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CHAPTER I 

INTRODUCTION 

For centuries students of philosophy, psychology, 

and theology have been attempting to solve the mind-body 

problem. Simply stated/ the problem is: What relationship 

exists between the mind and body of man? Plato and 

Aristotle believed the mind to be supreme. J. O. de La 

Mettrie (1748), on the other hand, found man to be a 

mindless machine. DesCartes' (1650) belief was that an 

interdependent duality existed between man's mind and his 

body. In more recent times/ studies of hypnosis and bio-

feedback (Green, Green & Walter, 1970) have demonstrated 

the ability of the mind to control bodily functions. 

Conversely, physical changes associated with menopause 

(White, 1956) and genetic predispositions to emotional 

problems (Kallmann, 1953) have been reported to be primary 

causes of mental disorders. 

Psychosomatics is a branch of modern medicine 

which is intensely involved in the mind-body issue today; 

specifically, it is that branch of medicine which studies 

physical diseases which are believed to have emotional 

correlates. The work of Selye (1956) is an excellent 

example of psychosomatic research. Selye found stress 

to be a major contributing factor in the development of 

ulcers and in the production of other pathological physical 
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changes. Another researcher (Wolff, 1968) emphasized 

emotional experience as the link between stress and the 

resulting physical damage. 

Others (Alexander, 1950; Marshall, 1960; Garma, 

1960) have indicated that specific personality correlates 

are major etiologic factors in psychosomatic disease. 

The present study was an attempt to discover which 

personality correlates contribute to a specific psycho-

somatic disease, namely, peptic ulcer disease. 

Statement of the Problem 

The peptic ulcer is one of the more common 

afflictions of modern man. In medicine, the peptic ulcer 

has been commonly accepted (Cooper, 1964; Bockus, 1963; 

Kimball, 1951) as a problem of civilized society which 

almost never occurs in the uncivilized portions of the 

world. Although it is known that peptic ulcer disease 

occurs frequently, its causes are very poorly understood. 

It is generally agreed, for example, that there are under-

lying personality correlates which are closely related 

to peptic ulcer disease, while there is little agreement 

concerning the nature of these correlates. The purpose 

of the present study was to identify the underlying 

personality correlates of peptic ulcer patients. 



Review of Previous Research 

The literature review was divided into theoretical 

and empirical studies reflecting the two major types of 

psychological investigation involving peptic ulcer 

patients. The theoretical studies emphasized attempts 

to understand the personality of the peptic ulcer patient 

through the integration of data from past clinical 

experiences. The empirical studies of peptic ulcer 

disease, on the other hand, represented attempts to 

introduce a greater degree of control into psychosomatic 

research. Lipowski (1968) stated that empirical studies 

helped psychosomatics to become more organized, objective, 

and scientific. He emphasized the use of meticulous 

psychological description and the avoidance of hasty 

interpretations and one-factor formulations. 

Review of Theoretical Research 

A major psychosomatic theorist was Franz Alexander, 

Alexander (1950) combined objective physiological data 

with psychoanalytic theory to arrive at his conclusions 

about psychosomatic afflictions. He found that when 

bodily processes are affected by chronic, unrelieved, 

emotional tension, some psychosomatic disorder will 

result. He described aggression as the emotion which 

gives rise to the activity of the sympathetic nervous 



system, while parasympathetic activity is most closely 

related to dependency. Alexander stated that while he 

did not consider aggression, dependency, or other emotions 

to be perfectly correlated to psychosomatici: disease, he 

did believe that certain constellations of emotions 

were closely related to specific diseases. 

Alexander (1950) theorized that the peptic ulcer 

"personality" has its origins in the feeding situation 

which mother and child shares. Being held and fed by 

his mother, the infant gains feelings of being secure 

and loved. When the infant becomes an adult, and wishes 

to be loved and cared for in a dependent fashion, his 

wishes may be frustrated by the outside world and/or 

repressed by the individual, himself. When either of 

the foregoing alternatives occur, the wish to be loved 

and cared for are converted, through regression, to a 

wish to be fed. The wish to be fed stimulates the 

gastric function and the production of gastric juices. 

In the absence of food, the chronic production of gastric 

juices results in the formation of ulcers or, in less 

extreme cases, chronic gastric dysfunction. 

Alexander (1950) distinguished between the 

following two types of peptic ulcer patients. 

1. Primary peptic ulcer patients are those who 

accept themselves as persons with dependency needs and 

who behave in a dependent, passive fashion. 



2. Reactive peptic ulcer patients are those who 

repress their dependency needs and demonstrate a reaction 

against these needs. Alexander said that the "reactive" 

patients displayed "an exaggerated aggressive, ambitious, 

independent attitude (p. 102)." 

There are various alternate theoretical views 

which differ considerably with each other and/or with 

Alexander (1950). Each theory is an attempt to make 

judicious use of past clinical experiences by synthesizing 

these experiences into a brief statement of the personality 

picture expected of a peptic ulcer patient. 

Robbins (1969), after reviewing the psychosomatic 

literature from 1951 to 1965, stated that he could not 

support Alexander's (1950) theory. Robbins said: 

Almost all of the research surveyed has focused 
on only two dimensions—hostility and dependency. 
While the shadings of hostility and dependency 
might, be different for different diseases, it 
would seem that we are dealing, in practice, 
with a two-factor theory, not a specificity 
theory. This two factor approach is in line 
with Alexander's broad formulation, but hardly 
reflects his hope of finding specific emotional 
constellations in different psychosomatic 
conditions (p. 81). 

Robbins found a few discriminating characteristics in 

some psychosomatic diseases. In the case of peptic 

ulcers, for example, Robbins believed submissiveness, 

passivity, and dependence to be defining personality 

characteristics. 



Food preferences of peptic ulcer patients were 

studied by Wolowitz (1967). He found peptic alcer patients 

preferred foods which he defined as "oral passive" 

significantly more often than did psychiatric patients. 

Wolowitz believed that his findings supported Alexander's 

(1950) theory. 

Gosling (1958) studied mental hospital patients 

with respect to the incidence of peptic ulcers. He found 

that peptic ulcer disease, in his sample, occurred most 

frequently in the neurotic, depressed, and alcoholic 

patients. He interpreted these findings to be supportive 

of the theory that orality is a central personality feature 

associated with peptic ulcer disease. 

Parental attitudes also have been studied in peptic 

^ ulcer research. Patel (1963) described the person with a 

psychosomatic illness as one who was rewarded by his mother 

for being sick and who was rejected by his mother for being 

healthy. Patel stated that such persons are demanding 

and dependent individuals who bind destructive impulses 

in their psychosomatic symptoms and who react to stress 

v/ith hostility and the fear of impending catastrophe. 

^ Wolff (1968) discussed the uses and abuses of 

psychoanalytic theory in the study of psychosomatic 

diseases. He pointed out that since emotional experiences 

form an important link between psychic and somatic 

phenomena and may, therefore, bring about psychosomatic 
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disorders, one needs to study the experiences, proper, 

and the mental processes associated with them in order to 

discover the causes of and effective treatments for 

various psychosomatic diseases. He noted that one failing 

of psychoanalytic psychosomatic research v/as that psycho-

analysts are not always effective in finding factors which 

are empirically related to psychosomatic disease. He 

pointed out that various explanatory attempts had been 

made, generally trying to ascribe, 

. . . particular personality types or specific 
unconscious conflict situations to individual 
psychosomatic disorders—but while such concepts 
help us to understand individual patients they 
have essentially failed as general explanations, 
as has been pointed out by Mitscherlich (1960) 
(p. 345). 

Wolff objected to the many attempts at explanation which 

resulted in oversimplification. He criticized the work 

of Garma (1950), in which gastric ulcer disease is inter-

preted as the symbolic expression of an internalized 

biting mother-image, stating that this theory is of little 

explanatory value and is basically meaningless when 

translated to human experience. Wolff said: 

Instead it may reflect the analyst's unconscious 
V7ish to solve all problems of illness entirely 
in terms of his own analytic discipline, corre-
sponding to the organically oriented physician's 
equally irrational wish to explain all mental 
phenomena in purely physical terms (p. 345). 

With the foregoing attitudes, Wolff aligned himself with 

Engel and SchiTiale (1967) who stated that symbolization 
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and conversion are indirect, yet important, factors in the 

etiology of psychosomatic disease. He pointed out that 

conversion and symbolization may lead to a "disturbance 

of physiological function which may result secondarily 

in a physical lesion which has no primary symbolic meaning 

(p. 345)." 

Wolff (1968) took a strong position against 

simplistic and reductionistic explanations and in favor 

of a multifactoral model of psychosomatic disease. He 

pointed out that stating research findings in psycho-

analytic terms often renders the explanation meaningless. 

In an earlier paper, Wolff (1963) approached the 

study of psychosomatics differently, asking> "Why do 

patients develop a psychosomatic rather than a psycho-

logical illness (p. 323)?" and "What determines the choice 

of a specific psychosomatic illness in a particular 

patient (p. 323)?" Wolff's attempt at integrating 

physiological and psychoanalytic views emphasized that: 

. . . by studying the emotional significance of 
the illness to the patient in terms of his own 
subjective experience of himself, we can gain 
useful knowledge of the nature of psychosomatic 
disease which may contribute something towards 
the answers to the two basic questions I formulated 
(p. 324). 

Wolff (1963) found the answers to his questions 

through his own interpretations of clinical studies. He 

determined that, " . . . a patient develops a psychosomatic 

illness because he is afraid of having to acknowledge the 



existence of an underlying mental illness affecting the 

whole of his personality (p. 331)." Where the choice of 

symptom is concerned, Wolff said: 

The psychosomatic symptoms usually are the 
physical expressions of several interconnected 
phantasies and conflicts which are specific not 
for the illness as such, but for the illness 
as it exists in the individual patient (p. 331). 

He said that psychosomatic symptoms, 

. . . express, as it were, in body language a 
variety of interrelated conflicts and phantasies, 
many of which will, on close analysis, be found 
to be connected with the particular organ or 
bodily function which is disturbed (p. 330). 

Wolff noted that, " . . . with increasing awareness of these 

conflicts and phantasies, the patient is brought face to 

face with his previously concealed psychological illness 

which needs now to be dealt with (p. 330)." He predicted 

that in the psychoanalysis of the psychosomatic patient, 

therapists may expect new psychosomatic symptoms to replace 

old ones and psychological problems to replace somatic 

problems as therapy progresses. 

The most purely psychoanalytic view found in the 

literature was presented by Garma (1960), who reduced ulcer 

symptoms to sexual events. He said that it was the, 

. . . hypteractive and enterprising and at the 
same time frustrated personality which is respon-
sible for the ulcer, for this gastric lesion is 
in part the consequence of inappropriate gastric 
efforts which would not take place in the stomach 
at all were the patients not particularly active 
in general (p. 444). 
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He added that, " . . . their gastric reactions reflect 

the behavior of their total personalities (p. 444)." 

Garma's (1960) theory of ulcer formation was most clearly 

stated in his own words: 

The sadistic maternal superego provokes gastro-
duodenal ulcers through (many) pathological 
organic processes which are emotionally activated. 
The harmful processes are also increased by 
negatively cathected food, bad food, or insuffi-
cient food, that the patient eats in obedience 
to his superego (p. 447) . 

To emphasize and clarify the symbolic processes involved 

in ulcer formation, Garma noted that all of the, 

. . . unconscious contents of an oral-digestively 
sadistic maternal superego, as discovered in 
very long psychoanalytic treatments, even lead 
to regarding the crater of the ulcer as a mould 
of a nipple which, psychically internalized in 
infancy, has acted psychosomatically to digest 
the gastroduodenal walls (p. 447). 

Garma (1960) also subjected the ulcer diet 

(Sippy's Diet) to psychoanalytic interpretation. He noted 

that Sippy's diet is composed of soft foods and milk 

products typically eaten by children of about two years 

of age. 
/ 
j'Psychoanalytically, it appears that rather than 
I for its digestive value, the diet is favorable 
Ito thé patients because it makes them regress 
Ito the situation of the very first infancy in 
Iwhich genital conflicts do not yet exist. With 
Ithis diet, the peptic ulcer patients become in 
•a way "good" children so that their parents 

allow them to digest well (p. 448). 

Garma has found that ulcer patients eventually discontinue 

Sippy's diet, against their physician's orders, finding 
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the soft diet unbearable because it is so "babyish." 

He explained that, "They disobey for the same reasons that 

induce them to disobey prohibitions of genital activity 

(p. 448)." Garma maintained that ulcer patients could 

tolerate a meat diet better than the soft diet. Garma 

explained: 

This is doubtless owing to the fact that Sippy's 
diet implies giving up genitality, i.e. accepting 
castration, and therefore aggravates the digestive 
regressive substitute of castration which the 
ulcer wound represents. A meat diet, on the 
other hand, implies to some patients greater 
tolerance of their genitality from their environ-
ment and consequently from their superego. This 
diminishes their genital conflicts and, through 
the influence of regression, improves them 
digestively (p. 448). 

