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H;tpochonclriaeis: A ~linioa.l and NosoluicaJ. Stug.y 

Summary 

The o'bject o£ this study ha.a been to inrestigate hypochondria.cal 

illness in psyoh:l.atrio patients. Two groups of patients ha'fe been etudied. 

The first . consisted ot SOO patients, newly referred to the 

J>epa.rtaent ot Psychiatry of the United Sheffield Hospitals. In this 

part ot the study only 48.ta from oa•e,,.notea were used. The main findings 

showed that hypoohondriacal patients wore older, pr;oedominated 1n lower 

social cle.saes, were leas likely to have me.de a suicidal attempt or to 

present with a psyoho-sexual clieorder. Hypochondria.cal females were 

more often diagnosed as •anxiety-hysteria" and males as "endogenous 

upreasion•. 

The main part of this stu4y baa inyolvecl the investigation by 

the author ot "JJ+.7 bypochonclrlacal and 65 non-hypochondriaoal patients. 

The main emphasis has been on the elucidation of clinical and nosological 

pr:-oblems. 

Factors 1d.gm£icantly related to prognosis ha:ve been 4elineated. 

The main findings were that depreasion and anxiety 1n41cated a good 

prognosis. 

and int 

In aen, increased age w s associated 1th a poor prognosis 

es a hysterioal premorbid pc-sonality we.a similarly an 

indication of a poor outcome. 

EYidonc~ haa been found which demonstrates that "priliiEU"y 

hypoohondriaeia is a clinical. entity which should be regarded as 

independant !'l <JI." 'tJ-ecou:_ErY hypoohondria:sis. It has been sham that patients 
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11 secondary" hypochondriasis . It has been shown that pe.tients with 

primary hypochondriasis are clinically distinct in a number of ways 

and are also treated differently. Specifically, patients with 

"primary" hypochondr iasis have a longer illness on referral, have less 

depression or anxiety and are less likely to be treated with electro­

convulsive therapy, anti- depressants or sedatives . 

This investigation represents the largest group of hypochondriacal 

patients who have been personally end systematically studied with the 

use of a control group, and appropriate statistical techniques . 



Chapter I: 

A lwTiew of the Literature on HYpochendriaeia 



HISTORICAL BACKGROUND 

The origins of bypochondriasis may be traced back to the earliest 

days of medicine. Diocles is credited with being the first to describe 

the clinical picture in 350 B.C. (Ladee 1961). Hippocrates used the 

word in its, anatomical sense, referring to "the part of the body below 

the cartilage of the breast bone" but the term came to refer to the 

viscera situated in that region, namely the liver, spleen, gall bladder 

and stomach. According to the humeral doctrines which held sway until 

the eighteenth century, it was from these viscera that black bile arose 

and by disturbing the humours, gave rise to melancholia. Hypochondria 

was not differentiated from melancholia and was essentially a physical 

disorder in which the brain was affected. 

Hippocrates described the clinical picture of gastro-intestinal 

symptoms associated with psychological symptoms but it was Galen in 

1 B.C. who named the condition "Morbus hypochondriacus" (Gillespie 1929). 

Until the eighteenth century Galen remained the authority and the concept 

of hypochondria as a condition consisting of abdominal discomfort and 

depression altered little throughout this period. 

Very little is, of course, kno~n of medieval medicine, during which 

time psychiatric illness became the concern of witch hunters rather than 

doctors. As medicine emerged from this era it was clear that the 

writings of the Greek and Roman physicians had survived largely unchanged 

with hypochondriasis and melancholia considered practically synonymous. 

Bartholomeus .Anglicus (1470) considered melancholia to be a form of 

mental illness in which patients showed irrational fear and depression, 



at times associated with such delusions as the belief that they were 

earthen vessels which might break if touched, that they possessed leaden 

heads or no heads at all . Barrough, more than a century later, in 

1583, described melancholia in almost identical terms. Robert Burton, 

who was not a doctor but a clergyman, in 1621 published "The Anatomy 

of Melancholy" in which he views hypochondria as a type of melancholy 

originating in the bowels, liver, spleen or mesentery. His description 

of the mental symptoms are worth quoting since they go beyond the usual 

listing of bizarre delusions. He states, 11 some are afraid they shall 

have every fearful disease they see others have, heare of, or read. 

If they see one possessed, bewitch ' t, or an Epileptick Paroxysm, a man 

shaking with the palsy or fiddy-headed, reeling or standing in a 

danger ous place •• • they apply all they see , heare, read to themselves 

and will be sick and apply all symptoms they find related to others to 

their own persons • • • " . 

Sir William Petty (1653) also drew attention to what one would now 

describe as the non- psychotic aspect of hypochondriasis in his letter 

to the eminent chemist, Robert Boyle . He pointed out to Boyle that 

"the • • • disease you labour under, is, your apprehension of many 

diseases, and a continual fear, that you are always inclining or falling 

into one or another 11
• Gideon Harvey (1672) considered such pre­

occupations potentially dangerous, and that it was not uncommon for 

hypochondriacal patients "to be posted into consumptions by force of' 

the imagination 11
• 

Towards the end of the seventeenth century a new development in the 

... 
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history of hypochondriasis occurred. A number of writers began to 

dis cuss its relationship to hysteria - a condition which had been first 

described in the hippocratic era and whose occurrence in men had long 

been recognised despite its supposed association with a uterine 

disturbance (Ackerknecht 1959) . Despite this new association there 

was no evidence of any tendency to separate hypochondria or hysteria 

from melancholia. At times all these conditions were referred to 

collectively as the "vapours" and by some as the "English malady" 

(Cheyne 1733). 

