of anxiety through the use of various relax-
ation techniques, sedatives, alcohol, and so forth.

It should be stressed that arousal of moderate anxiety may have salutary and adap-
tive effects. It may lead the person to take rational action to ascertain if a threat does
exist, prompting him to seek timely medical consultation. Furthermore, anxiety may
provide motivation to comply with the prescribed medical regimen, such as taking an-
tihypertensive drugs or undergoing a needed operation. On the contrary, defenses and
coping strategies aimed at reducing anxiety may succeed in their intended purpose but
result in a grave problem, such as addiction, or in behavior incompatible with a ra-
tional and adaptive management of the threat. Thus, interpreting an information in-
put as threatening may have either adaptive or maladaptive consequences depending
on the intensity of the aroused anxiety and the nature and appropriateness of the modes
of dealing with it.

Loss in this context refers to both concrete and symbolic losses occasioned by ill-
ness. In a concrete sense, we speak of loss of particular body parts, functions, and
attributes caused by disease or injury. Symbolic losses include damage to self-esteem,
security, satisfaction of needs, pursuit of valued goals, economic reverses, and the like.
These two categories of loss overlap but are not identical. Actual loss of a limb or
internal organ need not be followed by a sense of deprivation and related emotions.
Nor is the objective extent or gravity of the concrete loss a sufficient condition for
a proportionately intense subjective response. What to an outsider may seem to be a
trivial impairment of function or change of bodily appearance may evoke a profound
sense of loss in the affected person, which depends on the symbolic meaning and on
the value of the impairment or change for the given individual. For example, some
patients, expecially adolescents, treated by cancer chemotherapy are more disturbed
by the loss of hair that often results than by the ominous implications of the fact of
having cancer.3} On the other hand, surgery as mutilating as hemicorporectomy need
not result in a psychological disorder.3*

The usual emotional response to a subjectively serious loss, concrete or symbolic,
takes the form of grief, which may merge imperceptibly with a depressive disorder
of some degree of severity. Grief may be regarded as a normal and adaptive step in
the work of mourning, whose optimal outcome implies coming to terms with the fact
of loss. Absence of grief after a personally significant loss is viewed by many psy-
chiatrists as a manifestation of the defense mechanism of denial. It is then predicted
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that as a result loss will not be truly accepted and that a psychopathological reaction
is likely to follow at some future time, even years after the event, on the anniversary
of the loss, for example. The validity of this theoretical assumption has been
challenged, however.3> Lack of grief may mean that the given event was not per-
ceived by the patient as a serious loss. More systematic investigation is needed to test
the hypothesis that absence of grief is a harbinger of future psychopathology.

Other factors that may affect the subjective meaning of loss and the intensity of
related grief are the degree to which the loss is viewed by the patient as irreparable
and irreplaceable. Furthermore, the individual’s psychological resources, and the avail-
ability of social support and economic security, may facilitate the process of adjust-
ment, and the meaning of loss may give way to that of challenge posed by the disability.

Thus, many factors inherent in the person, the illness, and the environment
codetermine whether a given illness or injury and its consequences are assigned the
meaning of loss. They influence its depth, the intensity of the evoked grief or depres-
sion, and the duration of distress. Both the concrete and the symbolic losses give rise
to an emotional response whose intensity tends to be proportionate to the subjective
value of the lost body part, function, or attribute for the individual.

Loss of self-esteem may result from an illness or disability and seriously compli-
cate the course of the latter. Such loss may occur when the patient views the illness
as punishment for his or her real or imaginary misdeeds. Self-blame and feelings of
guilt are at the core of that irrational attitude. The patient may blame himself or her-
self for having brought on the illness through carelessness or self-indulgence. He may
become convinced that the disease signifies retribution or expiation for forbidden wishes
or transgressions. Such a belief may appear in one of several variants, each of them
giving rise to a different set of emotions and behavior. If the patient views the punish-
ment as just and allowing atonement and forgiveness, he may bear it stoically and
emerge from illness with a sense of elation and new beginning. Some people display
considerable personality change and growth after an illness or operation that they view,
consciously or not, as deserved punishment and atonement. If the patient regards the
illness as a punishment both just and without hope of redemption, he is likely to sub-
mit to it passively and do nothing to get well. Such a given-up attitude may actually
preclude recovery or, in any event, speed up death if the disease is incurable. If the
patient regards the illness as punishment that is unjust or excessive, he is likely to feel
resentful and ready to blame others for the predicament. Such patients may become
frankly paranoid and turn their anger on physicians or family members.