Groen (1957) suggested a different view of psycho-

somatic symptoms. He explained that psychosomatic disease 

is closely related to man's existence as a biosocial unit--

an organism living in a society and obliged to obey 

society's mores and laws. 

We then propose to regard as psychosomatic 
abnormal behavior (or, in other terms, psychogenic 
bodily disease), certain reaction patterns to 
frustration that occur when the individual conforms 
to the cultural norms of society to which he 
belongs but, like the neurotic, is unable to 
find gratification along these required and 
permitted pathways, and when such an individual 
also rejects psychoneurotic behavior patterns 
(manifest hypersensitivity, anxiety, phobias, 
ego-centricity), controls weeping or complaining, 
does not openly demand special care, and consciously 
or (and) subconsciously tries to avoid or control 
the outlet of his emotions along neuromuscular 
pathways (p. 90). 

When psychopathic or psychoneurotic reaction 
patterns to frustration are thus inhibited from 
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discharge, somatic reaction patterns are substituted 
in an increased intensity and duration, so that 
they are called diseased, and thus bring the 
individual to the family doctor or the specialist 
(p. 91). 

A behavioristic view of psychosomatic illnesses 

including the roles played by genetic and nongenetic 

predisposing factors and by learning was presented by 

Lachman (1963). 

The essence of the theory proposed is that: 
psychosomatic manifestations result from frequent 
and/or prolonged and/or intense implied reactions 
elicited via stimulation of receptors (p. 240). 

Lachman noted that although emotional reactions may be 

basically defensive and adaptive, if emotional activity 

is sufficiently intense, prolonged, or frequent, it may 

lead to physiological dysfunction and structural damage. 

According to Lachman, then, the individual's emotional 

defenses may bring about the situations necessary for the 

production of psychosomatic symptoms. 

Conversion reaction was presented as the basic 

cause of psychosomatic disorders by Engel and Schmale 

(1967). They explained: 

. . . through erotization of local defense systems 
the unconscious fantasy underlying a conversion 
may focus on a body part innervated for defense 
against injury, which may then react as if real 
injury were being incurred (p. 347). 

Conversion, in this case, would include areas innervated 

by the autonomic nervous system, such as upper and lower 

gastrointestinal tracts. 

•Æ 
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It must be kept clear that in this formulation 
conversion accounts for the choice of location 
of the body part involved and for the choice of 
the riddance pattern triggered, not for the 
developnent of a lesion. The latter is a 
complication of the bodily reaction to the 
conversion, the development of which is dependent 
upon interaction with other predisposing factors. 
. . . Hence the lesion itself and the symptoms 
arising from the lesion neither have primary 
symbolic meaning nor serve a defensive function 
(p. 347). 

Alexander and Flagg (1965) disagreed with Engel 

and Schmale (1967). Alexander and Flagg emphasized that 

all physical reactions to stress are not conversion 

reactions. 

The difference between a conversion symptom and 
a vegetative neurosis (organ neurosis) can be 
defined as follows: A conversion symptom is a 
symbolic expression of an emotionally charged 
psychological conflict which attempts to find 
discharge for the emotional tension which led to 
the conflict. Thus conversion symptoms occur in 
voluntary, neuromuscular, or sensory perceptive 
systems whose original functions are to register, 
express and relieve emotional tension. In 
contrast, a vegetative neurosis is not an attempt 
to express an emotion but is a physiological 
adaptive response of the vegetative organs 
to constant or periodically recurring emotional 
states. Elevation of blood pressure, for example, 
under the influence of rage does not relieve the 
rage but is a physiological component of the 
total phenomena of rage. Thus the only similarity 
between hysterical conversion symptoms and 
vegetative responses to emotion is that both 
are responses to psychological stimuli (pp. 859-860) , 

Alexander and Flagg maintained that conversion reactions 

could occur in any body areas innervated by the central 

nervous system. Engel and Schmale (1967) believed that 

conversion reactions can and do affect psychosomatic 
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problems in any body area, regardless of innervation, 

which is capable of achieving mental representation. 

Review of Empirical Research 

The empirical studies were divided into three 

major groups for presentation. These groups emphasized 

performance on physiological, objective test, and pro-

jective test measures, respectively. 

Physioloqical Studies 

In two studies, the rate of gastric secretion 

was gauged by the concentration of pepsinogen in the serum, 

In the first of these studies (Weiner, Thaler, Reiser & 

Mirsky, 1957) , exposure to 16 .veeks of army basic training 

was the social parameter. At the outset it was found that 

of the 63 hypersecretors (those whose rate of gastric 

secretion was one or more standard deviations above the 

mean), three had healed peptic ulcers, while one had an 

active ulcer. Between the eighth and sixteenth week, 

five additional men had developed duodenal ulcers. At 

no time was there any evidence of duodenal ulcer in the 

hyposecretor group (those whose rate of gastric secretion 

was one or more standard deviations below the mean) of 

57 men. 

In the second gastric secretion study, Mirsky 

(1958) conducted long-term research on ulcer patients. 
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using a design similar to Weiner, et_ al. (1957). The 

sample was composed of 6,060 subjects from various socio-

economic backgrounds and age groups. Hypersecretors were 

defined as the upper 2 percent of the samxDle with regard 

to rate of gastric secretion. Hyposecretors were defined 

as the lower 2 percent of the sample with regard to gastric 

secretion. Life stresses, as they normally occurred in 

everyday life, were the treatment variables. Mirsky stated 

that a relatively large number of hypersecretors developed 

peptic ulcers, while no subject from the hyposecretor 

sample developed this syndrome. It was noted that the 

hypersecretors had, essentially, the same personality 

profile as did duodenal ulcer patients—both showed 

excessive needs of an oral and dependent nature. Each 

subject, however, handled stressful situations in his ovm, 

unique way. Mirsky interpreted these findings to mean 

that only persons who have high pepsinogen levels, who 

are in situations which seem stressful to them, and who 

do not have the ego strength to cope with a given situa-

tion develop peptic ulcers. 

Mendel (1953) compared physiological responses 

to stress of three groups of hospitalized patients: 

(1) peptic ulcer patients, (2) psychiatric patients whose 

major symptom was anxiety, and (3) controls with non-

psychiatric disorders. Under stress, the heart rates of 

the control subjects increased, while the heart rates of 
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the ulcer patients were unaffected. During rest, the 

ulcer group showed increased heart rate, while the heart 

rate of the controls returned to normal. Mendel concluded 

that due to repression, the ulcer group failed to respond 

physiologically under stressful conditions. When the 

stress no longer existed, the ulcer patients no longer 

used repression and responded to the previous stress in 

the nonstressful situation. 

Studies Usinq Non-Physioloqical, 
Oblective Measures 

The Minnesota Multiphasic Personality Inventory 

(MMPI) is an objectively scored personality test which 

has been widely used by psychologists as both a clinical 

and a research tool. Peptic ulcer researchers have used 

the MMPI, and numerous other tests of personality, in 

their efforts to better understand peptic ulcer disease. 

In a study using the MMPI "neurotic triad" 

as the dependent variable, Lair and Trapp (1962) found 

the configuration (Hy, H^, and D) to be similar in neurotic 

reactions, psychophysiologic reactions, and in physical 

illness. , The authors noted that the usefulness of 

the "neurotic triad" in distinguishing between the three 

groups was diminished further by the overlapping of scores 

between groups. 
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The MMPI and other scales were used by Scodel (1953) 

to compare 34 ulcer patients with 38 neurotic patients. 

Scodel found ulcer patients to have better recall for 

completed than interrupted tasks, with the opposite findings 

for neurotics. Of the two groups, ulcer patients had the 

lower level of aspiration. Scodel interpreted both findings 

as indicators of passivity in ulcer patients. Item-

analyzing the MMPI, Scodel found ulcer patients to be 

more moralistic and conforming than the neurotic group. 

The ulcer group, as compared with the neurotic group, 

more frequently indicated attitudes of masculinity, 

activity, and efficienty, like Alexander's (1950) 

"reactive type" ulcer patient. 

Wilner (1955) used an MMPI dependency scale 

(Narvan, 1954) to compare 30 ulcer patients, 30 chronic 

nonulcer patients, and 30 subjects without chronic illness. 

No significant differences were found between groups. 

Poitrenaud and Parot (1967) used the MMPI to 

discover that patients with painful ulcers were more 

anxious and neurotic than were those patients whose ulcers 

were not painful. MMPI profiles did not distinguish 

between patients with nonpainful ulcers and normal controls. 

The Edwards Personal Preference Scale (PPS) and 

a specially devised inventory were used by Marshall (1960) 

in his peptic ulcer research. No significant differences 

were found between ulcer and nonulcer groups on measures 
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of aggression, efficiency, and responsibility. The ulcer 

group scored higher on measures of emotional inhibition, 

conformity, and order, and lower on the PPS measure of 

intraception than did the nonulcer group. 

Milan (1959) used the PPS to differentiate between 

an ulcer group, a mixed psychiatric group, and a paranoid 

schizophrenic group. The only significant finding was the 

lower need-achievement score of the ulcer group as compared 

to the mixed psychiatric group. 

In a study comparing 30 ulcer patients, 27 

ulcerative colitis patients, and 44 nonpsychosomatic 

patients, Krasner (1953) employed performance on the 

Guilford-Martin Inventory as the dependent variable. The 

study revealed only that the ulcer patients were more shy, 

withdrawn, socially passive, flighty, and jittery than 

were the nonpsychosomatic patients. 

Mullen (1959) presented some exploratory research 

which appeared to lend itself to etiologic interpretation. 

Using 49 variables from the Pascal-Jenkins Behavioral 

Scales, 16 variables from the U-T Deprivation Scale, and 

a standard psychological interview as measures, Mullen 

compared nine peptic ulcer patients and nine controls 

who did not have peptic ulcer disease. He found that the 

ulcer patients had experienced more childhood deprivation 

and were receiving less current environmental gratification 

than was the case for the controls. The peptic ulcer 
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patients had received the greatest amount of deprivation 

from their fathers v/ho had punishod them frequently and 

harshly, had restrained them severely, and had shown a 

marked lack of affection toward them. Mullen interpreted 

these environmental conditions to be underlying causes 

of the passivity and dependence of personality often 

associated with peptic ulcer patients. 

Studies Using Projective 
Test Measures 

The Blacky Pictures test is a projective technique 

specifically designed to provide psychoanalytic inter-

pretations. Because of the great interest among psycho-

analysts in the symbolic interpretation of symptoms, the 

Black Pictures have been frequently used in psychosomatic 

research. 

Blum and Kaufman (1952) used the Blacky Pictures 

to measure the qualities which Alexander (1950) found in 

his primary and secondary ulcer types. They selected, 

for the study, only ulcer patients v;ho gave scoreable 

responses to the oral eroticism card. The subjects chosen 

indicated strong oral erotic disturbances. The authors 

considered subjects who rejected oral erotic themes, 

when later questioned about them, to be "secondary types," 

indicating their denial of their dependency needs. Those 

who continued to give oral erotic themes were considered 
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to be "primary types," indicating acceptance of their own 

dependency. 

Three years after the study of Blum and Kaufman 

(1952), Bernstein and Chase (1955) attempted its replica-

tion. The investigators found that they could not dis-

criminate ulcer patients from patients with either 

psychosomatic or nonpsychosomatic disorders using the 

methods of Blum and Kaufman. 

Pollie (1964) used the Blacky Pictures to 

differentiate between patients v;ith peptic ulcer disease 

and patients with bronchial asthma. He found that the 

ulcer patients showed less hostility and more impulse 

inhibition in response to the Blacky stimuli than did the 

bronchial asthma group. 

In addition to the Blacky Pictures, there are 

numerous other projective tests, inventories, and 

personality measures. Many of these measures have been 

employed either alone or in test batteries in the study 

of the personality of the peptic ulcer patient. 

Cleveland and Fisher (1960) compared 26 arthritic 

patients v/ith 33 ulcer patients, using interviews and a 

projective test as measures. The results demonstrated 

that the ulcer patients, as compared to the arthritic 

patients, were less likely to have participated in active 

sports and had a smaller probability of becoming angry 

at persons displaying audacious behavior. 
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Thaler, Weiner, and Reiser (1957) used projective 

techniques to compare ulcer patients with patients with 

nonpsychogenic illnesses. They found that the ulcer 

patients gave less hostile Rorschach responses than did 

other patient groups. The degree of depression and anxiety 

was found to be similar in ulcer and presurgical patients. 

Bendien (1963) tried to differentiate various 

groups using the neuroticism score on the Hebrew version 

of Herron's two-part personality measure. Using this 

method, Bendien was able to differentiate between healthy 

and neurotic subjects, but not between subjects with 

psychosomatic diseases and those subjects with purely 

somatic illnesses. 

A battery of tests v/as used by Kanter and Hazelton 

(1964) to compare 30 duodenal ulcer outpatients with 31 

inpatients with colitis, appendicitis, or hernia. The 

test battery was made up of the Wechsler-Bellevue, the 

MPI, Maudsley Medical Questionnaire, the Crown Word-

Connection List, Rorschach, and TAT. Statistical signifi-

cance was demonstrated only on responses to the MPI, 

wherein ulcer patients were found to be more neurotic and 

introverted than patients with other disorders. 