Thus Sydenham (1682) , Willis (1684) , De Mandeville (1711) , 

Blackmore (1725), Cheyne (1733) and Dover (1733) all grouped t hese 

three conditions together, some stressing t he depression (Sydenham 

1682), some the escape into invalidism (Willis 1684) and others the 

"long train of complaints and ••• sad variety of suf'f'erings" including 

"vertiginous swimming and giddiness , excessive liehtness or dullness 

and melancholy • •• ringing noises in the ears • • • inability to sleep" 

and "sad or monstrous dreams 11 (Blackmore 1725). The relationship 

between hypochondriasis and hysteria is well exemplified by the state­

ment of Dover (1733) that "here are two different names for the same 

distemper ••• what we call hypochondriacal in man, we term hysterical 

in women" . 

In 1740 Malcolm Flemyng grouped hypochondriasis and hysteria under 

the general title "Neuropathy" and seems to have initiated the trent 

towards separating these conditions from melancholia . That these 

diagnoses were not too scrupulously applied or clearly defined is made 
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clear by Robert Whytt (1765) who wrote that it was "commonly given to 

many symptons seemingly different and very obscure ••• (and) has often 

made it be said that physicians have bestowed the character of nervous 

on all those disorders whose nature and causes they were ignorant of". 

A number of writers developed the concept of hypochondriasis as 

an independent condition. Bossier de Sauvages in 1770 considered 

hypochondriasis a special form of insanity in which "the hallucination 

comes from the excessive devotion of the mind to the preservation of 

the body, by excessive self love, for life and pleasure, and by the 

susceptibility which accompanies this love of oneself". 

Thomas Arnold (1782) distinguished between hypochondria as a special 

variety of "notional insanity" and melancholia which he named "pathetic 

insanity" . 

William Cullen (1784) introduced the term "neurosis" which he 

separated from the "vesaniae" (insanities). He emphasized the 

distinction between hypochondria and melancholia, writing, "Hypochondriasis 

I would consider as being always attended with dyspeptic symptons; and 

though there may be at the same time an anxious melancholic fear 

arising from the feeling of these symptoms, yet while this fear in only 

a mistaken judgement with respect to the state of the person ' s own 

health, and the danger to be from thence apprehended, I would still 

consider the disease as a hypochondriasis, and as distinct from the 

pr oper melancholia; but when an anxious fear and despondency arises 

from a mistaken judgement with respect to other circumstances than from 

those of health • •• it is what I would strictly name melancholia" . 



Despite these writings, some authors continued to equate 

hypochondria with melancholia and to consider them as due to some 

gastro-intestinal disorder (Boswell 1777, Sayer Walker 1796, 

Benjamin Rush 1812 and John Reid 1816). 

On the other hand Sir Alexander Crichton (1798) considered the two 

conditions separate, as did Esquirol (1817) who wrote "Hypochondriacs 

have illusions which spring from internal sensations. These persons 

deceive themselves, and have an illusion respecting the intensity of 

their sufferings; and the danger of losing their life. But they 

never attribute their misfortunes to causes repugnant to reason". He 

drew attention to the "cases of melancholy which have secceeded 

hypochondriasis". 

J.P. Falret (1822) bemoaned the fact that his contemporaries had 

not progressed beyond the days of Hippocrates with regard to hypochondria. 

He seems to have been the first to lay particular emphasis on the fact 

that hypochondria was not a mental disorder secondary to an affliction 

of the abdominal viscera byt that the opposite was closer to the truth. 

"How much more good one could do for these unfortunates" he writes "if 

instead of tormenting their stomachs with drugs of all kinds, we treated 

them as mentally disordered - as we should if we only bothered with 

the real cause of the illness11
• 

For the remainder of the nineteenth century until Kraepelin ushered 

in the scientific phase of psychiatry discussion proceeded on the 

nosological status and aetiology of hypochondriasis. That nosological 

discussions were not considered very relevant by some physicians is 
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suggested by the writings of David Unwins (1833) who commented "It has 

been absurdly enough made a question whether hypochondriasis in men and 

hysteria in women be the same complaint, as if either of them was an 

actual specific distemper like small-pox, or were at all capable of 

being considered apart from the subject of it". If others held this 

opinion they did not retard the flow of the debate in any way and 

medical men continued to speculate on the nature and origins of 

hypochondriasis. 

Thomas Prichard (1840) drew a distinction between hypochondria, 

"lunacy" and melancholia. He noted that a "hypochondriac is in full 

possession of his reason" but that these patients did occasionally 

develope features of insanity "though by no means so frequently as is 

supposed". With regard to the differentiation from melancholy he wrote 

" ••• Hypochondriacs, however low-spirited or dejected, also suffer 

differently from persons affected with melancholy. The apprehensions 

of the former are confined to their own feelings and bodily health ••• 

melancholiacs view all things through a gloomy medium It 
••• 

An aetiological theory advanced by some was that of a disturbance 

of sensation. Brachet (1844-) believed that in hypochondriasis the 

brain was affected by a disorder of the stomach which increased and 

modified the irritability of the central nervous system thus 11 ••• In 
providing the imagihation with a thousand painful or unpleasant and more 

or less bizarre sensations it ends by vitiating the operations of the 

organ of intelligence and by leading it to transfer into illness not 

only the multiple sensations it experiences, but ideas which are suggested 
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to it by morose and bizarTe reflections". 

Romberg (1851) hypothesized a similar pathological process but 

suggested a non-gastric origin. He considered that there existed a 

state o:f "psychical hyperaesthesia" in which an increase of existing 

sensations occurred as well as the creation of new sensations by ideas. 

In fact he regarded hypochondriasis to be present only if the mental 

attitude had created new sensations by causing local increase of blood 

supply. 