Loss of self-esteem may also result from a view of the illness as a personal fail-
ing, moral weakness, or inexcusable loss of control over one’s body. The usual emo-
tional concomitant of such a view is shame. The patient’s self-esteem is undermined,
and he or she may try to conceal the illness or disability and minimize its seriousness,
with possible adverse effect on its outcome. Some may try tomake up for the shame-
ful failure by acting the role of a compliant model patient.

Irrational views of one’s illness like those cited may have far-reaching conse-
quences for the patient’s emotional state and behavior. They may lead to psychopatho-
logical reactions to illness, most often in the form of a depressive disorder of some
degree of severity or of deviant illness behavior, or of both. Loss of self-esteem, with
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the related feelings of guilt or shame, engenders distress that magnifies the burden of
the illness for the patient far beyond the objective losses occasioned by it.

Gain or relief is a meaning of illness or disability that connotes psychological, so-
cial, and/or economic advantage to the patient. Flaubert, who developed epilepsy at
the age of 24, expressed such a meaning succinctly: ‘‘My illness has brought one ben-
efit, in that I am allowed to spend my time as I like, a great thing in life.”’3¢ The au-
thor of Madame Bovary made good use of that benefit.

An illness may provide a primary gain, implying that it facilitates subsidence, satis-
faction, or avoidance of needs, impulses, and strivings that are a source of an intra-
psychic conflict and related inner tension and distress. Aggressive, dependent, sex-
ual, or power-seeking impulses are usually involved. Illness may reduce sexual drive,
provide atonement for and thus allow its expression, or offer ready rationalization for
the avoidance of sexual contacts that arouse inner conflicts. Dependent strivings may
be given free expression and be gratified by someone who would disavow such im-
pulses in the absence of illness. Power-seeking, competitive tendencies may become
less of a personal problem if illness imposes and thus legitimizes their renunciation
or, on the contrary, provides an opportunity for gaining power over others by virtue
of being sick and disabled, by threats that unless the other complies, the patient may
get worse or die, and by playing on the guilt feelings of others, usually members of
one’s family. Thus illness may provide rationalization for either avoidance or guilt-
free expression of impulses that the patient could not face or express without an in-
ner conflict. Another subjective gain or relief may be derived from a painful illness
when the pain meets the patient’s unconscious need for suffering to appease a sense
of guilt for disavowed behavior, impulses, or fantasies.

The concept of the primary gain of illness has important practical consequences
for clinical practice. It may help explain otherwise unaccountable behavior, as when
a patient seeks relief and at the same time in various subtle ways resists treatment and
recovery. Such a patient may decompensate psychologically when his illness is suc-
cessfully treated. Examples of this apparent paradox are most often seen in chronic
illnesses that have been woven into the patient’s psychological defenses and life-style.
This may happen after surgery for epilepsy?’ or chronic heart disease.3® Such patients
should have careful psychiatric assessment preoperatively if subsequent psychologi-
cal complications are to be prevented. One should keep in mind that the concept of
primary gain refers to psychodynamic factors of which the patient is unaware and can-
not be blamed for their behavioral expression. Patients usually act in good faith when
they seek treatment and clamor for relief, and one has to be alert for indirect verbal
and nonverbal clues betraying an opposite, unconscious attitude.

Secondary gains from illness connote social and economic advantages accruing
from it. Being sick may be seized upon by the patient as an excuse to avoid social roles
and related responsibilities, to gain attention, and to secure social and economic sup-
port. Some patients derive considerable pride and satisfaction from suffering from a
rare or undiagnosed disease that baffles doctors. Such distinction may be the only one
that a particular patient has ever achieved, and he may be reluctant to give it up.

Thus, gain or relief is a global meaning of a given illness for the patient, one that
influences his motivation to get well, or rather to remain sick. It may reflect the pa-
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tient’s childhood experiences with key family members who in various ways rewarded
him for being ill.3 Such learning experiences may predispose a child not only to con-
scious or unconscious simulation of physical illness in later life but also to seeking psy-
chological gain from any type of illness.

A patient may simultaneously develop incompatible meanings of illness and thus
exhibit contradictory and inconsistent behavior that may puzzle health care workers.
The patient’s conscious sense of loss may coexist with an unconscious meaning of the
illness in terms of gain or relief, and inconsistent illness behavior is likely to ensue.
When subjective gains, primary or secondary, derived from illness or disability out-
weigh the losses, the patient is likely to cling to his sickness and may develop emo-
tional disturbances if recovery occurs.