In their study of psychosomatic diseases, Weiss 

and Emmerich (1962) used the TAT and a social inter-

action measure as dependent variables. Although all 

psychosomatic patients demonstrated greater dependency in 



22 

their TAT themes than did the nonpsychosomatic patients, 

the investigators could not differentiate between the 

ulcer patients and the other psychosomatic patients on 

the basis of TAT themes. They did find, however, that 

the ulcer patients conformed significantly more in social 

situations than did patients with other psychosomatic or 

physical illnesses. 

Passivity, dependency, and hostility have been 

among the most commonly accepted personality characteristics 

of the peptic ulcer patients. There have been studies 

which indicate that even these characteristics may be 

inappropriately applied to persons with peptic ulcer 

disease. 

Rothstein and Cohen (1958) used the Rorschach 

test to compare a group of peptic ulcer patients with 

various control groups, including mixed psychosomatics, 

normals, psychoneurotics, and schizophrenics. The degree 

of dependency and hostility represented in each Rorschach 

protocol was determined by using the DeVos (1952) method 

of scoring. The dependency and hostility scores of the 

ulcer patients were higher than those of the "normal" 

group, but were not significantly different from those 

of the mixed psychosomatic group. The authors interpreted 

the results as being inconsistent with the theory that 

dependency and hostility conflicts are specific to the 

genesis of ulcers. 
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In a study comparing the levels of aspiration of 

three groups of hospitalized subjects, Raifman (1957) 

used the Rotter (1942) method as the major dependent 

variable. The three groups of subjects were: (1) peptic 

ulcer patients, (2) psychoneurotic patients, and 

(3) nonpsychosomatic patients. The ulcer patients had 

the highest level of aspiration among the three groups. 

Streitfeld (1954) used both the Black Pictures 

and the Rorschach test in comparing a group of peptic 

ulcer patients with a group of patients with a variety of 

psychosomatic disorders. No between-groups difference 

was found concerning oral dependency, while the ulcer 

group was more oral aggressive than the mixed psychosomatic 

group. Streitfeld suggested that the popular passivity 

formulation not be overgeneralized and that other psycho-

logical variables be explored. 

Another study of the levels of aspiration of patient 

groups was conducted by Hecht (1952). Using performance 

on the Purdue Pegboard and spontaneous comments as measures 

of level of aspiration, he compared a group of peptic 

-Li.cer patients with a group of ulcerative colitis patients. 

Hecht found the ulcerative colitis group to be more passive. 

Poser (1953) also studied level of aspiration 

in peptic ulcer patients comparing these patients with 

ulcerative colitis patients and "normals." In his research 

Poser included measures of sensitivity to pain, suggestibility. 
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persistence, and G.S.R. reaction while responding to 

Rorschach and TAT cards. The ulcerative colitis patients 

were more suggestible, more sensitive to pain, and 

demonstrated greater G.S.R. reactivity than did either of 

the other groups. 

The review of peptic ulcer research revealed many 

limitations. The theoretical studies, for example, 

offered numerôus creative hypotheses but provided few 

empirical studies to support those hypotheses. The review 

of empirical research demonstrated that while the con-

trolled studies reflected attempts to study the peptic 

ulcer personality in a scientific way, they were limited 

by small samples, inconsistent results, failure to 

replicate, and failure to distinguish between psycho-

somatic and nonpsychosomatic disease based on performance 

on personality measures. Even the qualities of hostility, 

passivity, and dependency, which ?iave been widely accepted 

as basic to the peptic ulcer personality, have been 

dissuaded by the results of several studies. As a result 

of research inadequacies and inconclusive and inconsistent 

research results, the reliability of much of the peptic 

ulcer research is in question. 

The present study was designed to identify 

personality correlates of peptic ulcer patients. The 

study also represented an attempt to provide the type 
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of information which would lend itself to professional 

use in peptic ulcer treatment and programs. 



CHAPTER II 

METHOD AND PROCEDURES 

Forty-nine subjects, comprising three diagnostic 

categories, spent approximately 70 minutes each as partici-

pants in this research. Each subject completed a test 

battery consisting of the Manifest Anxiety Scale (MAS), 

Personality Research Form (PRF), and the Behavioral 

Distraction Task (BDT). Three pulse measures were included, 

and 13 hypotheses were tested. 

Subjects 

The sample was composed of 16 peptic ulcer 

patients (Experimental group), 16 patients who carried 

gastrointestinal diagnoses not associated with peptic 

ulcer disease (Gastrointestinal group), and 17 neurotic 

patients (Neurotic group). The Gastrointestinal and 

Neurotic groups were referred to collectively as control 

groups. All of the subjects v/ere male, ranging in age 

from 14 to 72 years, and were hospital patients in the 

metropolitan Kansas City area. No subject was considered 

by his physician to be in immediate danger of death, to 

have any malignancy, to be suffering from injury or 

self-induced ill health, nor to have a medical history of 

ever having been diagnosed in one of the alternate 

26 
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groupings of the present study. The diagnoses of peptic 

ulcer and gastrointestinal disease were made through X-ray 

study and/or endoscopic examination (Belber, 1971). 

When a given X-ray study clearly demonstrated the presence 

of either peptic ulcer disease or other gastrointestinal 

disease, the X-ray findings were accepted as diagnosticall^ 

correct, and the patient was diagnosed accordingly. W ien 

gastrointestinal X-ray studies demonstrated clearly 

negative results, and there were no reasons to suspect 

these results to be false negatives, the patients were not 

given gastrointestinal or peptic ulcer diagnoses. When 

false positive or false negative X-ray results were 

suspected, or when the attending physician wished to 

assess the present condition of a previously diagnosed 

peptic ulcer or gastrointestinal disease, endoscopic 

examination was used. Because endoscopic examinations 

were significantly more costly and caused greater physical 

discomfort for the patient than the X-ray, the former 

method was used by the physicians only when the latter 

would not suffice. The determination of diagnostic 

procedure was, in all cases, made by the physician in 

charge. The neurotic diagnosis was based on the subject's 

being treated for an emotional disorder, achieving a 

Goldberg Index (Goldberg, 1965) of 45 or lower, and meeting 

the Henrichs Rules (Henrich, 1964) criteria for either 

Neurotic or Indeterminate categories. The Kenrichs Rules 
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for males are presented in Appendix D. The rules for 

obtaining the Goldberg Index are presented in Appendix E. 

Instruments 

The Personality Research 
Form (PRF) 

Ths PRF was selected because of its wide acceptance 

as both a clinical and research tool, because the inde-

pendence of its scales helps produce clear results, and 

because its scales represent the variables which the 

experimenter was interested in studying (Jackson, 1967). 

PRF form AA, which was used in this study, is a 440 item 

objective personality test. The PRF may be completéd in 

a time ranging from 40 to 70 minutes and its results are 

stated as 22 independent scales, each representing a 

personality variable. The PRF scales were developed to 

measure personality variables as described by Murray 

(1938). These scales are abasement, achievement, 

affiliation, aggression, autonomy, change, cognitive 

structure, defendence, dominance, endurance, exhibition, 

harmavoidance, impulsivity, nurturance, order, play, 

sentience, social recognition, succorance, understanding, 

infrequency, and desirability. The meanings of each of 

these scales are defined by Jackson (1967, pp. 6-7) and 

are presented in Appendix B. 
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The Manifest Anxiety 
Scale (MAS) 

The MAS is an adaptation of the MMPI which was 

first used (Taylor, 1953) as a 50 item anxiety measure 

embedded in a 225 item Biographical Inventory (Farber, 

1952). The MAS has since been used as a 50 item Anxiety 

Test (McCreary & Bendig, 1954) with no nonanxiety items 

included. The 90 item MAS used in the present study 

contains the original 50 MAS items plus 40 items from the 

MMPI K and L scales. This form of the MAS was chosen 

because it is the form presently being used by its 

originator (Taylor, 1953) and because it is a moderate, 

yet short, form of the scale. No reliability, validity, 

or standardization statistics were available for the MAS. 

Behavioral Distraction 
Task (BDT) 

Several authors (Lader & Wing, 1966; Mednick, 

1958; Lader, 1967) have presented evidence that rate of 

habituation is highly correlated with mental health. 

These authors have demonstrated that habituation rates 

decrease in persons who have emotional problems. That is 

to say, persons with emotional problems, as compared with 

"normal" individuals, require more time and/or more 

repetitions of this same stimulus before that stimulus 

will be accompanxed by reduced physiological and 
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behavioral reactions. Such persons are described as 

overly alert to external stimulation and, therefore, more 

distractable than the "normal" individual. The BDT was 

designed as a measure of distractability. 

The BDT consisted of a timed addition task modeled 

after that of Hochman (1967), accompanied by an external 

stimulation which serves as a distraction. The addition 

task consisted of 7 2 randomly selected pairs of digits 

arranged 36 to the page in groups of three pairs, such 

that there were 13 problems per page (see Appendix A). 

The subjects vŷ ore Kalimar-Tronics Universal Headphones 

(Model T-850) through which they heard the following 

tape recorded directions: 

You have before you a two-page arithmetic test 
containing 24 problems. You are to add the 
columns of figures in each problem as quickly 
as you can. When I tell you to begin, you will 
have one minute to complete the test. Now begin. 

The tape recorder continued to operate for the 

next minute playing to each subject the loud ticking of 

a clock. At the end of one minute the message to each 

subject was: "Stopl Your time is up." 

The four measures which were taken on each subject 

during the performance of this task are listed below. 

1. The arithmetic test was corrected and the 

number of correct responses was considered the arithmetic 

raw score. 
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2. A 15-second measure of the subject's pulse 

was taken immediately preceding the administration of the 

arithmetic task. This measure was called "pulse-1." 

3. A 15-second measure of the subject's pulse 

was taken immediately follov/ing the completion of the 

arithmetic task. This measure was called "pulse-2." 

4. A 15-second measure of the subject's pulse 

was taken two minutes after the completion of the arithmetic 

task. This measure was- called "pulse-3." While the first 

three measures were provided to test habituation to 

external stimulation, the fourth measure was included in 

an attempt to replicate the findings of Mendel (1958), 

specific to the peptic ulcer population. 

In order that the data test the stated hypotheses, 

the raw score of the first measure, the difference score 

(diff-1) between measures two and three (pulse-2 minus, 

pulse-1), and the difference score (diff-2) between 

measures three and four (pulse-3 minus pulse-2) were the 

three scores used in the statistical analysis. 

Procedures 

The experimenter met with each subject and explained 

that the subject's cooperation was needed in some research 

to " . . . help us to understand people with problems 

much like your own." If the subject had further questions, 

he was given cursory information on the relationship 
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between emotionality and disease, and was told that he 

would receive further information when he finished. 

Each subject was administered the BDT individually 

and the PRF and MAS either individually or in a group 

setting, depending on the number of subjects available 

at a given time. All tests were administered by the 

experimenter. The first 22 subjects were administered 

the MAS, PRF, and BDT in that sequence. Since a number 

of subjects were lost due to their leaving the hospital 

and the Kansas City area before completing the BDT, the 

administration order for the final 27 subjects was changed 

to BDT, MAS, PRF. In the latter sequence, with the BDT 

finished first, the subjects sent the completed MAS and 

PRF forms to the experimenter through the mail. This 

procedure speeded the data gathering process and prevented 

the loss of data. The tests were hand-scored by the 

experimenter, and the PR? raw scores were converted to 

ítandard scores. 

Subjects were disqualified from the study when 

they could fit into more than one of the research groups, 

fit into one research group while having a medical history 

;hich would place them in an alternate group, did not fit 

into any of the three research groups, did not complete 

the study properly, or obtained a PRF infrequency raw 

score of four or greater. The latter criterion was 

suggested by Jackson (1967, p. 12) to eliminate profiles 
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which were invalidated by nonpurposeful or random responses 

to items. 

Hypotheses 

1. Performance on the arithmetic test discriminatej 

between the Experimental and control groups. 

2. The difference (diff-1) between "before" 

and "after" BDT pulse rates (pulse-2 minus pulse-1) 

discriminates between Experimental and control groups. 

3. The difference (diff-2) between "after" and 

"after two minute rest" pulse rates (pulse-3 minus 

pulse-2) discriminates between Experimental and control 

groups. 

4. The MAS raw score discriminates between 

Experimental and control groups. 

5. PRF measures of Impulse Expression and Control 

discriminate between Experimental and control groups. 

6. PRF measures of Orientation toward Work and 

rlay discriminate between Experimental and control groups. 

7. PRF measures of Orientation towards Direction 

from Other People discriminate between Experimental and 

control groups. 

8. PRF measures of Intellectual and Aesthetic 

Orientations discriminate between Experimental and control 

groups. 
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9. PRF measures of Degree of Ascendancy discrimi-

nate between Experimental and control groups. 

10. PRF measures of Degree and Quality of Inter-

personal Orientation discriminate between Experimental 

and control groups. 

11. PRF measures of Test-Taking Attitudes and 

Validity discriminate between Experimental and control 

groups. 