Buclmill and Tuke (1858) speculated similarly as to whether "it 

is not highly probable that in some instances, the firm conviction of 

an individual ••• that he has, or is about to have some ••• disorder, 

and the constant dwelling upon and dreading it, may produce, by some 

mysterious power, the very disorder upon which his apprehensions are 

concentrated". Like Brachet (1841+.) and many others they also believed 

the cause to be "usually some form of dyspepsia, or some morbid state 

of the digestive organs 11
• They concluded that hypochondriasis was an 

entity which might be termed "simple hypochondriasis" as distinct from 

"hypochondriacal melancholy; or melancholy, the prominent symptoms of 

which are of a hypochondriacal nature". In simple hypochondriasis 
II ... suicide is never committed ••• the intellectual power remains 

intact and the emotions are in a normal state". 

Forbes Winslow (1863) took a similar line considering hypochondriasis 

to be "a morbid anxiety as to the health" and "essentially a diseased 

concentration of the attention upon, and consequent exaggeration of 

conditions of physical sensibility, resulting from slight body ailments 
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which eventually assume to the distempered and deluded imagination a 

grave significant character". 

With regard to the relationship of hypochondriasis and melancholia 

Griesinger (1867) took a compromise position in that while he considered 

the "hypochondriacal states" to be "the mildest, most moderate form of 

melancholia" he pointed out that they "have many peculiarities which 

essentially distinguish them from other forms of melancholia". Once 

again like Brachet (1844) and Bucknill and Tulce (1858), he ascribed the 

cause to "irritation of the nervous centres arising from peripheral 

disease - often very obscure and concealed - of the viscera ••• These 

morbid sensations are always increased through the direction of the 

attention to them ••• " In addition, however, Griesinger believed that 

psychogenic factors ( "direct moral causes'') could result in hypochondriasis 

"inasmuch as through external circumstances the ideas may be so con­

stantly directed to the state of the general health, or of one particular 

organ, as to induce morbid sensations". This less severe form of 

hypochondriasis was "particularly observed in those who read medical 

books, who are frequently in the company of hypochondriacs or during the 

time of an epidemic, as of cholera. ••• " He found that hypochondria.cal 

states were "... extremely frequent" in young people, commoner in men 

and tending to run a very chronic course • 

.Anstie (1871) also found the condition commoner in men and resistant 

to treatment. He considered hypochondriasis separate from but'blosely 

allied to insanity in its phenomena" . 

Beard (1880) in his book "A Practical Treatise on Nervous Exhaustion 



(Neurasthenia)" defined hypochondriasis as •groundless fear of disease' 

and disacreed with the tendency of some authors to apply the term te 

such conditions as 1 aimple mental depression without any morbid fear' 

as well as other phobias. Although he distinguished between 

h1J)ochondriasis and neurasthenia he nevertheless believed that it could 

often be a symptom of the latter illness. 

By the end of the 19th Century, therefore, little agreement had been 

reached on the questions of the aetiology or nosological statue of 

hypochondriasia. While some authors recognised that it could be the 

result of psychological factors, others continued to postulate a variety 

of physical eausee. 

In addition, the independ.enee of hypochondriaeia from depressive 

illness and bJ'steria remained an open question, and one which continued 

to e%ercise the minds of psychiatrists in the ensuing years. 
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A Survey of the Literature Since 1900 

Definition 

The terms "hypochondria" and "hypochondriasis" are used inter­

changeably in the literature although the latter seems to be in greater 

use currently. For the purposes of this review the term "hypochondriasis " 

will be always used unless an author is quoted directly. 

The 1901 and 1930 editions of the Oxford English Dictionary provide 

definitions of hypochondriasis which are clearly derived from medical 

writings. Thus "hypochondria" is defined as:"The soft parts of the 

body below the costal cartilages, 11 and also as: "A morbid state of mind 

characterized by general depression, melancholy or low spirits for which 

there is no real cause." Interestingly, tthypochondriasis" is defined 

separately as "hypochondria in its pathological aspect; a disorder of 

the nervous system, generally accompanied by indigestion, but chiefly 

characterized by the patient's unfounded belief that he is suffering 

from some serious bodily disease." The definitions given in later 

editions of the dictionary show interesting changes. The Concise 

Oxford Dictionary of Current English (194li-) defines "hypochondriatt as 

a "morbid state of depression for which there is no real cause." 

However, the Shorter Oxford English Dictionary (1950) once again defines 
"hypochondria" and "hypochondriasis" separately. The former is 

"general depression, melancholy, or low spirits, for which there is no 

real cause" and the latter "A disorder of the nervous system, generally 

accompanied by indigestion, but chiefly characterized by the patient ' s 
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unfounded belief that he is suf'f'ering from some serious bodily disease." 

A synthesis is attempted in the Concise Oxford Dictionary (1959) 

by defining "hypochondria" as "morbid depression either apparently 

causeless or due to (unnecessary) anxiety about health." This attach­

ment to archaic definitions does not seem to have affected the 

Encyclopaedia Britannica. Thus the 1881 edition defines hypochondriasis 

as "simple false belief as to the state of health, the intellect being 

otherwise unaffected." The term is regarded as synonymous with "the 

spleen" and the "vapours'~ The 1956 edition defines it as a "morbid 

mental symptom which consists in an undue pre-occupation in one ' s own 

state of health with a tendency to find evidence of disease from 

insignificant origins". 

In medical writings the anatomical meaning of "hypochondria" has 

long fallen into disuse although of' course the term "hypochondrium" is 

still used to refer to the area below the costal cartilages. 

There is less unif'ormity to be f'ound however in the definitions 

of hypochondriasis as a symptom of mental illness. Authors tend to 

stress diff'ering aspects of the hypochondriacal state, few of them 

making clear which f'eatures they could consider essential to the 

definition. 