Challenge is a meaning of illness as a set of tasks to be met and mastered. It is
a common and perhaps the most adaptive meaning, one that leads to active, deliber-
ate, and rational illness behavior. The patient is liable to seek medical advice with nei-
ther undue haste nor fateful delay, to comply judiciously with treatment and rehabili-
tation, to attempt to compensate to the utmost for permanent disability, and to work
toward attainable recovery. He or she is likely to be free from disorganizing anxiety
and other dysphoric emotional states, such as guilt, shame, anger, or depression. Threat
and loss are viewed realistically and are tackled actively.

Insignificance implies a relative lack of subjective meaning assigned to illness or
symptoms. This may be the result of low intelligence or lack of medical knowledge,
or both. It may also be seen in people who are withdrawn, depressed, or apathetic,
or in those who believe they are invulnerable. This weak cognitive appraisal of early
symptoms of disease such as cancer may lead to fateful delay in seeking medical help
or even to persistent avoidance of such help. The concept of denial may be errone-
ously invoked to account for the deviant illness behavior of such patients.

In summary, the concept of personal meaning of illness has considerable heuris-
tic value and explanatory power for emotional and behavioral responses to illness,
symptoms, and disability. The categories of meaning proposed here are based on per-
sonal clinical observations and have not been subjected to systematic research. They
represent hypotheses awaiting validation, yet the author has found them clinically useful
in helping to understand patients’ attitudes and behavior, both normal and deviant.
Evaluation of every patient should include inquiry into what meaning he or she im-
parts to his or her illness and symptoms. Such assessment may help the physician to
understand the patient’s attitude and behavior and to forestall the development of psy-
chiatric complications and of deviant illness behavior such as noncompliance with the
recommended treatment.

EMOTIONAL RESPONSES

The emotional responses to illness are inseparably linked to the cognitive-
perceptual ones. Emotions may be viewed as intervening variables between cognitive
appraisal of information and its subjective meaning, on the one hand, and the behavioral
responses, on the other. The emotions evoked by physical illness or injury vary in qual-
ity, intensity, duration, and temporal sequence. They are often mixed and shifting.
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Anxiety, sadness, grief, disgust, shame, guilt, anger, surprise, and acceptance are the
most common emotions encountered and occur in various constellations.*0 Less often
one observes apathy, elation, or euphoria. Each of these emotions has degrees of in-
tensity and is not an either-or response. We have already discussed some of the main
emotional components of the experience of illness in relation to the personal meaning
of the latter. Emotional responses may also be influenced by cerebral disorders, pri-
mary and secondary, that alter the function or destroy the anatomical substrate of
emotional experience. Furthermore, a patient’s emotional responses are likely to be
modified by his mood before the onset of illness. If the latter comes on, as it often
does, in a setting of depressed mood, for example, then the patient’s response is more
likely to take the form of grief, guilt, or shame, and a depressive disorder. The qual-
ity of the patient’s interpersonal relationships also influences his emotional responses
to illness.

Whether one judges an individual’s emotional response as normal or abnormal de-
pends on its appropriateness, that is, its degree of correspondence to the objectively
assessed severity of the danger, loss, and suffering. Such judgment is likely to be value-
laden and to reflect the observer’s bias. In clinical practice the most important issue
is the way in which the evoked emotional responses enhance or hinder a patient’s po-
tential for recovery from physical illness and his capacity for adjustment to perma-
nent disability.

THE BEHAVIORAL RESPONSE TO ILLNESS

Mechanic*! has introduced the concept of “‘illness behavior” defined as ‘‘the
ways in which symptoms may be differentially perceived, evaluated, and acted (or not
acted) upon by different kinds of person.’’ This definition subsumes, under the term
‘‘behavior,”” cognitive and perceptual responses to illness discussed in the preceding
section, responses that are not usually referred to as behavior in psychology. For the
sake of consistency, we will use the term ‘‘illness behavior’’ to designate only the ob-
servable responses, namely, communications and actions of the sick related to the ill-
ness and its symptoms.

COMMUNICATIVE BEHAVIOR

In this section I will focus on the patient’s communications related to his or her
illness. What the patient communicates about his perceptions, thoughts, and feelings,
when, in what manner, and to whom are crucial aspects of his illness behavior. Com-
munication is a two-way process, modified by the feedback from those at whom it is
directed. In the case of illness-related communications, the responses of the doctor,
patient’s family, and other relevant persons influence the patient’s readiness to com-
municate as well as the content and form of his messages. What and how a patient
communicates has a bearing on the doctor’s diagnostic reasoning.42-54