12. The Q-Technique differentiates definitive 

groups based on their performance on the experimental 

tasks. 

13. The Q-Technique differentiates the Experimental 

group from the control groups based on performance on the 

experimental tasks. 

Statistical Analysis 

The BDT and MAS raw scores and the PRF standard 

scores of qualified subjects were subjected to a Factor 

^nalysis (Q-Technique) and a Discriminant Function Analysis. 

The Q-Technique was performed through the use of bio-

m^aical factor analysis computer program, BMD03M, version 

of May 2, 1966. In conjunction with the Q-Technique, a 

VARIMAX Orthoganal rotation was performed to reduce the 

number of factors. The step-wise discriminant function 

analysis was accomplished through the use of bio-medical 

computer program .BMD07M, revision of January 30, 1969, 
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North Dakota State University Version, UCC 13.9.100, 

March, 1971. The discriminant function analysis was 

applied to the first 11 hypotheses. The Discriminant 

Function Analysis was performed to determine if the PRF 

standard scores, the BDT or MAS raw scores, or the 

combinations of PRF scores (Appendic C), described by 

Jackson (1967, p. 5), would discriminate the Experimental 

group from the two groups of control subjects. The 

Q-Technique was applied to the twelfth and thirteenth 

hypotheses. The Q-Technique was performed on the data 

to determine the answers to two questions listed below. 

1. Are there any groups of subjects which are 

defined by their performance on the experimental tasks? 

2. Is the peptic ulcer group defined by its 

performance on the experimental tasks? 



CHAPTER III 

RESULTS 

Hypothesis One 

All subjects' responses to the arithmetic task 

were evaluated for correctness. The number of correct 

responses was noted and subjected to a discriminant func-

tion analysis. The results of the discriminant function 

analysis (Table 1) demonstrated a significant difference 

(p<.05) among the three groups. The mean arithmetic 

score of the Experiitiental group was 7.63, while that of 

the Gastrointestinal group was 10.31, and the Neurotic 

group achieved a mean arithmetic score of 11.00. On the 

basis of arithmetic task results alone, it was possible 

to discriminate between the Gastrointestinal and 

Experimental groups (p < .05) and between the Neurotic and 

Experimental groups (p<.01). The arithmetic task was 

not helpful in discriminating between the Gastrointestinal 

and Neurotic groups. Using the arithmetic task results 

•lone, 29 of 49 subjects (59.1%) were classified 

correctly. A complete classification matrix may be seen 

in Table 1. Based on the foregoing results, the first 

hypothesis, namely, that the arithmetic task results 

discriminate between the Experimental and control groups, 

may be accepted. 

36 
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TABLE 1 

DISCRIMINANT FUNCTION ANALYSIS 
OF THE ARITHMETIC VARIABLE 

F-Matrix*** (Approximate F is 4.59) 

Experimental Gastrointestinal 

Gastrointestinal 
Neurotic 

5.12* 
8.32** 0 .35 

*p < . 0 5 . F ( 1 , 46) = 4 . 0 5 
**p < . 0 1 . F ( 1 , 46) = 7 . 2 1 

* * * p < . 0 5 . F ( 2 , 46) = 3 . 2 0 

Functions 

Variable 

Arithmetic 
Constant 

Experimental 

0.68 
-2.58 

Gastrointestinal Neurotic 

0.91 0.97 
-4.71 -5.36 

Mean Scores of Groups 

Variable 

Arithmetic 

Group 

Experimental 

7.63 

Cases 

Experimental 

Gastrointestinal Neurotic 

10.31 11.00 

Classified into Group 

Gastrointestinal Neurotic 

Experimental 
Gas t ro in t e s t ina l 
Neurotic 

12 
2 
5 

2 
8 
3 

2 
6 
9 

Note.—Twenty-nine of 49 subjects (59.1%) were 
classified correctly. 
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Hypothesis Two 

The pulse of each subject was taken before the 

arithmetic task (pulse-1) and again at its conclusion 

(pulse-2). Pulse-1 was subtracted from pulse-2 with the 

difference being called diff-1. Diff-1 was subjected to 

a discriminant function analysis. The results of the 

analysis, Table 2, indicate that there is no significant 

difference among the three groups on the diff-1 measure. 

No significant discrimination was obtained between groups. 

Based on diff-1, 19 of 49 subjects (38.7%) were classi-

fied correctly. The results of the discriminant function 

analysis of diff-1, therefore, do not support the second 

hypothesis, namely, that the difference between pulse 

rates taken before the arithmetic task and those taken 

immediately after the task discriminates between the 

Experimental group and the control groups. 

Hvpothesis Three 

After each subject completed the arithmetic task 

arid pulse-2 was taken, he was given a two-minute rest 

period. During this time, the examiner talked with the 

subject about his experience in completing the arithmetic 

task. The subject's pulse (pulse-3) was then taken for 

the third time. Pulse-2 was subtracted from pulse-3. 

The difference score was called diff-2. Diff-2 was 
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TABLE 2 

DISCRIMINANT FUNCTION ANALYSIS 
OF THE "DIFF-1" VARIABLE 

F-Matrix*** (Approximate F is 2.12) 

Experimental Gastrointestinal 

Gastrointestinal 
Neurotic 

0.22 
3.85 2.23 

*p < .05. F (1, 46) = 4.05 
**p< .01. F (1, 46) = 7.21 
***Not significant. For p< .05, F (2, 46) 

Functions 

= 3.20 

Variable 

Diff-1 
Constant 

Experimental Gastrointestinal 

-0.035 0.05 
-0.00 -0.00 

Neurotic 

0.32 
-0.19 

Mean Scores of Groups 

Variable 

Diff-1 

Experimental Gastrointestinal 

-0.13 0.19 

Neurotic 

1.18 

Cases Classified into Group 

Groups 

Experimental 
Gastrointestinal 
Neurotic 

Experimental Gas t ro in t e s t i na l Neurotic 

12 
10 
10 

0 
0 
0 

4 
6 
7 

Note.—Nineteen of 49 subjects (38.7%) were 
c l a s s i f i e d c o r r e c t l y . 
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was subjected to a discriminant function analysis. The 

results of that analysis may be secn in Table 3. The 

results of the analysis indicated no significant differ-

ence among groups. Significant (p< .05) discrimination 

was not obtained between any two groups of subjects. 

Based on diff-2, 25 of 49 subjects (51.0%) were classified 

correctly. The third hypothesis, namely, that the diff-2 

measure discriminates between the Experimental group and 

the control groups, was rejected. 

Hypothesis Four 

Each subject was administered the 90-item Manifest 

Anxiety Scale (MAS) with thé 50 anxiety items imbedded 

among the 90 MMPI items. The MAS was hand-scored and the 

resulting anxiety score was subjscted to a discriminant 

function analysis. The results of the analysis are shovm 

in Table 4. No significant differences in MAS scores 

were found among groups. No group could be discriminated 

from any other based on the MAS performance. Based on 

Î-IAS scores, 22 of 49 subjects (44.9%) were classified 

correctly. Hypothesis Four which hypothesized that the 

MAS score discriminates between Exparimental and control 

groups was rejected. 
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TABLE 3 

DISCRIMINANT FUNCTION ANALYSIS 
OF THE "DIFF-2" VARIABLE 

F-Matrix*** (Approximate F is 1.47) 

Experimental Gastrointestinal 

Gastrointestinal 
Neurotic 

1.25 
0.31 2.85 

*p <.05. F (1, 46) = 4.05 
**p < .01. F (1, 46) - 7.21 
***Not significant. For p< .05, F (2, 46) = 3.20 

Functions 

Variable 

Diff-2 
Constant 

Experimental Gastrointestinal Neurotic 

-0.06 0.13 -0.15 
-0.01 -0.04 -0.05 

Mean Scores of Groups 

Variable Experimental Gastrointestinal Neurotic 

Diff-2 

Group 

-0.25 0.56 -0.65 

Cases Classified into Group 

Experimental Gastrointestinal Neurotic 

Experimental 
Gastrointestinal 
Neurotic 

11 
6 
3 

1 
7 
7 

4 
3 
7 

Note.—Twenty-five of 49 subjects (51.0%) were 
classified correctly. 
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TABLE 4 

DISCRIMINANT FUNCTION ANALYSIS 
OF THE MAS VARIABLE 

F-Matrix*** (Approximate F is 1.03) 

Experimental Gastrointestinal 

Gastrointestinal 
Neurotic 

1.53 
0.00 1.58 

*p < .05. F (1, 46) = 4.05 
**p< .01. F (1, 46) = 7.20 
***Not significant. For p< .05, F (2, 46) 

Functions 

3 . 2 0 

Variable 

MAS 
Constant 

Experimental 

0.23 
-2.49 

Gastrointestinal 

0.18 
• -1.61 

Neurotic 

0.23 
-2.49 

Mean Scores of Groups 

Variable 

MAS 

Experimental 

22.00 

Gastrointestinal 

17.69 

Neurotic 

22.00 

Cases Class i f ied in to Group 

Group 

Experimental 
Gastrointestinal 
Neurotic 

Experimental Gastrointestinal Neurotic 

0 
0 
0 

6 
11 
6 

10 
5 
11 

Note. Twenty-two of 49 subjects (44.9%) were 
classified correctly. 
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Hypothesis Five 

PRF measures of Impulse Expression and Control 

(Impulsivity, Change^ Harmavoidance, Order, and Cognitive 

Structure) were subjected to a discriminant function 

analysis. The results are presented in Table 5. The 

analysis indicated a significant difference (p< .05) 

among groups; however, no significant discrimination was 

obtained between any two groups. Twenty-nine of 49 

subjects (59.2%) were classified correctly. The 

classification matrix and the functions and mean scores 

used to obtain these classifications are presented in 

Table 5. Hypothesis Five, namely, that PRF measures of 

Impulse Expression and Control discriminate between the 

Experimental group and the control groups, was rejected. 

Although a difference among groups was found, significant 

discrimination was not demonstrated. 

Hypothesis Six 

PRF measures of Orientation toward Work and Play 

(Achievement, Endurance, and Play) were subjected to a 

discriminant function analysis. The results are pre-

sented in Table 6. No significant difference was found 

among groups, nor was significant discrimination demon-

strated between groups. Twenty-three of 49 subjects 

(46.9%) were classified correctly based on their performance 
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TABLE 5 

DISCRIMINANT FUNCTION ANALYSIS OF VARIABLE 
COMBINATION A-MEASURES OF IMPULSE, 

EXPRESSION, AND CONTROL 

F-Matrix*** (Approximate F is 2.03) 

Expsrimental 

Gastrointestinal 
Neurotic 

1.57 
2.32 

*p< .05. F (5, 42) = 2.44 
**p< .01. F (5, 42) = 3.49 

***p<.05. F (10, 84) = 1.94 

Gastrointestinal 

2.21 

Functions 

Variable 

Change 
Cognitive Structure 
Harmavoidance 
Impulsivity 
Order 
Constant 

Experime 

1.11 
0.95 
1.17 
1.50 
0.27 

-128.40 

Gastrointestinal Neurotic 

1.05 
0.96 
1.08 
1.56 
0.33 

-126.70 

1.08 
0.89 
1.13 
1.58 
0.27 

-124.11 

Mean Scores of Groups 

Variable Experimental Gastrointestinal Neurotic 

Change 
Cognitive Structure 
Harmavoidance 
Impulsivity 
Order 

40.75 
60.69 
67.50 
39.88 
55.13 

41.25 
61.19 
59.63 
43.44 
57.44 

43.88 
51.47 
59.29 
47.76 
47.88 

Cases Classified into Group 

Group Experimental Gast ro in tes t ina l Neurotic 

Experimental 
Gastrointestinal 
Neurotic 

11 
2 
5 

2 
9 
3 

3 
5 
9 

Note.—Twenty-nine of 49 subjects (59.2%) were 
classified correctly. 
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TABLE 6 

DISCRIMINANT FUNCTION ANALYSIS OF VARIABLE 
COMBINATION B-MEASURES OF ORIENTATION 

TOWARD WORK AND PLAY 

F-Matrix*** (Approximate F is 1.06) 

Experimsntal Gastrointestinal 

Gastrointestinal 
Neurotic 

0.52 
1.11 1.57 

*p< .05. F (3, 44) = 2.82 
**p< .01. F (3, 44) = 4.26 
***Not significant. For p< .05, F (6, 88) = 2.20 

Functions 

Variable Experimental Gastrointestinal Neurotic 

Achievement 
Endurance 
Play 
Constant 

0.78 
-0.07 
0.66 

-33.11 

0.78 
-0.06 
0.71 

-36.00 

0.70 
-0.05 
0.67 

-30.12 

Mean Scores of Groups 

Variable Experimental Gastrointestinal Neurotic 

Achievement 
Endurance 
Play 

55.19 
56.38 
41.13 

55.63 
58.06 
45.00 

48.88 
51.47 
43.18 

Cases Classified into Group 

Group Experimental Gastrointestinal Neurotic 

Experimental 
Gastrointestinal 
Neurotic 

7 
5 
2 

3 
7 
6 

6 
4 
9 

Note.—Twenty-three of 49 subjects (46.9%) were 
classified correctly. 
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on the pertinent PRF items. The .sixth hypotho.sis, which 

hypothesized that PRF measures of Orientation toward 

Work and Play discriminate betv/een the Experimental group 

and the control groups, was rejected. 