There is general agreement that hypochondriasis implies an abnormal 

or morbid attitude to illness and health. The disagreement arises 

over the precise nature of' the abnormal attitude and over the aspect 

of illness or health which is it's object. A further problem is the 

criterion to be used in deciding at which point the attitude towards 
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illness moves from normal to abnormal . 

Gillespie (1928) describes the abnormality of attitude in "hypo­

chondriasis" as 11 a mental pre- occupation" and a similar approach is 

taken by a number of other authors who describe hypochondriasis as 

11morbid preoccupation", Lewis (1934); "habitual preoccupation • •• or 

habitually exaggerated concern" (Cameron 1947); "somatic and/or 

physiologic pre- occupation" (Laughlin 1956); "exaggerated concern" 

(Noyes 1959) and "persistent pre- occupation" (Katzenelbogen 1942. ) . 

Noyes (1959) emphasises that hypochondria should be considered "a 

disturbance of ideational content" with an abnormal concentration of 

the attention . Similarly, Kanner (1946) considers the centering of 

the attention to be the essential abnormality, while Kraepelin (1904), 

McGraw et al (1941) and Jaspers (1959) emphasize the persistent "self 

observation" and "self scrutiny" . Stafford- Clark (1962) describes a 

"morbid pre-occupation", and Masserrnan (1961) "a tendency to excessive 

and prolonged concern". Ladee (1961) believes that a phenomenological 

approach should be tal<:en "towards the various modes of somatic experience 

in hypochondriacal syndromes" . He considers that "the hypochondriacal 

mode of experience can be characterized as a thorough, continuous and 

predominent interest and determined concern with the self, which in 

its turn is generated by an intense absorbing experience of decay, which 

invariably takes a concrete form. 11 

It has also been pointed out that the attitude in hypochondriasis 

may be anxious or fearful (Leonhard 1961 ) , .Alexander 1949, Bakwin & 

Bakwin 1953, Chapman 1962, Fish 1964, Greenfield & Roessler 1958, Glover 1949, 

' L-.---v----~--~------...------------------------,---------------------------------~-------------

. 

,. 
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Ma.slow & Mittelman 1951, Stenback& Jalava 1961). On the other hand, 

eome authors describe the disorder as being a morbid belief er conviction 

which ie net altered by explana.tien or reassurance (Cobb 1946, Culpin 

1931, Gillespie 1928, Henderson & Gillespie 1962, Hoerr & Osol 1952, 

Resa 1923.) 

Thought content in hypochondriasis is variously described b7 

authors depending to some extent on what they regard to be the nature 

of the abnormal attitude. Thus pre-occupations are described as 

being concerned with "the whole or one part of the bodr' (Lewis 1934, 

Alexander 1949, Ma.slow&, Mittleman 19Sl, :Busse 1956, Bibring 1964), 

•bodily sensations" (Allison 1928, Ma.sserman 1961, Jaspers 1962), 

•bodily health") Xatzenelbogen 1942, Stafford-Clark 1962) and, less 

specifically, •one's own state of health" (Defendorf 1902, :Bleuler 1924, 

McGraw & Piotrowki 1941, H oerr & Osol 1952, Laughlin 1956). 

Where the attituie is described a1 one of fear it is of "disease 

and death" (Ale%&Dder 1949), •some terrible illness• (Fish 1964), 

"phy'sical illness• (Fenichel 1955, Stenback & JalaTa 1961) or simpl.7 

of •being 111• (Leonhard 1961). 

In the case of morbid beliefs the patient~ be convinced "that 

he is suffering from some visceral disease •••• • (Cobb 1946) • •••• the 

bod.7 or a portion of it••• is either dieeased or not functioning 

properly" (Busse 1956), "the existence of organic disease• (Culpin 1931), 

"physical disease• (Henderson & Gillespie 1962), •some grave bodily 

disease• (Hoerr & Osol 1952), or •that they have an incurable disease• 

(Xraepelin 1904). 
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Some authors ta.ke quite a different approach to the definition 

of hypochondriasis and consider the bodily sensations to be the central 

feature. Thus Brown (1936) defines it as "a bodily complaint for which 

no adequate physical cause can be found". Similarly De Alarcon (1964) 

uses the definition "a physically unjustified body complaint". Ray 

and Advani (1962) define hypochondriasis as symptoms which cannot be 

explained by any organic factors, do not conform to any single specific 

clinical entity and are refractory. Richards (1940) states that 

hypochondriasis "consists of a simple or diffuse eruption of somatic 

complaints". Shirvaikar (1957) describes the condition as" ••• the 

presence of symptoms mostly vague but in the nature of unpleasant 

sensations without proper physical basis and which may or may not be 

backed by ideas of disease". Mayer-Gross, Slater and Roth (1960) 

describe the condition as one in which bodily sensations which do not 

normally reach awareness "secure conscious appreciation". Strecker 

and Ebaugh (1935) consider the condition to be "a chronic complaint 

habit". 

Most authors specify either an absence of objective physical 

pathology (Henderson & Gillespie 1962) or the presence of ttinsignificant" 

pathology which the patient "exaggerates 0 (Ba.kwin & Bakwin 1953, 

E. Bleuler 1924, Brown 1936). The "discrepancy between the degree of 

pre-occupation and the grounds for it so that the former is far in 

excess of what is justified". 

A lack of response to reassurance is mentioned in a number of 

definitions. Gillespie (1928) refers to an "indifference to the 
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opinion of the environment, including irresponsiveness to persuasion"; 

and Bibring (1964) "an overall suspicious attitude towards the doctor ' s 

reactions and comments". Wahl (1963) states that "these patients appear 

to be angered by attempts of the physician to assuage their fright or 

concern", and similarly Schilder (1930) "it is not possible to convince 

him that his fears are without basis". Brown (1936) contrasts this 

with the behaviour of the normal individual who may become concerned 

over a symptom but will respond to the doctor ' s reassurance. 