Medical sociologists have studied the variables that influence the patient’s com-
municative behavior. Zola*2-53 and Zborowski** have explored the role of sociocul-
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tural factors on the manner in which patients communicate their symptoms. Zola’?-53
has studied patients attending outpatient clinics of a Boston general hospital and found
that Irish and Italian patients presented their symptoms differently. The Irish tended
to complain mostly of symptoms related to the eyes, ears, nose, and throat and un-
derstated complaints of pain. Italians, on the other hand, reported symptoms involv-
ing many parts of the body, complained in a dramatic language, and stated that their
distress interfered with their social relationships. More Italian than Irish patients
received a psychiatric diagnosis, which suggests that the manner of communicating
symptoms influences doctors’ diagnostic reasoning. Zola asserts that the physician’s
reaction to the patient’s communication influences the amount and kind of informa-
tion he is likely to obtain. When the doctor focuses selectively on some of the patient’s
complaints and discourages the reporting of others, he is likely to obtain skewed and
misleading information and hence to make diagnostic errors.32-55

Zborowski** has investigated the manner in which patients of Old American,
Jewish, Irish, and Italian origin communicate pain, both verbally and nonverbally. He
found that Jews and Italians complained of pain with display of emotion, made no ef-
fort to understate their discomfort, and used freely nonverbal communication of dis-
tress by moaning, crying, and other emotional display. The Old Americans and the
Irish, on the other hand, understated their complaints of pain and showed little expres-
sion of emotion. The Irish tended to describe pain in a generally vague manner. These
two studies highlight the influence of ethnic and cultural background on the mode of
reporting bodily distress.

Personality factors also influence the mode of the patient’s communication. In-
dividuals with a histrionic personality type, for example, are notorious for the dramatic
flair of their complaints. A person’s linguistic habits express his personality. Whereas
some individuals tend to mislabel their bodily perceptions, others lack the ability to
describe their emotional states and resort to somatic complaints and metaphors in-
stead.*6 Obsessive-compulsive persons characteristically present their complaints with
such a wealth of detail and with so many digressions that the doctor is likely to be-
come inattentive, impatient, and confused. Social background is another significant
variable. Patients from lower socioeconomic classes and from rural areas typically de-
scribe their emotional distress in terms of bodily discomfort.36-57

Patients tend to communicate selectively what they expect the doctors to be in-
terested in, namely, bodily complaints. This social expectation may result in diagnostic
errors and lead to unnecessary and expensive laboratory investigations to rule out phys-
ical illness when none is present. Some patients display a different variety of skewed
communication: they complain of psychological distress but withhold crucial informa-
tion about their somatic symptoms.3® Patients with specific communicative disorders,
such as aphasia or stuttering, present special problems. They may fail to make them-
selves understood by the doctor, especially one impatient to obtain information in the
shortest possible time. A similar problem is often faced by a schizophrenic patient
whose idiosyncratic and often bizarre mode of communication may preclude a meaning-
ful verbal exchange with a physician.
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COPING BEHAVIOR

The actions taken by a sick person in respect to his illness comprise what may
be called coping behavior. The term ‘‘coping’’ has been variously defined and used
by different writers.

Lazarus,’0 a psychologist, defines coping as the strategies for dealing with threat.
He distinguishes two modes of coping: direct actions, that is, active preparation against
harm; and intrapsychic processes, those aimed at withdrawing attention from threat,
minimizing it, and seeking relief from it in fantasy. In a more recent publication
Lazarus® equates intrapsychic forms of coping with what are usually called defenses.
He explains that in coping, the person tries to ‘‘alter or master the troubled commerce
with the environment.”” For example, if a student facing an important examination
spends time in active preparation for it, he or she is engaged in coping activities, which
may be effective or not.

Mechanic,® a sociologist, defines coping as the ‘‘instrumental behavior and
problem-solving capacities of persons in meeting life demands and goals. It involves
the application of skills, techniques, and knowledge that a person has acquired.”’

These two definitions are really complementary rather than mutually exclusive.
Lazarus emphasizes threat and stress. Mechanic takes a broader view, an adaptational
one, and underscores tasks and challenges, rather than dangers, with which people must
deal. In the present context we are concerned with the application of the concept of
coping to physical illness, which may be regarded as both a life crisis or stressor and
an adaptive task or challenge.®' I have proposed the following definition of coping in
relation to illness, injury, and disability: Coping refers to all cognitive and psycho-
motor activities that a sick person employs to safeguard bodily and psychic integrity,
to recover reversibly impaired function, and to compensate for and adjust to perma-
nent disability .2

I have already discussed the principal cognitive modes of coping with illness. In
this section I shall focus on the patient’s behavioral action tendencies aimed at deal-
ing with the threat, challenge, and specific tasks imposed by physical illness. Three
major styles of coping behavior may be distinguished: (1) tackling, (2) capitulating,
(3) avoiding.*?