Hypothesis Seven 

PRF measures of Orientation toward Direction from 

Other People (Succorance and Autonomy) were subjected 

to a discriminant function analysis. The results of the 

analysis are presented in Table 7. No significânt differ-

ence was found among the three groups. No significant 

discrimination could be demonstrated between any two 

groups. Nineteen of 49 subjects (38.7%) were classified 

correctly. The seventh hypothesis, namely, that the PRF 

measures of Orientation toward Direction from Other 

People discriminate between the Experimental group and 

the control groups, was rejected. 

Hypothesis Eiqht 

PRF measures of Intellectual and Aesthetic 

Orientations (Understanding and Sentience) were subjected 

to a discriminant function analysis. The results are 

shown in Table 8. A significant difference was found 

(p< .05) among the three groups. The results indicate 

significant (p< .01) discrimination between the 

Experimental and Neurotic groups. Of the tv/o variables. 
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TABLE 7 

DISCRIMINANT FUNCTION ANALYSIS OF VARIABLE 
COMBINATION C-MEASURES OF ORIENTATION 
TOWARD DIRECTION FROM OTHER PEOPLE 

F-Matrix*** (Approximate F is 0.61) 

Experimental Gastrointestinal 

Gastrointestinal 
Neurotic 

0.68 
0.05 1.12 

*p <.05. F (2, 45) = 3.21 
**p < .01. F (2, 45) = 5.11 
***Not significant. For p< .05, F (4, 90) = 2.47 

Variable 

Autonomy 
Succorance 
Constant 

Experimental 

0.92 
0.87 

-45.80 

Functions 

Gastrointestinal Neurotic 

0.87 0.93 
0.86 0.87 

-43.26 -46.74 

Mean Scores of Groups 

Variable 

Autonomy 
Succorance 

Group 

Experimental 
Gastrointestinal 
Neurotic 

Experimental 

48.06 
54.75 

Cases 

Experimental 

1 
0 
1 

Gastrointestinal Neurotic 

44.31 49.00 
55.69 54.82 

Classified into Group 

Gastrointestinal Neurotic 

6 9 
11 5 
9 7 

Note.—Nineteen of 49 subjects (38.7%) were 
classified correctly. 
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TABLE 8 

DISCRIMINANT FUNCTION ANALYSIS OF VARIABLE 
COMBINATION D-MEASURES OF INTELLECTUAL 

AND AESTHETIC ORIENTATIONS 

F-Matrix*** (Approximate F is 2.49) 

Experimental Gastrointestinal 

Gastrôintestinal 
Neurotic 

*p < .05. F (2, 
**p < .01. F (2, 
***p < .05. F (4, 

2.19 
5.12** 

45) = 3.21 
45) = 5.11 
90) = 2.47 

0.58 

Functions 

Variable Experimental Gastrointestinal Neurotic 

Sentience 
Understanding 
Constant 

0.24 
0.49 

-15.82 

0.30 
0.52 

-19.79 

0.33 
0.53 

-21.92 

Mean Scores of Groups 

Variable 

Sentience 
Understanding 

Group 

Experimental 

39.06 
45.56 

Cases 

Experimental 

Gastrointestinal Neurotic 

46.63 50.59 
49.38 51.06 

Classified into Group 

Gastrointestinal Neurotic 

Experimental 
Gastrointestinal 
Neurotic 

10 
5 
4 

3 
4 
5 

3 
7 
8 

Note.—Twenty-two of 59 subjects (44.9%) were 
classified correctly. 
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only Sentience demonstrates statistically significant 

discrimination (p< .05) among the three groups, and 

statistically significant (p< .01) discrimination between 

the Experimental and Neurotic groups. The addition of the 

Understanding variable did not increase the number of 

cases classified correctly. The Experimental group 

achieved mean scores of 49.06 and 45.56 on the Sentience 

and Understanding variables, respectively. The Neurotic 

group achieved a mean score of 50.59 on the Sentience 

variable and 51.06 on the Understanding variable. The 

functions and mean scores used to obtain the classifica-

tions are found in Table 8. Other groups were not dis-

criminated from each other based on their performance on 

the pertinent measures. Twenty-two of 49 subjects (44.9%) 

were classified correctly. Ten of 16 Experimental subjects 

(62.5%) and eight of 17 Neurotic subjects (47.1%) were 

classified correctly. Only four of 16 Gastrointestinal 

subjects (25.0%) were classified correctly. The eighth 

hypothesis, that PRF measures of Intellectual and Aesthetic 

Orientations discriminate between the Experimental group 

and the control groups, was supported partially. 

Hypothesis Nine 

PRF measures of Degree of Ascendancy (Dominance 

and Abasement) were subjected to a discriminant function 

analysis. The results may be seen in Table 9. No 
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TABLE 9 

DISCRIMINANT FUNCTION ANALYSIS OF VARIABLE 
COMBINATION E-MEASURES OF 

DEGREE OF ASCENDANCY 

F-Matrix*** (Approximate F is 0.19) 

Experimental Gastrointestinal 

Gastrointestinal 
Neurotic 

0.35 
0.08 0.15 

*p < .05. F (2, 45) = 3.21 
**p < .01. F (2, 45) = 5.11 

***Not significant. For p<.05, F (4, 90) = 2.47 

Functions 

Variable 

Abasement 
Dominance 
Constant 

Exper i ment a1 

1.11 
0.69 

-45.66 

Gastrointestinal Neurotic 

1.13 1.11 
0.72 0.70 

-48.13 -46.25 

Mean Scores of Groups 

Variable 

Abasement 
Dominance 

Group 

Experimental 
Gastrointestinal 
Neurotic 

Experimental 

56.31 
41.81 

Cases 

Experimental 

7 
7 
4 

Gastrointestinal Neurotic 

57.06 56.06 
44.13 43.06 

Classified into Group 

Gastrointestinal Neurotic 

6 3 
8 1 
10 3 

Note.—Eighteen of 49 subjects (36.7%) were 
classified correctly. 
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significant difference was found among the three groups, 

nor was discrimination between any two groups demonstrated. 

Eighteen of 49 subjects (36.7%) were classified correctly. 

Hypothesis Nine, which hypothesized that PRF measures of 

Degree of Ascendancy discriminate between the Experimental 

group and the control groups, was rejected. 

Hypothesis Ten 

PRF measures of Degree and Quality of Inter-

personal Orientation (Affiliation, Nurturance, Exhibition, 

Social Recognition, Aggression, and Defendence) were 

subjected to a discriminant function analysis. The 

results are presented in Table 10. No significant 

difference was found among the three groups. Significant 

(p< .05) discrimination was demonstrated between the 

Experimental and Gastrointestinal groups. No significant 

discrimination was shown between any other groups. While 

the measure represented six variables, the two primary 

variables contributing to the discrimination were 

Affiliation and Exhibition. Although Affiliation was the 

only variable of the measure which demonstrated statistically 

significant discrimination (p< .01) among the three groups, 

the addition of the Exhibition variable increased the 

number of cases correctly classified from 21 to 26. The 

Experimental group achieved mean scores of 44.94 and 39.63 

on Affiliation and Exhibition, respectively. The 
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DISCRIMINANT FUNCTION ANALYSIS OF VARIABLE 
COMBINATION F-MEASURES OF DEGREE AND 
QUALITY OF INTERPERSONAL ORIENTATION 

F-Matrix*** (Approximate F is 1.77) 

Experimental 

Gastrointestinal 
Neurotic 

2.40* 
1.32 

Gastrointestinal 

1.67 

*p< .05. F (6, 41) = 2.33 
**p< .01. F (6, 41) = 3.28 
***Not significant. For p< .05, F (12, 82) = 1.87 

Functions 

Variable Experimental Gastrointestinal Neuj 

0. 
0, 
0. 
0. 
0. 
0, 

-55. 

rotic 

.29 

.40 

.49 

.33 

.50 

.25 

.17 

Af filiation 
Aggression 
Defendence 
Exhibition 
Nurturance 
Social Recognition 
Constant 

0.24 
0.36 
0.47 
0.22 
0.53 
0.34 

-50.73 

0.43 
0.38 
0.47 
0.24 
0.44 
0.31 

-56.51 

Mean Scores of Groups 

Var iab le Experimental G a s t r o i n t e s t i n a l Neurotic 

Af filiation 
Aggression 
Defendence 
Exhibition 
Nurturance 
Social Recognition 

44.94 
42.06 
49.31 
39.63 
54.50 
44.38 

56.38 
41.50 
46.69 
45.31 
57.63 
46.19 

48.65 
45.12 
50.12 
45.76 
55.76 
43.06 

Group 

Experimental 
Gastrointestinal 
Neurotic 

Cases C l a s s i f i e d i n t o Group 

Experimental 

10 
3 
4 

Gastrointestinal Neurotic 

2 
11 
4 

4 
2 
9 

Note.—Thirty of 49 subjects (61.2%) were classified correctly. 
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Gastrointestinal group achieved a mean score of 56.38 

on the Affiliation variable and 45.31 on Exhibition. 

Thirty of 49 subjects (61.2%) were classified correctly 

based on their performance on this measure. The functions 

and mean scores used to obtain the classifications are 

found in Table 10. The tenth hypothesis, namely, that 

PRF measures of Degree and Quality of Interpersonal 

Orientation discriminate between the Experimental group 

and the control groups, was supported partially. 

Hypothesis Eleven 

PRF measures of Test-Taking Attitudes and Validity 

(Desirability and Infrec uency) were subjected to a 

discriminant function analysis. The results are presented 

in Table 11. No significant difference was found among 

the three groups. Discrimination was demonstrated 

(p< .05) between the Experimental and the Gastrointestinal 

groups. The Experimental and Gastrointestinal groups 

achieved Infrec^uency mean scores of 55.19 and 51.50, 

respectively. The mean Desirability scores were 45.75 

for the Experimental group and 5 2.75 for the Gastrointestinal 

group. Twenty-two of 49 subjects (44.9%) were classified 

correctly. Eleven of 16 Gastrointestinal subjects 

(68.8%), seven of 16 Experimental subjects (43.8%), 

and four of 17 Neurotic subjects (23.5%) were classified 

correctly. The functions and mean scores used to obtain 
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TABLE 11 

DISCRIMINANT FUNCTION ANALYSIS OF VARIABLE 
COMBINATION G-MEASURES OF TEST-TAKING 

ATTITUDES AND VALIDITY 

F-Matrix*** (Approximate F is 1.64) 

Experimental Gastrointestinal 

Gastrointestinal 
Neurotic 

3.28* 
1.19 0.66 

*p <.05. F (2, 45) = 3.21 
**p < .01. F (2, 45) = 5.11 

***Not significant. For p< .05, F (4, 90) = 2.47 

Functions 

Variable Experimental Gastrointestinal Neurotic 

Infrec uency 
Dssirability 
Constant 

2.70 
0.49 

-85.62 

2.55 
0.53 

-79.51 

2.59 
0.50 

-80.67 

Mean Scores of Groups 

Variable 

Infrequency 
Desirability 

Experimental Gastrointestinal Neurotic 

55.19 51.50 52.76 
45.75 52.75 48.71 

Cases Classified into Group 

Group Experimental Gastrointestinal Neurotic 

Experimental 
Gastrointestinal 
Neurotic 

7 
2 
5 

5 
11 
8 

4 
3 
4 

Note.—Twenty-two of 49 subjects (44.9%) were 
classified correctly. 
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the classifications are presented in Table 11. Hypothesis 

Eleven, namely, that PRF measures of Test-Taking Attitudes 

and Validity discriminate between the Experimental group 

and the control groups, was supported partially. 

Hypothesis Twelve 

The PRF scales, M.A.S., Arithmetic task, diff-1, 

and diff-2 were subjected to a factor analysis 

(Q-Technique). The four major factors and the subjects 

within each of them are presented in Table 12. 