In summary it may be said, while definitions vary greatly, there 

is some measure of agreement that it should be regarded as a condition 

in which there is a preoccupation with illness in oneself which appears 

excessive in relation to the objective pathology. This preoccupation 

manifests as persistent complaining despite reassurance given by a 

doctor. 

Psychopathological Aspects 

The term "psychopathology" is used here as defined by Jaspers (1962) 

and does not indicate "psychodynamics'' in the psychoanalytic sense . 

For Jaspers the delineation of a psychopathological state involves a 

phenomenological analysis of the patient ' s experience . As Anderson (1964) 

states, this means "portraying in words as subtly and accurately as 

possible the nature of this experience, defining it, differentiating 

from or relating it to other experiences and, for further accuracy, 

describing it in technical terms. " The purpose here is to focus on 

those aspects of the technical descript ion of hypochondriacal ideas 
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which have given rise to disagreement. 

It is generally accepted that hypochondriacal ideas may take the 

form of phobias, delusions and obsessions. Difficulties arise in the 

remaining cases where hypochondria.sis can only be described as an excessive 

pre-occupation. Often the problem centres on whether it is a neurotic 

or a psychotic manifestation or more specifically a delusional or a 

non-delusional idea. 

In discussing this Brown (1928) stresses the difficulty of 

distinguishing between delusional and non- delusional hypochondriacal 

ideas. He feels that the patient who continually complains of symptoms 

but leaves their interpretation to the doctor is not suffering from a 

delusion but adds"••• In one sense, in that it is a false conviction 

of physical disease, simple hypochondriasis may be regarded as a delusion. 

Certainly the so-called simple hypochondriasis frequently blends with a 

hypochondriacal delusion, and the distinction between hypochondriasis 

and hypochondriacal delusion seems to be a useless one." 

Katzenelbogen (1942) disagrees strongly with this approach which 

he feels "epitomises the confusion" over this problem. He argues that 

the distinction is an important one and suggests that hypochondriacal 

delusions should be referred to as "somatic delusions" so as not to 

confuse "psychotic delusions of somatic content with essentially 

hypochondriacal complaints in non-psychotic individuals 11
• Meltzer (1964) 

takes the same position and describes the clinical differentiation of 

somatic delusions from "hypochondria". He states "the most striking 

contrast is in the area of social visibility. While the hypochondriacal 
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symptom tends to be reported with a certain irritability and an ex­

pectation that its physical basis will neither be seen nor seriously 

searched for , the somatic delusion is shyly and suspiciously confessed 

under the pressure of a delusion of reference that everyone notices it 

but no-one will bother to help with it." This description seems , 

however, to limit the nature of somatic delusions in a way which would 

not receive general acceptance . 

Schilder (19.30) makes the point that although hypochondriasis may 

come close to being a psychosis, this is only the case "when there is 

not belief but conviction" . 

In some patients the hypochondriacal preoccupation is regarded as 

a non- psychotic abnormality which fits best into the category of "over­

valued idea" . Jahreiss (1930) states that thi s is one of the three 

forms hypochondriacal thinking may take; the others being anancastic 

and delusional ! 

Over- valued ideas are defined by Jaspers (1962) as "those 

convictions that are strongly toned by affect which is understandable 

in terms of the personality and its history • •• • " npsychologically there 

is no difference between scientific adherence to truth, passionate 

political or ethical conviction and the retention of over-valued ideas . 

The contrast between these phenomena lies in the falsity of the over­

valued idea •• • it may also occur as a so-called ' delusion ' - ' delusions ' 

of invention, jealousy or of querulant behaviour, etc . Such over­

valued ideas must be clearly differentiated from delusions proper. 

They are isolated notions that develop comprehensibly out of a given 
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personality and situation. Delusions proper are the vague crystal-

lizations of blurred delusional experiences and diff'use, perplexing 

self- references which cannot be sufficiently understood in terms of the 

personality or the situation; they are much more the symptoms of a 

disease process that can be identified by the presence of other 

symptoms as well ". 

Fish (1964) distinguishes between anancastic (obsessional) 

personalities who develope hypochondriacal ideas which resemble phobias 

(over which they can at times be reassured) and other hysterical 

personalities or "asthenic psychopaths" who appear 11to be suffering from 
an actual pain although there was no physical basis f'or it . The 

hypochondriasis appears to be of the nature of an over- valued idea or 

delusion in such patients" . 

The f'inal possibility to be considered is that hypochondriacal 

preoccupation represents a specific abnormality which cannot be defined 

in terms of any other psychopathological entity. This would seem to 

be the position taken by those workers previously mentioned who regard 

the essential abnormality to be a pre- occupation and concern with illness, 

health or bodily function and consider this pre-occupation to be non­

psychotic . 

It is probably this particular area of uncertainty concerning 

the psychopathological nature of hypochondriacal ideas which contributes 
in large measure to the controversy over the nosological status of 

hypochondriasis . 
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Nosological Status 

According to Jaspers (1962) "Clinical pictures of diseases that 

have similar causes, a similar basic psychological form, similar 

development and course, similar outcome and a similar cerebral pathology 

and which therefore all present the same over- all picture, are genuine 

natural disease entities" . He states , however, that in psychiatry 

no such disease entities have been discovered. Other writers are 

rarely so explicit in stating their criteria for regarding a disorder 

as a disease entity and this has tended to diminish the value of their 

opinions on the nosological status of hypochondriasis . 

Kraepelin (1904-), having carried out his mammoth task of ordering 

clinical psychiatric data, concluded that hypochondriasis should not 

be considered an entity but rather "part of' neurasthenic insanity" . A 

procession of workers have continued to maintain that hypochondriasis 

never occurs as an entity, (Bleuler 1924, Ross 1928, Alexander 1949, 

Fenichel 1955, Ray and Advani 1962 and Kenyon 19(4) . Of' these only 

Kenyon (196~) has attempted to investigate the problem systematically. 