The rackling style of coping behavior refers to a disposition to display an active
approach toward threat and challenges presented by illness or disability. In its extreme
form this type of behavioral tendency manifests itself by confronting illness as if it were
an enemy to combat and conquer. Such an attitude has been advocated recently as the
best one for cancer patients to adopt. ‘‘Fighting back’’ has been deliberately encouraged
as a means of prolonging survival of the cancer victim.%? The patient may attempt to
act as if he were healthy and try to perform routine activities as soon as, and at times
before, the physician allows them. Postmyocardial infarction patients who return to
full-time employment after the shortest interval, arthritics engaged in physical activi-
ties regardless of joint pain, and cancer patients continuing work until terminal illness
are examples of this particular coping style. Such behavior may be adaptive or not,
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depending on its consequences. Some patients with rheumatoid arthritis, for example,
continue full activity disregarding their pain and may bring about destructive changes
in the joints, hardly an adaptive mode of coping from the point of view of its outcome.
Less pronounced degrees of tackling, however, may be regarded as the most desira-
ble and adaptive mode of coping behavior. Flexible and rational modulation of activ-
ity, timely recourse to medical advice, seeking of relevant information, judicious com-
pliance with the recommended treatment regimen, attempting to achieve prompt
recovery, collaboration with rehabilitative efforts, and developing satisfying substitutes
for irreversibly impaired or lost functions are all manifestations of adaptive tackling.

Capitulating implies that the patient tends to give in passively to illness by either
withdrawing from others or, on the contrary, becoming overly dependent on them.
The withdrawing patient is likely to delay or neglect to seek medical help despite suffer-
ing painful or incapacitating symptoms. The passively dependent patient displays help-
lessness and expects to be taken care of. Capitulating patients are likely to remain dis-
abled longer than their physiological condition warrants and to develop an undue
dependence on doctors and hospitals. They show little or no willingness to conduct
their affairs actively and assertively. The most extreme form of this behavioral ten-
dency may be seen in those who have lost hope and given up resisting the illness. Such
patients may die even though progression of the disease has been halted by medical
intervention. Capitulating should not be confused with adaptive passivity during the
acute phase of any life-threatening illness.

Avoiding pertains to active attempts to get away from the threat, demands, and
challenges of illness. An overt suicidal attempt and self-destructive noncompliance with
the treatment are extreme manifestations of this style. In a less pronounced form avoid-
ing may be displayed by an intensely anxious patient who delays medical consultation
for fear of being given a dreaded diagnosis. This coping style may be associated ei-
ther with overt anxiety or with overt calm resulting from marked minimization of the
threat of illness.

These coping styles may be viewed as reflecting three basic psychobiological de-
fense tendencies in response to threat: fight, immobility (conservation-withdrawal),
and flight, respectively. But such typologies should not be taken too literally. Undoubt-
edly, some individuals consistently display behaviors described here. Many, however,
show mixtures of action tendencies or shift from one to another in the course of an
illness. Furthermore, specific illnesses and disabilities present people with novel sit-
uations and tasks that may elicit a variety of specific coping strategies or techniques.??
The coping styles described here represent relatively enduring personality characteris-
tics. The actual strategies adopted by a patient to deal with pain, paralysis, inconti-
nence, or aphasia, for example, are influenced not only by the patient’s overall cop-
ing style but also by his specific disability and symptoms as well as by their severity,
rate of onset, and degree of reversibility.23-68 For example, an acute illness or trauma,
such as myocardial infarction or burns, tends to elicit different coping strategies from
those developed in response to a chronic illness.5!-%8 Moreover, the mode of coping
that a patient adopts appears to be influenced not only by his personality but also by
such factors as the availability of empathic and skilled medical care as well as of ade-
quate social supports.%®
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The concept of coping with illness and the impact of the assorted coping styles
and strategies on a patient’s adjustment to illness have become a subject of systematic
studies only recently. Much of this research is still descriptive rather than devoted to
the testing of specific hypotheses. The most recent investigations as well as clinical
impressions do support the contention that the concept of coping has heuristic value
in understanding how individuals adjust to illness.®

THE SocCIAL (INTERACTIONAL) RESPONSE TO ILLNESS

Under this heading I will discuss that aspect of the psychosocial response which
involves interaction between the patient and his social environment, and especially the
family members and doctors. This aspect has been studied mostly by medical sociol-
ogists, who have introduced such valuable concepts as those of the sick role and sick-
ness or sick-role behavior.”®' These concepts can be discussed here only briefly, and
interested readers are referred to textbooks of medical sociology and to Twaddle’s”!
monograph for more detailed discussions.