In order to determine which variables contributed 

to the four factors, the four factors were subjected to 

a discriminant function analysis. After six steps, all 

factors were discriminated significantly (p< .01) from 

all other factors, and additional variables did not add 

significantly to the discriminant function. After the 

sixth step, a significant difference (p< .01) was found 

among the four factors. The F-matrix presented in 

Table 13 indicates that 44 of 49 subjects (89.8%) were 

classified correctly, while only factor four was 

classified perfectly. The functions used to obtain 

these classifications are found in Table 13. Hypothesis 

Twelve, namely, that the Q-Technicîue differentiates 

definitive groups based on their performance on the 

experimental tasks, was accepted. 
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TABLE 13 

DISCRIMINANT FUNCTION ANALYSIS OF 
THE FOUR MAJOR FACTORS 

F-Matrix*** (Approximate F is 9.30) 

Factor 1 Factor 2 Factor 3 Factor 4 

Factor 1 
Factor 2 
Factor 3 
Factor 4 

12.10** 
9.48** 
6.29** 

12.10** 

17.69** 
4.32** 

9.48** 
17.69** 

6.18** 

6.29** 
4.32** 
6.18** 

*pc .05 
**p < .01, 
***p< .01 

F (6, 40) = 2.34 
F (6, 40) = 3.29 
F (18, 113.62) = 2.10 

Functions 

Variable Factor 1 Factor 2 Factor 3 Factor 4 

MAS 
Affiliation 
Cognitive 
Structure 

Harmavoidance 
Succorance 
Desirability 
Constant 

.64 
1.03 

0.83 
1.76 
0.42 
.61 

-146.86 

0.53 
0.91 

0.68 
1.36 
0.37 
0.70 

-109.52 

0.78 
0.80 

0.62 
1.80 
0.47 
0.54 

-129.22 

0.46 
0.82 

0.52 
1.44 
0.79 
0.63 

-120.38 

Cases Classified into Group 

Group Factor 1 Factor 2 Factor 3 Factor 4 

Factor 1 
Factor 2 
Factor 3 
Factor 4 

19 
0 
3 
0 

0 
11 
0 
0 

1 
0 
11 
0 

0 
1 
0 
3 

Note.—Forty-four of 49 subjects (89.8%) were 
classified correctly. 
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Hypothesis Thirteen 

As in Hypothesis Twelve, all of the measures were 

subjected to a factor analysis (Q-Technic ue) . The four 

major factors and the subjects composing each of them 

are presented in Table 12. Table 12 indicates that none 

of the four factors are congruent with any of the three 

research groups. Of the 16 Experimental group subjects, 

nine contribute to factor I and seven contribute to 

factor III. Hypothesis Thirteen, which hypothesized 

that the Q-Technicjue differentiates the Experimental 

group from the control groups based on the subjects' 

performance on the experimental tasks, was rejected. 



CHAPTER IV 

DISCUSSION 

The Experimental group was differentiated from 

the two contrôl groups on the basis of performance on the 

arithmetic task. The Experimental group performed 

(X = 7.63) at a significantly lower level than either the 

Gastrointestinal (X = 10.31) or the Neurotic (X = 11.00) 

group. The possibility of any group being superior or 

inferior in arithmetic skills was controlled through the 

random selection of subjects with regard to education and 

intellectual capacity. The significant difference in 

arithmetic performance was interpreted as indicative of 

the inability of the Experimental subjects to concentrate 

completely on the task due to their greater reaction to 

the distraction. Wechsler (1953) indicated that poor 

performance on timed arithmetic tasks was closely asso-

ciated with anxiety. Other investigators (Lader & Wing, 

1966; Mednick, 1958; Lader, 1967) have demonstrated that 

slowed rates of habituation are indicative of decreased 

mental health. Taking the interpretations of these 

investigators into account, the poorer arithmetic 

performance of the Experimental group indicates not only 

greater distractability but also a lower level of mental 

health. This result lends credence to Wolff's (1963) 

59 
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statement that " . . . a patient develops a psychosomatic 

illness because he is afraid of having to acknowledge the 

existence of an underlying mental illness affecting the 

whole of his personality (p. 331)." 

Other indicators of stress and anxiety (diff-1 

and diff-2) did not differ among groups and did not 

substantiate the findings of Mendel (1958). The lack of 

differences among groups in the present study was 

interpreted in light of the quality of the experimental 

"stress" situation. The subjects had been expected to be 

motivated to do well in the arithmetic task because, as 

Wechsler (1958) noted, arithmetic tasks have " . . . 

general appeal and interest . . . " and "Most adults 

regard arithmetic questions as a task worthy of a 

grownup (p. 69)." With some exceptions, the subjects in 

the present study were not highly motivated to do well 

on the task. The fact of their being hospitalized may 

have accounted for their lack of motivation, especially 

if the condition of their health caused them to perceive 

the task as unimportant because of its apparent irrelevance 

to their situation. Perhaps the simple addition problems 

provided so little challenge that completing them quickly 

was not motivating. Taking into account this lack of 

motivation to do well in the task, their lack of emotional 

reaction is understandable. Future investigators would 

do well to place motivational factors in a primary 
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position in their experimental designs. If, for example, 

arithmetic tasks are to be used, "word problems" of an 

interesting nature may produce more definitive results 

than were obtained in the BDT portion of the present 

study. 

A tape recorded presentation of the Wechsler 

Adult Intelligence Scale (WAIS) Arithmetic subtest, 

accompanied by a tape recorded distraction similar to the 

distraction used in the present study, would provide not 

only motivating arithmetic problems but also standardized 

norms against which to compare the subjects' performance. 

The MAS, another anxiety measure, failed to 

differentiate among the research groups. Bechtoldt 

(1953) demonstrated that the MAS scores of college students 

obtained from the Biographical Inventory form of the test 

were quite similar to their MAS scores taken from the 

complete MMPI. Bendig (1956) did not substantiate these 

findings using the unimbedded (Taylor) MAS. These results 

indicate the importance of the context in which the MAS 

appears. In the present study, the 17 Neurotic subjects 

were administered both the MMPI and the unimbedded Taylor 

MAS. No subject achieved the same MAS score on the two 

administrations. The scores on the Taylor MAS were lower 

than those of the MMPI version in 13 of 17 cases. The 

Taylor MAS scores ranged from nine points below to six 
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points above the MMPI MAS score with a mean difference 

score of 2.82 below the MMPI MAS score. 

The Taylor MAS is composed largely of items which 

attempt to measure anxiety in an obvious fashion. The 

effect of these items being presented in a relatively 

unimbedded fashion, as in the present study, is to inhibit 

anxiety revealing responses. The Taylor MAS appears to 

measure only that amount of anxiety which the subject is 

openly willing to reveal. The effect of conscious and 

unconscious defense mechanisms is left uncontrolled by 

this version of the scale. The combination of anxiety 

and defenses present in the research subjects was such 

that the three groups had very similar MAS scores, and 

the Neurotic and Experimental groups had the same MAS 

mean scores. The group means and stanaard devicitions 

helped to clarify the reasons for the MAS variable not 

differing among groups. The Experimental group achieved 

a mean score of 22.00 (S.D. = 9.81), while the Gastro-

intestinal group had a MAS mean score of 17.69 

(S.D. = 6.04), and the Neurotic group's MAS mean score 

was 22.00 (S.D. = 12.43). This large variability among 

scores within groups further attests to the interpretation 

that a complex combination of variables, rather than 

anxiety alone, was being measured by the Taylor MAS. 

Other investigators are, therefore, cautioned to consider 
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strongly the use of the Biographical Inventory form or 

the MMPI imbedded form of the MAS. 

The only variable among the PRF measures of 

Impulse Expression and Control which reflected a 

significant (p<.01) difference among groups was Cognitive 

Structure. On the basis of this variable alone, the 

Neurotic group was significantly (p<.01) discriminated 

from the other groups. The Neurotic group's mean score 

was lower than either of the other groups on this variable. 

Although the Cognitive Structure score was predictive of 

Neurotic subjects (13 of 17 neurotics were classified 

correctly), it was not a good predictor of the other two 

groups. Seven of 16 Gastrointestinal subjects and one of 

16 Experimental subjects were classified correctly using 

this variable alone. The standardized scores indicate 

that, while the Experimental (X = 60.69) and Gastro-

intestinal (X = 61.19) groups desired more than the 

"normal" amount of Cognitive Structure, the Neurotic 

group (X = 51.47) was within the normal range with regard 

to this need. With the addition of Harmavoidance, the 

second best (but nonsignificant) discriminating variable 

of the measure, the level of discrimination between 

Experimental and Neurotic and between Gastrointestinal 

and Neurotic groups was lowered to p< .05. Using the 

combination of the two variables, eight Experimental, 

seven Gastrointestinal, and nine Neurotic subjects were 
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classified correctly. These results indicate that the 

Gastrointestinal and Experimental subjects were similar 

in their desire for certainty and perfectionism and in 

their avoidance of aiTibiguity. It may be speculated that 

such persons experience greater than the "normal" amount 

of stress as a result of overzealous attempts to impose 

their personal form of perfection and cognitive structure 

on a society which is often chaotic and seldom perfect. 

All of the research groups demonstrated a desire for 

orderliness consistent with a "normal" sample, as defined 

by the PRF. Compared to a "normal" sample, the research 

subjects desired more routine and less impulsivity. 

They were more conventional than "normal" individuals. 

One stereotyped description of the peptic ulcer 

personality includes the elements of high need for achieve-

ment, willingness to work long and hard for success, and 

inability to relax and enjoy oneself. The PRF measures 

of orientation toward work and play did not substantiate 

this description. Of the scales involved in this measure 

(Achievement, Endurance, and Play), Achievement was the 

best discriminator among groups. Using this scale alone 

11 Neurotic, seven Gastrointestinal, and one Experimental 

subject were classified correctly, but significant 

discrimination was not demonstrated. All groups scored 

within the normal range on the Achievement and Endurance 

scales and below the normal range on the Play variable. 
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These scores demonstrate that, compared with a "normal" 

sample, the research subjects were unremarkable with 

regard to standards of achievement, competitiveness, 

and perseverance, but were less carefree, fun-loving, and 

playful. The lack of joy evidenced by the Play variable 

scores of all groups was interpreted as a reflection of 

the impact of ill health upon these subjects. 

Numerous investigators (Alexander, 1950; Wolowitz, 

1967; Robbins, 1969; Scodel, 1953) have stated that 

excessive dependency needs are basic to the peptic ulcer 

personality. The results associated with Hypothesis Seven 

did not substantiate the previous findings. Of the two 

variables associated with the hypothesis, Autonomy and 

Succorance, the former was the better discriminator; 

while neither variable demonstrated significant discrimina-

tion. The Autonomy variable alone classified correctly 

four Experimental, 11 Gastrointestinal, and eight 

Neurotic subjects. While all sabjects demonstrated a 

"normal" desire for freedom and independence, there was 

a statistically nonsignificant trend indicating that the 

Gastrointestinal group experienced this desire at a lower 

level. All groups demonstrated a desire for reassurance 

and protection which was slightly greater than that of a 

"normal" sample. The greater desire for Succorance was 

interpreted as an adaptive response to ill-health and 

hospitalization. These findings indicate that the 
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peptic ulcer subjects were no more dependent that subjects 

in the Gastrointestinal or Neurotiã groups. Further, the 

peptic ulcer group did not differ significantly on this 

variable from the normal population as defined by the PRF. 

These results are in general agreement with Wilner (1955). 

With regard to PRF measures of Intellectual and 

Aesthetic Orientations (Sentience and Understanding), 

only the former variable was a significant (p< .01) 

discriminator between the Experimental and Neurotic 

groups. On the basis of this variable alone, nine of 16 

Experimental group subjects, four of 16 Gastrointestinal 

group subjects, and ten of 17 Neurotic group subjects 

were correctly classified. The Experimental group scored 

below "normal" (X = 39.06), while the Neurotic group 

scored within the normal range (X = 50.59) on this variable 

as did the Gastrointestinal (X = 46.63) group. These 

scores indicate that compared to the other research groups, 

the Experimental group subjects were less aware or less 

open to experience. Existentially, they were not as much 

"in touch with their being-in-the world" as were the other 

groups of subjects. In this sense, then, they would be 

considered less mentally healthy than either of the control 

groups. The addition of the Understanding variable did 

not increase the number of subjects classified correctly. 

The research groups were similar to each other and to a 

"normal" (PRF) sample with regard to both their desire 
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to understand numerous areas of knowledge and the value 

they place on intellectual curiosity. 

The three groups were indistinguishable when 

judged on their performance on the PRF variables, 

Abasement and Dominance. Compared to a "normal" sample, 

all groups had high Abasement scores and low Dominance 

scores, indicating humility, self-criticism, passive 

behavior, and feelings of inferiority. These scores 

were interpreted as reflecting the subjects' reactions 

to being ill rather than as demonstrating their typical 

personality characteristics. It was speculated that 

significant discrimination might be demonstrated if the 

patients were retested after they had left the hospital 

and had returned to their usual daily routine. 

The results of Hypothesis Ten demonstrated that 

the Experimental and Gastrointestinal groups were dis-

criminated significantly (p< .05) on the basis of the six 

variables composing the PRF measures of Degree and Quality 

of Interpersonal Orientation. Of the six variables, only 

one, Affiliation, discriminated significantly (p<.01) 

among the three groups. On the basis of the Affiliation 

variable alone, the Gastrointestinal group was discrimi-

nated from the Experimental group (p< .01) and the 

Neurotic group (p<.05). Specifically, the Experimental 

group obtained a low score on Affiliation (X = 44.94) 

and the Gastrointestinal group scored relatively high on 
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the variable (X = 56.38), while the Neurotic group scored 

in the middle range (X = 48.65). These scores demonstrated 

that the Gastrointestinal group subjects accepted people 

readily, enjoyed being with people, and were generally 

viewed as friendly. The Experimental subjects, con-

versely, were more cold and aloof, similar to the Neurotic 

group. 