He concluded that hypochondriasis was always part of another condition, 

usually a depressive illness . 

The view that hypochondriasis is an entity has been advanced in 

the main on the basis of unsystematic clinical impressions of few 

cases although Katzenelbogen (1942) and Shirvaikar (1957) did study 

larger series of subjects. Gillespie (1928) and Roth (1959) both 

maintain that "primaI'"IJ hypochondriasis 11 exists as an entity distinct 

from the a.f'f'ective disorders and this view is also held by Allison (1928), 
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Culpin (1931), Schilder (1938), Macalpine (1953), Stafford-Clark (1962) 

and Bibring (1964). Reynell (1928), while agreeing with Gillespie that 

hypochondriasis is a clinical entity, regards it as a "somewhat rare 

condition". Symonds (1928) takes essentially the same position as 

Reynell and r egards himself "half convinced" by Gillespie (1928). 

What might be considered a compromise position was taken by Wollenberg 

as early as 1904-. While of the opinion that hypochondriasis is not a 

disease entity but rather a "psychopathological state", he nonetheless 

felt that in certain subjects where hypochondriacal phenomena are the 

predominant clinical feature they constitute an entity for all practical 

purposes. More recently, Cdcognani (1963) seems to take a position 

very close to that of Wollenberg (1904), when, having described various 

hypochondriacal phenomena in relation to other psychiatric conditions 

he is left with "hypochondria.cal pictures which seem to escape from a 

more exact diagnosis, not being considered suf ficiently established the 

possibility that they constitute an autonomous hypochondriac form". 

The manner in which the various types of hypochondriacal phenomena 

have been grouped provides a further insight into the psychopathological 

and nosological concepts held regarding hypochondria.sis by some 

psychiatrists. 

Classification of various tYpes of HyPochondriacal Phenomena 

In classif'ying hypochondriacal phenomena a number of writers have 

stressed the division into hypochondria.cal anxieties and hypochondriacal 

sensations (Glover 1949, Fenichel 1955 and Hunter et al 1964) . 
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Leonhard (1961) has coined new terms for these two classes of symptom, 

viz 11 ideo-hypochondria11 for the fear of illness and "sensohypochondria" 

for the hypochondriacal sensations. 

James ' (1960) grouping is similar. consisting of "Xi) the personality 

trait of body over-concern (ii) hypochondriacal anxiety and 

(iii) hypochondriacal delusions 11
• 

Schilder (1938), Katzenelbogen (1942), Meltzer (1964) and 

Nissen (1961) have also grouped these phenomena into those which are 

neurotic and those which are psychotic. 

The hypochondriacal phobia of illness , termed "nosophobia" by some 

authors (Ryle 1948, Hunter 1964) has been classified by Ryle (1948) 

into three groups:-

a) obsessional nosophobia 

b) nosophobia accompanying physical disease and certain 

alarming seizures and -

c) nosophobia without definite disease. 

The most comprehensive classification has been devised by 

F. Bro,"ill (19.36), who divides hypochondriasis into the fol l owing groups:­

"l. Psychoneurotic or merergasic hypochondriasis: 

(a) Body complaints which are the psychological accompaniments 

of the anxiety affect in anxiety states 

(b) Body complaints as a substitute for anxiety without the 

anxiety affect . This type of hypochondriasis is regarded 

as one of' the types of "conversion" 
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(c) Body complaints in which purposiveness, recognised by 

dramatization, is a factor. This group comprises the 

typical invalid reaction chiefly seen in women 

2. Schizophrenic or parergasic types of hypochondriasis: 

(a) Bizarre bodily complaints, often considered delusions, which 

are here considered to be on a symbolic basis, representing 

the various, often suxual difficulties of the patient in the 

form of more or less indirect symbols 

(b) Vague bodily complaints, such as headaches and abdominal 

discomforts, which are here considered to be expressive of the 

affect of tensity, suspicion and anxiety 

3. Depressive hypochondriasis 

(a) Bodily complaints consistent with the affect of depression 

(b) Bodily complaints inconsistent with the affect, forming a 

kind of substitute or conversion of the previous depressed 

affect 

(c) Distorted bodily complaints on a symbolic basis usually 

referring to death or guilt" 

Reynell (1928) and Hutchison:·· (19.34) have produced classifications 

which place less emphasis on symptoms or psychopathology and rather 

more on personality and degree of pre-occupation. Reynell states 

that hypochondriasis may be classified into three types in order of 

their frequency and curability. They are:-

1. Patients having a heal th II complex 11
, but retaining other 

interests 



2. Patients whose sole interest is their health 

3. Patients with a delusion of illness 

Hutchiison• (19.34) divides hypochondriasis into three main groups 

which he names "individual", "vicarious" and "communal". 

the "individual" forms into:-

He divides 

( a) "The General Hypochondriac" - who is always fussing about 

his health and fears he is getting, or has already, some 

disease ••• usually in advanced middle life ••• who makes 

his health his hobby, and who collects symptoms as others collect 

stamps ••• " 

(b) 11The Nosophobe - who goes in fear of some particular disease 11 

(c) "The Crank or Health Faddist - who believes that health is 

only to be attained by following some special rule of life" 

and 

(d) "The Physical Prig" - who is usually a young man with "an 

exaggerated standard of health and well-being" 

"Vicarious Hypochondriasis" is divided into two classes: 

(a) "Parental Hypochondriasis" seen in the parents who are 

over-anxious about the health of their children and 

(b) "Filial Hypochondriases" seen in individuals who are 

over-anxious about the health of their elderly parents. 