THE Sick ROLE AND SICKNESS BEHAVIOR

The most influential theroretical construct relevant to the social aspect of the re-
sponse to illness is that of the sick role, developed by Parsons.’?”> The concept of any
social role involves two kinds of expectations: (1) that the person will adopt certain
prescribed attitudes and follow certain actions, and (2) that others should behave to-
ward the person according to implicit and explicit rules. The sick role implies the fol-
lowing expectations: (1) exemption from the responsibilities and obligations of the
premorbid social roles—such as wage earner, parent, and spouse—in relation to the
nature and severity of illness; (2) obligation to seek the help of and comply with the
advice of competent person; and (3) surrender of the sick role as soon as this is com-
patible with physiological recovery. Thus, it is expected that the person will play the
sick role for a limited period of time and exert proper effort to achieve functional recov-
ery and resume premorbid roles expeditiously. The sick role, according to Parsons,
is deviant, yet one distinguished from other deviant roles by a crucial feature: the sick
person is not held responsible for his deviant behavior.

A person may follow one of several courses with regard to the acceptance of, ad-
herence to, and surrender of the sick role: (1) accept it only when the health condi-
tion warrants it and a qualified health professional recommends it, adhere to it as long
as it is necessary for optimum recovery, and give it up when the recovery occurs; (2)
adopt it readily and cling to it beyond physiological recovery and in disregard of med-
ical advice that he is fit to give it up; (3) attempt to avoid its acceptance, then give
in to it and try to hold onto it beyond recovery; (4) avoid it consistently until fully
incapacitated or forced by others to accept it; or (5) adopt it in the absence of any
demonstrable physical illness or injury and in defiance of professional opinion that he
is healthy.

All these patterns of sick-role behavior are encountered in clinical practice, and
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it is important to identify that which the patient displays. One of the main problems
facing doctors and other concerned individuals is to establish in any given case whether
the person plays the sick role according to socially accepted rules or is delaying it un-
duly, or whether he uses it for psychological, social, or economic gains. The most ex-
treme examples of misuse of the sick role are provided by those exhibiting one of the
factitious disorders. In these cases, we may talk of abnormal illness behavior,” a
form of deviant sick-role behavior. Patients displaying conversion symptoms or
hypochondriasis, for example, may be viewed as players of the sick role in good faith
and for largely unconscious motives.

The manner in which a person behaves with regard to the sick role is determined
by personality, past experience with illness, the example set by family members, the
health beliefs held by members of his social group, and the responses of the doctors
and other interested people to the complaints. The family members may by their atti-
tudes discourage or support acceptance of the sick role and its maintenance. The per-
son’s self-concept as a healthy, independent, and invulnerable individual may hinder
acceptance of the sick role even at the risk of death. Some people refuse to consider
themselves ill even though they show demonstrable pathology, others accept the fact
of being ill but resist adopting the sick role, and others still play the role not for the
purpose of getting well but for availing themselves of the privileges accorded by the
society to its sick members.

The sick role has proved to be a heuristically fertile concept, even though its short-
comings have been criticized on both theoretical and practical grounds. The main criti-
cisms have focused on the relative inapplicability of the concept to minor illnesses,
to chronic and stigmatized diseases, and to illness behavior not involving contact with
physicians.”"-”> Furthermore, the concept is flawed in that it fails to take into account
sociocultural factors. There is no evidence to support the contention that people every-
where perceive the rights and obligations of the sick role in the same way as expressed
in Parsons’ original formulation. These and other criticisms, however, have not gain-
said the originality and heuristic value of his contribution.

Two aspects of the social response to illness, both of which influence (and are in-
fluenced by) the patient’s sick-role behavior, are critically important: interactions with
the family and relationship between the patient and the doctor.

Patients and Their Families

To view a sick person apart from his or her social environment is to deal with
a truncated abstraction. Interpersonal relationships are crucially important in the ex-
perience of illness and in coping with it. Furthermore, these relationships are recipro-
cal, in that a patient’s behavior is influenced by and in turn influences the so-called
significant others, especially family members. As Litman’® rightly stresses, the family
provides the most important context within which illness occurs and is resolved. Only
recently, however, has the dynamic interrelation between illness and the family been
given systematic attention.”?

The relationship between physical illness in one or more family members and the
family dynamics has been stuided from several angles: (1) the influence of family in-
teraction on the development of physical illness or injury, (2) the effects of the parental
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health behavior and attitudes toward illness on the learning of respective behaviors and
attitudes by their offspring, (3) the impact of illness of a family member on the fa-
mily interactions, and (4) the influence of the family on the patient’s sickness behavior.