A^gression has been theorized by a number of 

investigators (Alexander, 1950; Garma, 1960) to be an 

important facet of the peptic ulcer personality. In the 

analysis of the PRF Measures of Degree and Quality of 

Interpersonal Orientation, the Aggression variable did not 

support the earlier theories. Aggression was, in fact, 

the second poorest discriminator of the six variables. 

Specifically, all of the groups demonstrated a level of 

aggression somewhat lower than that expected of a "normal" 

sample. This result is consistent with other authors 

(Marshall, 1960; Rothstein and Cohen, 1958) who have found 

peptic ulcer patients no more aggressive than control 

groups. All groups were similar to each other in their 

relatively low needs both to be the center of attention 

and to be held in high esteem by acq[uaintances. All 

groups demonstrated a "normal" need for self-protection 

and defensiveness and a somewhat exaggerated need to give 

sympathy and comfort to others. The latter finding 

may reflect the subjects' reaction to their observations 



69 

of the poor health of other patients during their own 

hospitalization. 

While PRF measures of Test-Taking Attitudes and 

Validity discriminated (p< .05) between Experimental and 

Gastrointestinal groups, the merequency variable alone 

discriminated between these two groups with nearly equal 

certainty (p<.05). The Experimental group achieved a 

mean score of 55.19, while the mean scores of the 

Gastrointestinal and Neurotic groups were 51.50 and 52.76, 

respectively. On the basis of this variable alone, eight 

Experimental, 13 Gastrointestinal, and no Neurotic group 

subjects were classified correctly. This result reflects 

both a greater tendency to respond in an implausible 

manner and a greater degree of carelessness in the 

Experimental subjects than in the Gastrointestinal group. 

This result presents an apparent contradiction to the 

finding that the peptic ulcer patients were perfectionistic 

The high score of these patients on the Cognitive 

Structure variable demonstrated their need to collect 

information. They wanted all qusstions answered before 

making a decision and experienced a lack of tolerance 

for ambiguity. The high score of this group on the 

Infrequency variable is indicative of their carelessness 

in responding. It may be speculated that these subjects 

tend to collect data in a compulsive fashion but act in 

a fashion that is not consistent with their data 
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gathering. Such a person might read a form very carefully, 

making sure that he understands its contents completely, 

and then sign it in the wrong place. 

With regard to the Desirability variable, all 

groups demonstrated a "normal" need to describe themselves 

in terms judged as desirable. 

The results of Hypotheses Twelve and Thirteen 

indicate that, while performance on the experimental 

measures did differentiate four groups of subjects, none 

of the research groups was isolated by the Q-technicîue. 

This result indicates that none of the research groups 

functioned in a unitary fashiOii. The Experimental group 

members' factor loadings were split between factors 1 

and 3. In examining the mean scores, it was found that 

factor 1 and 3 subjects shared very high values 

(factor 1, X = 67.15; factor 3, X = 68.79) on the 

Harmavoidance measure as opposed to factor 2 and 4 

subjects' low scores on this scale (factor 2, X = 47.83; 

factor 4, X = 54.00). Factor 1 and 3 subjects also shared 

elevated scores on the Cognitive Structure (factor 1, 

X = 64.55; factor 3, X = 55.07) and the MAS (factor 1, 

X = 18.75; factor 3, X = 28.50), while factors 2 and 4 

had relatively low scores on these scales. On the MAS, 

factor 2 subjects had a mean score of 15.83, while factor 4 

subjects' mean score was 15.00. The mean Cognitive 

Structure scores were 51.75 for factor 2 and 47.33 for 
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factor 4. Since the Harmavoidance and MAS variables 

have been shown not to be major elements of the peptic 

ulcer personality, the Cognitive Structure variable was 

apparently responsible for the inclusion of Experimental 

subjects in factors 1 and 3. More important is the fact 

that the factor analysis did not isolate any of the 

research groups. This result indicates that there were 

relatively few "defining" variables, accompanied by 

numerous variables which did not discriminate among 

groups. It is suggested, therefore, that future investi-

gations of peptic ulcer patients proceed not only in the 

direction of finding new "defining" variables, but that 

they also attempt factor analytic studies which restrict 

the variables to well established characteristics of 

peptic ulcer patients. 

With regard to Hypothesis Twelve and Thirteen, 

it was noted that factor 1 could be described appropriately 

as an Experimental-Gastrointestinal factor, while factor 3 

was closely associated with Experimental-Neurotic group 

traits. A comparison of these factors led to the interpre-

tation that there were two types of peptic ulcer patients 

in the Experimental group. Type A peptic ulcer subjects 

were associated with factor 3 and were similar to Neurotic 

subjects. Conceivably, emotional conflicts formed the 

basis for the peptic-ulcer disease of Type A subjects. 

Type B peptic ulcer subjects were associated with 
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factor 1 and were similar to the Gastrointestinal subjects. 

Type B peptic ulcer disease appears to be associated with 

a proportionately greater degree of physical than emotional 

etiology. 

While the factor analytic data gave no indication 

concerning which of the research variables contributed 

to each factor, the results of the discriminant functioh 

analysis of several of the variables provided pertinent 

information. Type A peptic ulcer patients were 

characterized as rather cold, aloof persons who do not 

enjoy being among friends. Type B peptic ulcer patients 

were depicted as disliking uncertainty in information 

and experience a strong need to have definite knowledge 

before making a decision. Additional research is needed 

to identify the characteristics of Type A and Type B 

peptic ulcer patients and to suggest treatment programs 

to meet their specific needs. Other types of useful 

investigation with peptic ulcer patients would include 

comparison of both inpatient and outpatient and male and 

female samples. In these studies the usefulness of the 

significant scales (Arithmetic, Cognitive Structure, 

Sentience, Affiliation, and Infrequency) in categorizing 

peptic ulcer patients from various samples might be 

assessed. 



CHAPTER V 

SUMMARY AND CONCLUSIONS 

The review of the literature on the peptic ulcer 

personality demonstrated that much of the peptic ulcer 

literature is contradictory. As a result, no clearly 

delineated peptic ulcer personality could be defined. 

The purpose of the present study was to identify the 

underlying personality correlates of peptic ulcer 

patients. 

Forty-nine male subjects comprising three research 

groups (one Experimental and two control groups) were 

chosen for the study. Sixteen subjects were included in 

the Experimental or peptic ulcer group. The Gastro-

intestinál and Neurotic groups, which were control groups, 

consisted of 16 and 17 subjects, respectively. All 

patients were hospitalized in the Kansas City area and 

none were considered in danger of death or to be suffering 

from self-induced ill health. 

All subjects were tested by the same examiner who 

administered The Personality Research Form (PRF), Manifest 

Anxiety Scale (MAS), and Behavioral Distraction Task 

(BDT). The BDT consisted of an arithmetic task with 

built-in distraction and three pulse rate measures. The 

administration of the test battery required about 70 

minutes per patient. 
73 
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The PRF standard scores and the raw scores resulting 

from the MAS and BDT were subjected to a factor analysis 

(Q-technicîue) and a stepwise discriminant function analysis. 

In contrast to previous studies (Alexander 1950; Scodel 

1953) which have shown peptic ulcer patients to be overly 

dependent, the present research indicated no difference 

among groups on a measure of Succorance or Dependence on 

others for advice and reassurance. Peptic ulcer patients 

were no more independent or rebellious than members of 

other groups. They were indistinguishable from the control 

groups on measures of Anxiety, Endurance or Perseverance, 

Competitiveness or Need for Achievement, Playfulness, and 

Aggression. 

On the arithmetic portion of the BDT, the peptic 

ulcer patients performed in a manner which distinguished 

them from the control groups. The peptic ulcer group 

achieved at a significantly lower level on this task than 

either of the control groups. This result was interpreted 

as indicative of the greater distractability and poorer 

mental health of the peptic ulcer patients. No other 

measure discriminated between the Experimental group and 

the control groups. 

The peptic ulcer subjects required more than the 

normal amount of Cognitive Structure and were therefore 

defined as precise, meticulous, and perfectionistic 

persons who experienced a strong need for thorough 
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information before making decisions. They were found to 

be relatively unaware, unresponsive, or insensitive to 

their environment. That is, sensory stimulation provided 

little pleasure for them. The peptic ulcer patients also 

were generally unsociable or aloof in social situations. 

They tended to respond in a careless manner to test items, 

and expressed relatively little intellectual curiosity. 

The peptic ulcer patients in this study, 

therefore, distinguished themselves by being highly 

distractable, perfectionistic persons. They were 

relatively unresponsive to environmental pleasures and 

were socially aloof. Furthermore, these subjects were 

comparatively uninquisitive and were relatively nonvigilant 

in their test responses. Clinically, they might be 

described as neurotic individuals whose need for perfec-

tion prevents them from appreciating themselves and their 

existence and from gaining fulfillment and enjoyment from 

social relationships. 

Two types of peptic ulcer personality were 

described. Suggestions for further investigation of the 

peptic ulcer patient were offered. 
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APPENDIX A: ARITHMETIC TASK* 

I. 
15 
01 
60 

51 
59 
40 

85 
54 
12 

34 
61 
12 

51 
40 
41 

25 
27 
16 

97 
53 
15 

65 
59 
25 

60 / 5 3 16 95 
63 ' 21 13 94 
33 27 56 IjL 
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II. 
62 
79 
44 

17 
10 
48 

24 
49 
73 

26 
85 
99 

28 
67 
61 

48 
59 
95 

96 
87 
76 

79 
14 
70 

67 
45 
77 

67 
47 
17 

74 
92 
96 

58 
99 
80 

*Adapted from Hochman (1967) 
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APPENDIX B: PERSONALITY RESEARCH FORM SCALES* 

Scale 

Abasement 

Achievement 

Affilitation 

Aggression 

Autonomy 

Change 

Description of highscorer 

Shows a high degree of 
humility; accepts blame and 
criticism even when not 
deserved; exposes himself 
to situations where he is 
in an inferior position; 
tends to be self-effacing. 

Aspires to accomplish 
difficult tasks; maintains 
high standards and is 
willing to work toward 
distant goals; responds 
positively to competition; 
willing to put forth effort 
to attain excellence. 

Enjoys being with friends 
and people in general; 
accepts people readily; 
makes efforts to win 
friendships and maintain 
associations with people. 

Enjoys combat and argument; 
easily annoyed; som'Btimos 
willing to hurt people to 
get his way; may seek to 
"get even" with people 
whom he perceives as 
having harmed him. 

Tries to break away from 
restraints, confinement, 
or restrictions of any 
kind; enjoys being 
unattached, free, not tied 
to people, places, or 
obligations; may be 
rebellious when faced 
with restraints. 

Likes new and different 
experiences; dislikes 
routine and avoids it; 
may readily change 
opinions or valucs in 
different circumstances; 
adapts readily to changes 
in enviromient. 

defining trait adjectives 

meek, self-accusing, self-
blaming, obsequious, self-
belittling, surrendering, 
resigned, self-critical, 
humble, apologizing, 
subservient, obedient, 
yielding, deferential, 
self-subordinating. 

striving, accomplishing, 
capable, purposeful, 
attaining, industrious, 
achieving, aspiring, 
enterprising, self-
improving, productive, 
driving, ambitious, 
resourceful, competitive. 

neighborly, loyal, warm, 
amicable, goodnatured, 
friendly, companionable, 
genial, affabie, coopera-
tive, gregarious, 
hospitable, sociable, 
affiliative, good-willed. 

aggressive, quarrelsome, 
irritable, argumentative, 
threatening, attacking, 
antagonistic, pushy, hot-
tempered, easily-angered, 
hostile, revengeful, 
belligerent, blunt, 
retaliative. 

unmanageable, free, self-
reliant, independent, 
autonomous, rebellious, 
unconstrained, individ-
ualistic, ungovernable, 
self-determined, non-
conforming, uncompliant, 
undominated, resistant, 
lone-wolf. 

inconsistent, fickle, 
flexible, unpredictable, 
wavering, mutable, 
adaptable, changeablc, 
irregularity, variable, 
capricious, innovative, 
flighty, vacillating, 
inconstant. 
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Cognitive Structure 

Defendence 

Dominance 

Endurance 

Exhibition 

Harmavoidance 

Does not like ambiguity 
or uncertainty in informa-
tion; wants all cpjestions 
answered completely; 
desires to make decisions 
based upon definite 
knowledge rather than upon 
guesses or probabilities. 

Readily suspects that 
people mean him harm 
or are against him; 
ready to defend himself 
at all times; takes 
offense easily; does not 
accept criticism readily. 

Attempts to control 
his environment, and 
to influence or direct 
other people; expresses 
opinions forcefully, 
enjoys the role of leader 
and may assume it 
spontaneously. 

Willing to work long 
hours; doesn't give up 
quickly on a problem; 
persevering, even in 
the face of great 
difficulty; patient and 
unrelenting in his work 
habits. 

Wants to be the center 
of attention; enjoys 
having an audience; engages 
in behavior which wins 
the notice of others; 
may enjoy being 
dramatic or witty. 