"Communal Hypochondriasis" refers to the situation where "over­

anxiety about health may aff'ect a whole community". 

De Alarcon (1964) who studied elderly patients and defined hypo-
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chondriasia as "a J)h1'sieall7 unjustified bodily complaint" described 
three groups of patiente:-

(a) those with bTPochondriacal complaints only 

{b) hypochondriacal complaints and bypochondriacal convictions 

of a particular illness and 

(e) hypochondriaeal conviction of suffering from a certain 

illness, without azJ7 hypochondriacal complaints. 

Neither De Alarcon nor Brown (1936) mention the lack of response 
to reassurance as a diagnostic criterion and this seems to be a defect 
in their definitions which might be the cause of the high incidences of 
11TPochond.riasis which they report. 

Another claaeification used by some workers is based on a 

particular noaological concept of hypochondriasis which divides caaea 
into "Primary" or Esaential" Hypochondrias is and "Secondary" Hypo­
chondriaaia {ShirTaiker 1957, Ke~oh, 1964). Clearly this claasification 
cute across some of those suggested by other workers such as Brown (1936) 
and Fox ( 1942). 

It has been shown that classifications of bypochondriacal phenomena 
111&y on occasion differ markedly from each other. Thie highlights 
once again the lack of agreement in peychia try over the preciee nature 
of bypochondriaeis. 

Further evidence of the conflicting views on the nature and, in 
particular, the nosological status of hypochondriasis, is provided by 
the various classifications of mental diseases used in recent times. 
To eome extent they also reflect the importance ascribed to 
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hypochondriasis as a clinical concept. 

The Position of Hy:pochondriasis in the Classifications of Mental Disease 

Stengel ' s (1960) report to the World Health Organization includes 

an Annex in which a large number of official, semi- official and national 

classifications are conveniently gathered together. These reveal a 

marked disparity in the methods of classifying hypochondriasis . 

In the Manual of the International Statistical Classification of 

Diseases, Injuries and Causes of Death (1955 revision - published by 

the World Health Organization in 1957) hypochondriasis appears in 

Section 318 (Psychoneurotic disorders, other, mixed and unspecified 

types). Item 318 . 0 consists of the three terms "Hypochondrical reaction, 

Hypochondria and Hypochondriasis" . Thus hypochondriasis is given the 

status of a nosological entity in the psychoneurotic group of conditions . 

Considering how widespread this condition is believed to be by 

some American psychiatrists (American Journal of Psychotherapy 1962) 

it is surprising that hypochondriasis has been dropped from "The 

Diagnostic and Statistical Manual of Mental Disorders" published in 

1952 by the American Psychiatric Association (although it had previously 

appeared in the third edition of this manual). The Diagnostic 

Classification of the Dominion Bureau of Statistics of Canada also 

omits hypochondriasis . 

Other classifications mentioned in Stengel ' s (1960) report, in 

which hypochondriasis is not specifically mentioned, include the French 

Standard Classification, the German Classification (wtlrzberg Scheme) 
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as recommended by the Deutscher Verein Ft1r Psychiatrie, 

the Classifications of the Dutch Association for Psychiatry and Neurology 

and the Danish Psychiatry Society and the USSR classification of Kerbikov, 

Ozeretzkij, Popov and Snezhnevskij which is included in their Textbook 

of Psychiatry. The Japanese classification compiled by Profes sor T. 

Maramatsu (1960), on the basis of classification in the five Japanese 

textbooks most widely used, also excludes hypochondriasis. 

However, a number of classifications included in Stengel's (1960) 

report do refer to hypochondriacal disorders. Apart from the class-

ification proposed for official use in Norway (which includes "hypochon­

dria" under the "neuroses"), they are not classifications which are 

widely used in any country. Thus, in the classification suggested by 

Rado , there is a reference to "hypochondriacal patterns" as one of the 

forms of "Emergency dyscontrol". In addition, Essen- M8ller and Wohlfart 's 

classification places "hypochondria" alongside "asthenia" and "hydro-

phenia" in the "Reactions" group . Professor L. Van der Horst of the 

University of Amsterdam has devised a classification in which 

hypochondriasis appears only as a personality disorder, "hypochondriacal 

psychopathic constitution". In Kloos ' classification, the section of 

"Abnormal Reactionstt includes the category "hypochondriacal reactions" 

among the "qualitatively abnormal reactions to external events". 

Langfeldt has the category "Neurastheniform and hypochondriacal reactionsn 

under the "psychoneuroses" and Selbach places "hypochondriacal reactions" 

with the "abnormal psychic reactions". Similarly, "hypochondriacal 

reaction" appears under the "psychoneurotic disorders" in the 0 Psychiatric 



-30-

Nomenclature and Classification of the United States Vvar Department 

(1945). 

This survey of classifications mentioned in Stengel 's (1960) 

report suggests that,when the decision is taken to include hypochondriasis 

in a classification, it is usually regarded as a neurotic rather than a 

psychotic entity. 

It is, therefore, of interest that in the proposed revised version 

of the section on Mental Disorders of the International Classification 

of Diseases the category "Hypochondriacal reaction" has been included 

under the "Neuroses". 

In the glossary recently prepared by a Working Party of British 

Psychiatrists, it is defined as a "persistent anxious pre-occupation 

and manifest concern with health, usually physical and sometimes mental" 

( Stengel 1965). 

In view of the absence of a generally agreed definition or clinical 

concept of hypochondriasis it is not surprising to find considerable 

disagreement over many aspects of this condition. The varying reports 

of its incidence are typical of a generally confused situation. 

are discussed in the following section. 