All these aspects of the reciprocal relationship between the physically ill or dis-
abled member and his family are important for the studies of the course and outcome
of disease, for preventive medicine, and for utilization and planning of health care
delivery. Whether a patient’s psychosocial responses are considered normal or patho-
logical, assessment of family interactions is indispensable for the understanding of the
patient’s attitudes, mood, and behavior, for comprehensive diagnosis and management,
and for the actions aimed at prevention of psychopathology in the family members.

A Theoretical Framework. Parsons and Fox,”” in their classical paper entitled
““Illness, Therapy, and the Modern Urban American Family,’” argued that the latter
was particularly prone to the disorganizing effects of illness. A modern nuclear fa-
mily is small, relatively isolated, close-knit, and characterized by intense emotional
ties. As a result, the illness of one of its members is likely to upset all the others and
to bring about a state of individual and collective imbalance. The consequences of this
vulnerability depend in part on which member is sick. One general consequence is the
tendency to relinquish the traditional care of the sick member within the family and
delegate it to the hospital or nursing home. Another common tendency is for the relative
to overreact to the sick member’s readiness to adopt the sick role.

Iliness of the mother of a small family is disturbing because of her unifying and
emotionally supporting role. When she falls ill, her husband and children are likely
to feel deprived of her accustomed affective support, and she herself is likely to ex-
perience an additional sense of burden and responsibility. Illness of the husband-father,
as the main provider of economic security and the bearer of social status, tends to jeop-
ardize the social and economic position of the whole family and to deprive the chil-
dren of the mother’s support, which becomes focused on the ill father. Illness of a child
may bring to the surface, or increase, marital disharmony in the parents and intensify
sibling rivalry by attracting special parental attention to the sick child. The delicately
balanced intrafamily dynamics may be further disturbed if the sick member takes ad-
vantage of being ill to avoid customary roles and responsibilities. Since the sick role
is a legitimate way of avoiding normal social demands and of inviting care-giving at-
titudes from others, it provides temptations related to the assignment of roles in the
modern family. Thus, for the wife-mother, illness may offer welcome relief from the
burden of her affectively supportive feminine role. For the husband-father, illness may
offer a sanctioned rest from the internalized demands for achievement, competition,
and independence of the masculine role. Not surprisingly, some men and women find
these aspects of the sick role attractive enough to accept it too readily and prolong it
unduly. As a result, serious strains may develop in the family relationships.

These influential theoretical formulations of Parsons and Fox were published 30
years ago and are badly in need of revision.”” The American family has been chang-
ing. For example, recent studies indicate that the evolving patterns of conjugal roles
characterized by shared responsibilities and tasks, and a high level of companionship,
may lead to greater resilience in meeting the challenges and strains of illness.”® The
majority of all illness episodes are still being taken care of at home.”® Nevertheless,
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the theoretical propositions of Parsons and Fox have not yet become replaced by for-
mulations that reflect the impact of such far-reaching changes as the marked increase
in the number of working women, childless couples, and single-parent families.

Family Relationships and Etiology of Iliness. Investigators have attempted in re-
cent years to identify those social factors which constitute psychological stresses for
particular individuals and may contribute to the development of physical illness.” Fa-
mily processes have come under scrutiny in this regard, and some evidence has ac-
crued which suggests that certain types of family interaction could have etiological sig-
nificance in disease. Such factors as marriage, divorce, and illness or death of a family
member have been singled out as playing a potentially pathogenic role.” In the United
States, mortality rates are higher for nonmarried people than married persons and are
especially high for the formerly married.?

To establish that a particular type of intrafamily dynamics precedes the onset of
physical illness does not establish a cause-and-effect relationship but makes it plausi-
ble. Meissner®! hypothesizes that disruption of the family affective system due to any
emotionally significant event may precipitate ‘‘psychosomatic’’ illness in vulnerable
family members. He proposes that the intervening variable is a disturbed emotional
state in such a vulnerable member which may lower his resistance to disease. An ex-
ample of the contributory role of family dynamics to illness onset is offered by a study
in which 16 families comprising 100 persons were followed up intensively for 1 year,
with regular throat cultures for beta-hemolytic streptococci, periodic testing of antis-
treptolysin O titer, and clinical evaluation of all illnesses.’? One of the factors that
seemed to play an important role in determining host susceptibility to streptococcal
illness was acute and chronic family stress. Much more research is needed, however,
to establish the validity of the claim that family dynamics play a causative role in phys-
ical illness.

The Influence of Parental Attitudes on Children’s Iliness Behavior. Surprisingly
little is known about this subject, and much that is written about it is anecdotal. Sper-
ling,3® for example, asserts that people who develop one of the so-called psychoso-
matic disorders, such as peptic ulcer, asthma, migraine, or ulcerative colitis, had been
rewarded during childhood for being sick. According to this hypothesis, the mother
of the *‘psychosomatic’’ patient rewarded him as a child for being sick, helpless, and
dependent and rejected the child when he was healthy and striving for individuation.
Such an early learning experience might result in a lifelong pattern of resorting to or
exploiting illness as a strategy to control others and make them compliant.