Does not enjoy exciting 
activities, especially 
if danger is involved; 
avoids risk of bodily 
harm; seeks to maximize 
personal safety. 

precise, exacting, 
definite, seeks certainty, 
meticulous, perfection-
istic, clarifying, 
explicit, accurate, 
rigorous, literal, avoids 
ambiguity, defining, 
rigid, needs structure. 

self-protective, 
Justifying, denying, 
defensive, self-condoning, 
suspicious, secretive, 
has a "chip on the 
shoulder," resists 
inquiries, protesting, 
wary, self-excusing, 
rationalizing, guarded, 
touchy, 

governing, controlling, 
commanding, domineering, 
influential, persuasive, 
forceful, ascendant, 
leading, directing, 
dominant, assertive, 
authoritative, powerful, 
supervising. 

persistent, determined, 
steadfast, enduring, 
unfaltering, persevering, 
unremitting, relentless, 
tireless, dogged, 
energetic, has stamina, 
sturdy, zealous, durabie. 

colorful, entertaining, 
unusual, spellbinding, 
exhibitionistic, con-
spicuous, noticeable, 
expressive, ostentatious, 
immodest, demonstrative, 
flashy, dramatic, 
pretentious, sho'rfy. 

fearful, withdraws from 
danger, self-protecting, 
pain-avoidant, careful, 
cautious, seeks safety, 
timorous, apprehensive, 
precautionary, unad-
venturous, avoids risks, 
attentive to danger, 
stays out of harm's 
way, vigilant. 
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Impulsivity 

Nurturance 

Order 

Play 

Sentience 

Social Recognition 

Tends to act on the "spur 
of the moment" and without 
deliberation; gives vent 
readily to feelings and 
wishes; speaks freely; may 
be volatile in emotional 
expression. 

Gives sympathy and comfort; 
assists others whenever 
possible, interested in 
caring for children, the 
disabled, or the infirm; 
offers a "helping hand" 
to those in need; readily 
performs favors for others. 

Concerned with keeping 
personal effects and 
surroundings neat and 
organized; dislikes clutter, 
confusion, lack of 
organization; interested 
in developing msthods for 
keeping materials 
methodically organized. 

Does many things "just for 
fun," spends a gooi deal 
of time participating in 
games, sports, social 
activities, and other 
amusements; enjoys jokes 
and funny stories; maintains 
a light-hearted, easy-
going attitude toward life. 

Notices smells, sounds, 
sights, tastes, and the way 
things feel; remembers 
these sensations and 
believes that they are an 
important part of life; 
is sensitive to many forms 
of experience; may maintain 
an essentially hedonistic 
or aesthetic view of life. 

Desires to be held in 
high esteem by acquaintances; 
concerned about reputation 
and what other people think 
of him; works for the 
approval and recognition 
of others. 

hasty, rash, uninhibited, 
spontaneous, reckless, 
irrepressible, cjuick-
thinking, mercurial, 
impatient, incautious, 
hurried, impulsive, 
foolhardy, excitabie, 
impetuous. 

sympathetic, paternal, 
helpful, benevolent, 
encouraging, caring, 
protective, comforting, 
maternal, supporting, 
aiding, ministering, 
consoling, charitable, 
assisting. 

neat, organized, tidy, 
systematic, weli-ordered, 
disûiplined, prompt, 
consistent, orderly, 
clean, methodical, 
scheduled, planful, 
unvarying, deliberate. 

playful, jovial, jolly, 
pleasure-seeking, merify, 
laughter-loving, joking, 
frivolous, prankish, 
sportive, mirthful, fun-
loving, gleeful, carefree, 
blithe. 

aesthetic, enjoys physical 
sensations, observant, 
earthy, aware, notices 
environment, feeling, 
sensitive, sensous, open 
to experience, perceptive, 
responsive, noticing, 
discriminating, alive to 
impressions. 

approval seeking, proper, 
well-behaved, seeks 
recognition, courteous, 
makes good impression, 
seeks respectability, 
accommodating, socially 
proper, seeks admiration, 
obliging, agreeable, 
socially sensitive, 
desirous of credit. 



89 

Succorance 

Unâerstanding 

Desirability 

Infrequency 

Frec[uently seeks the sympathy, 
protection, love, advice, 
and reassurance of other 
people; may feel insecure or 
helpless without such support; 
confides difficulties readily 
to a receptive person. 

Wants to understand many 
areas of knowledge; values 
synthesis of ideas, 
verifiable generalization, 
logical thought, particularly 
when directed at satisfying 
intellectual curiosity. 

Describes self in terms 
Judged as desirable; 
consciously or unconsciously, 
accurately or inaccurately, 
presents favorable picture 
of self in responses to 
personality statements. 

Responds in implausible or 
pseudo-random manner, 
possibly due to carelessness, 
poor comprehension, passive 
non-compliance, confusion, 
or gross deviation. 

trusting, ingratiating, 
dependent, entreating, 
appealing for help, seeks 
support, wants advice, 
helpless, confiding, needs 
protection, requesting, 
craves affection, 
pleading, helpseeking, 
defenseless. 

inquiring, curious, 
analyticai, exploring, 
intellectual, reflective, 
incisive, investigative, 
probing, logical, 
scrutinizing, theoretical, 
astute, rational, 
inquisitive 

•*Jackson (1967), pp. 6-7, 
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APPENDIX C: PERSONALITY RESEARCH FORM* 

SCALE COMBINATIONS 

A. Measures of Impulse Expression and Control 

Impulsivity 

Change 

Harmavoidance 

Order 

Cognitive Structure 

B. Measures of Orientation toward Work and Play 

Achievement 

Endurance 

Play 

C. Measures of Orientation towards Direction from 

Other People 

Succorance 

Autonomy 

D. Measures of Intellectual and Aesthetic Orientations 

Understanding 

Sentience 

E. Measures of Degree of Ascendancy 

Dominance 

Abasement 



91 

F. Measures of Degree and Qaality of Interpersonal 

Orientation 

Affiliation 

Nurturance 

Exhibition 

Social Recognition 

Aggression 

Defendence 

G. Measures of Test-Taking Attitudes and Validity 

Desirability 

Infrequency 

*Jackson (1967), p. 5. 
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APPENDIX D: HENRICHS RULES FOR MALES 

PROCEDURE 

These rules are derived from alterations and additions to the Meehl-
Dahlstrom Neurotic-Psychotic Rules for the MMPI. If h^lO, F̂ ? 80, or ?^60, 
these rules do not apply. Digit 5 should be deleted in recording the codes, 
but recorded separately as it is employed under certain rules. "P," "N," 
and "Pd" should be taken to mean curve types, not diaqnoses. The calculations 
einploy K-corrected T scores. The four basic calculations should be recorded 
on the profile sheet. 

1. Band Location: (Pt + Sc) - (Hs + D) = Beta 
Band No. Beta Value 

1 -31 and less 
2 -30 through -11 
3 -10 through +6 
4 +7 through +25 
5 +26 and above 

2. Delta = (Pd + Pa) - (Hs + Hy) 
3. Welsh Code 
4. Welsh Index (compute only if the profile has no score3-70): 

Hs + D M- pt 
•••**" Hy + Pd + Ma 

(Round off the numerator and denominator sums to two digits before dividing. 
If the third digit is 5, round downward.) 

Apply the rules consecutively until the classification is reached. 
Classification is either "P," "N," "Pd," or "I." Indeterm.inate (I) is a 
classification; if a rule so classifies a profile, do not proceed to sub-
sec[uent rules. Since most rules will not apply to a given profile, proceed 
in order until one is reached that does. If a rule applies but does not 
classify the curve as either N, P, Pd, or I, it will instruct "Proceed," 
which means go on to the next rule which applies and continue until a 
decision is made. 

RULES 

1. Elevation Rules: If 7 of the 8 clinical scores^SO and 5 of them?-90, 
then call P, unless delta-éu-15, then call I. 

2. Manic Rule: Apply only if the code begins with 9 or 9 (9 must be 
first if underlinedí). 
A. Ma >(Hs and D and Hy) by 15 points or more, call P, unless one of 

the following conditions holds, in which case proceed: 
(1) D + Pt>115, or 
(2) Hs, D, Hy all^SO, or 
(3) Mf?.65. 

B. If the following conditions hold call Pd: 
(1) (a) Curve in Band 3 and delta <0, and 

(b) Ma and Pd among first three scales, and 
(c) Ma greater than next scale by 7 points; or 

(2) Curve in Band 4 and delta^O. 
C. Otherwise, proceed. 
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3. "Normal Profile" Rule: Apply only if none of the 8 clinical scores 70. 
A. All scores<55, call I. 
B. IR^.90 

(1) Delta^O, call I. 
(2) If code 9, or 4 and 9 among first 3 scales, and delta>0, call Pd, 
(3) Otherwise, call P. 

C. IR>.90 
(1) If code 0, call Pd. 
(2) Delta^.lO, call N, unless code 4, 6, or 8; then call I. 
(3) Delta>-10 

(a) Both D and Hy$î (highest among Pd, Pa, Ma) , call N. 
(b) Either D or Hy;^(highest among Pd, Pa, Ma) , call I. 
(c) Neither D nor Hy:5(highest among Pd, Pa, Ma), call P. 

4. "Fake Good" Rule: Apply if L^60. 
A. Band 3, 4, or 5, call P, unless curve in Band 3 or 4, delta 0 and 

4' code, in which case proceed. 
B. Band 2, proceed. 
C. Band 1, call N. 

5. Psychotic Code Rule: Apply to primed codes only. If the first three 
digits of the code are among the four digits 4, 6, 8, and 9, and at least 
one is primed, call P. 

6. Slope Rule: If each of the three scores Pa, Pt, and Sc is^all of the 
three scores Hs, D, and Hy; and Pa or Sc or both?70, call P. 

7. 4' Rule: Apply if the code is 4' or 4" (or 4...', or 4..."). 
A. Band 4 or 5 and delta 0, call P, unless Band 4 and either Mf >Hy, 

or Hy^ 60, call Pd. 
B. Band 1 or 2 and delta negative, call N. 
C. Band 2 or 3 and delta^O, call Pd. 
D. Otherwise, call I. 

8. 6' Rule: Apply if code is 6' or 6" (or 6...' or 6..."). 
A. Code 6" or 6 ", call P. 
B. Code 6' or 6...', call P, unless 

(1) Band 1, call I. 
(2) Deltaé+20 and (Pa - Pt)^+10, call I. 

9. 8'4 Rule: Apply if code 8'4 or 84' or higher. 
A. S O P t by 10 points or more, call P. 
B. Otherwise, proceed. 

10. (Sc - Pt) Rule: Apply only if Sc^aO. 
A. Sc > Pt by 10 or more points, unless delta^-60, call P, or 
B. Pt^ both Pa and Sc, and Pa5:70, call P. 
C. Otherwise, proceed. 

11. (Pa - Pt) Rule: Apply if Pa ̂  Pt and Pa>70. Pa?-70 and (Pa - Pt)> 10, 
call P, unless Band 1, in which case proceed. 

12. Band 1 Rule: Curve in Band 1. Call N, unless one of the following 
hold, in which case call I: 
A. F, Pd both^70, or 
B. Pd:^65 and Pa^45, or 
C. Delta^O, or 
D. D^IOO and (D - Ma)>60. 

13. Band 2 Rule: Curve in Band 2. Call N, unless one of the following 
hold, in which case call I: 
A. D^IOO and (D - Ma)^60, or 
B. Pa^75. 
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14. Band 3 Rule: Curve in Band 3. 
A. D^85 

(1) Pd>Hs by 10 points and Pd or Pa>70, call P. 
(2) 27 or 22. code, no other score^SO, both Pd and Pa^70, call N. 
(3) Otherwise, call I. 

B. D<85 
(1) F^70, call I. 
(2) Code 4, 6, 8, or 9, call I. 
(3) Delta^ -10, call I. 
(4) Otherwise, call N. 

15. Band 4 Rule: Curve in Band 4. 
A. All three signs below present, call P: 

(1) Sc^Pt, and 
(2) Code 9 or 8, and 
(3) Sc or Pd^D. 

B. None of three present, call N. 
C. Otherwise, call I. 

16. Band 5 Rule: Curve in Band 5. 
A. D^75. Both signs below present, call P; otherwise, call I: 

(1) Pd^75 and^Hy and 
(2) Sc^Pt 

B. D<.75. All three signs below present, call N; otherwise, call I: 
(1) Pt>Sc by ten points, and 
(2) Sc^80, and 
(3) Pa^70. 

SOURCE: Henrichs (1964). 
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APPENDIX E: THE GOLDBERG INDEX 

To obtain the Goldbercj Index of a given profile, 

the T-scores of several MMPI scales are combined in the 

following fashion: (L+Pa+Sc) - (HY + PT) = Goldberg Index. 

Goldberg (1965) found that MMPI protocols with 

Goldberg Indexes of 44 or lower v/ere those of neurotic 

patients, while psychotic patients achieved Goldberg 

inãexes of 45 or greater. In the study of 861 MMPI 

profiles, the Goldberg Index achieved an accaracy 

percentage of 70% which was superior to the best 

diagnostician in the study using the MMPI alone. 