Mechanic?3 has studied 350 children and their mothers to test the hypothesis that
mothers influence health attitudes and illness behavior of their offspring. He found some
support for this hypothesis, but the degree of inconsistency in the findings was too great
to allow the conclusion that maternal influence was a significant factor. On the whole,
children displayed remarkable resistance against the influence of people in their en-
vironment. For example, a mother’s hypochondriacal attitude could not allow the
prediction that her child would show either the same or the opposite attitude. There
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is some empirical evidence, however, that parents do influence the development of
health attitudes and beliefs and the illness behavior of their offspring.3 The extent and
specific patterns of such influences, however, remain a matter of speculation.

Impact of lliness on Family Interactions. Illness in a child in relation to family
dynamics has been the most studied topic in this generally underdeveloped area.85-%0
The nature of the child’s illness and its characteristics, such as severity, duration, prog-
nosis, and degree of disability, have emerged as some of the key independent varia-
bles. The impact of acute illness on family dynamics has been less studied than the
consequences of chronic illness. From their study of the effects of acute illness, Green
and Solnit}” developed an influential concept of the vulnerable-child syndrome. They
investigated a group of children who suffered a serious illness or accident prior to the
age of 10 years and whose parents, usually mothers, expected them to die prematurely
even after they had recovered. That belief resulted in a characteristic parent-child in-
teraction, the so-called vulnerable-child syndrome. The children were found at follow-
up to have marked problems with separation experiences, displayed many hypochon-
driacal complaints, underachieved at school, and showed poor impulse control. Their
mothers persisted in overprotecting them and reacted with anxiety to the child’s at-
tempts at becoming independent. Levy®® interviewed 750 parents of inner-city chil-
dren while they were waiting in one of five general pediatric facilities. Parents’ un-
warranted fear that a particular child was vulnerable, that is, threatened by recurrence
of an illness that had actually been resolved in the past, constituted a common reason
for a medical visit. Vulnerable children made more visits per year and made many more
of their visits to the emergency room than the children not viewed by their parents
as vulnerable. Green36 points out that symptoms in *‘vulnerable’’ children include dif-
ficulty with separation, sleep problems, abusive behavior toward the parents, and fre-
quent absence from school. Parents’ belief that a child is vulnerable results in exces-
sive, and often needless, utilization of health facilities.

The impact of chronic or fatal illness in a child on family dynamics has been the
subject of a number of recent studies.85-89-190 Only a few selected examples of this re-
search and several major hypotheses can be discussed here.

The response of the mother to a child’s chronic illness has been shown to influence
the child’s attitudes and behavior. For example, when mothers of children with con-
genital heart disease overestimated its severity, the illness had a more disruptive im-
pact on the family as a whole and on the affected child.3? Maternal distortion of the
facts of the illness as presented by the cardiologist as well as maternal anxiety were
more influential in fostering the child’s dependence and perceived own disability than
the objectively estimated severity of the cardiac defect. Frydman®' found that *‘dis-
tortion’” of the severity of a child’s illness correlated with parental psychiatric mor-
bidity.

An adverse effect of a chronic illness in a child on the marital relationship of par-
ents has been found in a study of 32 families of children with hemophilia, a disease
marked by the occurrence of unpredictable episodes of bleeding that often require emer-
gency treatment.®? Nearly half the parents of intact families reported that hemophilia
had a negative effect on their marriage. Some parents, however, reported that, on the
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contrary, coping with the child’s illness had brought them closer together. The great
majority of parents intimated that family relationships were negatively influenced by
hemophilia.

Various patterns of disturbed family relationships have emerged from the studies
of children with cystic fibrosis and their families.? Siblings of the affected children of-
ten complain of being neglected, and some of them attempt to attract attention by pretend-
ing to have symptoms of cystic fibrosis or some other somatic disease. Some siblings
show poor school adjustment and delinquency, which appear to be causally related to
the rivalries enhanced by the attention paid to the sick child. Mothers tend to complain
of the fathers’ lack of interest in the sick child, and this contributes to marital strain.
The 'most serious disruption of family relationships was found in families showing lack
of closeness and an inability to communicate feelings and to offer mutual emotional sup-
port. In such families the sick children tend to be ashamed of their illness and to cooperate
poorly with treatment.

Ellenberger et al.* assert that the family of a child suffering from a chronic illness
tends to go through several distinct, if overlapping, stages of adaptation to that stres