The Incidence of Hypochondriacal Disor~ 

They 

An editorial in the American Journal of Psychotherapy (1962) 

states" ••• one can note a spreading perversion of individualism in a 

growing number of persons . This perversion takes the fonn of increasing 
pre-occupation with one ' s body and its functions, particularly with 
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minor ailments, real or apparent. Hypochondriasis and phobic phenomena 

of epidemic proportions are the order of the day. Conservatively 

speaking, patients with primary hypochondriacal symptoms or hypochondriacal 

overlay superimposed upon minor somatic disorders represent more than 

fifty per cent of· all patients seen by physicians , general practitioners, 

and specialists alike." 

Apart from general remarks of this type it cannot be said that 

there is an abundance of information on the incidence of this condition. 

Working in England, Ross (1928) sought patients who were hypochon-

driacal in the absence of psychosis or dementia. In a mental hospital 

with 1,500 patients he found 19 such patients, all of whom were males and 

over 60 years of age - an incidence of 1.2 per cent. The average 

percentage of patients referred to the York Clinic, Guy ' s Hospital, 

London who were classified as hypochondriasis according to the Inter­

national Classification of Diseases (item 318) was 4.3% for the years 

1953, 1954 and 1955 (Woodside 1955~1956, 1957). 

Also in London, Kenyon (1964) reported the incidence of "primary" 

hypochondriasis among Maudsley Hospital out-patient referrals to be 

0.9 per cent. 

Surveying a rural community with a population of 1,700 in North 

Scotland, Primrose (1962) found a total of three cases during the period 

examined; giving a rate per thousand of 1.2. 

The rather different picture in the United States of America may 

reflect the differing diagnostic criteria employed. F. Brown (1936) 
working at the Henry Phipps Clinic of the Johns Hopkins Medical School 



studied 226 consecutive admissions. Of these 45% had hypochondriasis, 

defined as "a physically unjustified or exaggerated bodily complaint". 

However, only 7.1% of' the 226 were diagnosed as 11 psychoneurotic 

hypochondriasis". Hamilton et al (1942) f'ound an incidence of' 11% 

among 200 hospitalized psychoneurotic patients. 

Rickles et al (1949) reported on one hundred unselected consecutive 

cases coming for private treatment in an American city. Of' these only 

two were diagnosed as suffering from a "hypochondriacal reaction 11
• 

In the course of a much wider study Langner and Michael (1963) 

found that 25.1% of 1,660 individuals studied during the course of the 

New York Manhattan Survey showed "hypochondriasis". These were 

"Respondents who agreed with many of the psychophysiological questions, 

but, in addition, seemed to append comments to their answers which 

clearly indicated a distorted perception of their symptoms, or an 

unrealistic nature of their response. Also a large number of 

respondents who seemed to have actual physical symptoms and illnesses, 

usually chronic, which were the subject of substantial pre-occupation, 

either as a source of secondary gain in the psychoanalytic sense, or in 

terms of excessive therapeutic ministrations or search for therapy. 

Also the hypochondriacal delusions of the depressed and the pre-

occupations with heal th of the paranoid personalities 11
• Excessive 

involvement with health fads and exercise were also included. 

In a rather different setting - the United States Army - Rosenberg 

and Lambert (1942) reported on two hundred solkiers discharged for 

"neuropsychiatric disabilities". Of these 21% were diagnosed as 
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"Hypochondriasis". 

In Amsterdam Ladee (1961) surveyed 9,000 psychiatric patients and 

found 225 (2.38%) suffering from hypochondriacal syndromes and only 

three with "pure" hypochond.riasis - an incidence of 0.03%. 

Ray and Advani (1962) found that hypochondriasis occurred in 12.5% 

of the psychiatric population of the Irwin Hospital in New Delhi. They 

defined it as a psychoneurotic disorder showing symptoms which 11 could 

not be explained by any organic factors 

single specific entity" and were refractory. 

did not conform to any 

Stenback (1961) in 

Finland reported an even higher incidence of 29 . 5% in 200 unselected 

psychiatric patients under 65 years of age. 

With regard to hypochondriasis i n children,Kanner (1937) reported 

that"••• hypochondriac features of varying severity were the out­

standing causes for referring approximately 5% of all children sent for 

consultation to the psychiatric service of the Harriet Lane Home". In 

1957 he reported on the situation in the Johns Hopkins Hospital where 

he found that 7.21, of 1,000 children referred showed hypochondriasis 

as the leading complaint. 

The Occurrence of fivpochondriacal Symptoms in association with 

other Condi~ 

The relationship of hypochondriasis to depressive illness is, 

of course, enshrined in psychiatric history. Bowman and Raymond (1931) 

found that hypochondriacal delusions were present in 6. 8% of a sample of 



manic- depressive patients . On the other hand, Strecker et al (1931) 

reported hypochondriacal delusions in 27 (40. ?f{.,) of 67 manic- depressive 

subjects of the depressive type . 

Lewis (1934) in his classical paper on depression found that 41% 

of his patients presented hypochondriacal symptoms of varying types. 

Brown, who also used a broad definition, (1936) found hypochondriasis 

in 55% of cases with depression, while Grinker and his co- workers (1961) 

found that 3CP/o of a sample of 96 depressed patients were hypochondriacal . 

Kiloh and Garside (1963) studied a sample of 143 patients diagnosed as 

neurotic or endogenous depression . Of these 82 (57 .3%) showed hypo­

condriasis - clearly of the non- psychotic variety since a factor analysis 

showed it to cluster with "neurotic depression". 

Amongst depressed patients over the age of 60 years Post (1963) 

found hypochondriasis in 77% while de Alarcon (1964) found an incidence 

of 63.6%. 

Hypochondriacal features are , of' course, commonly seen as part of 

other psychoneurotic disorders but there are few reports on their incidence . 

Brown (1936) using his rather broad definition found hypochondriasis in 

every patient comprising his small sample of eight anxiety states . 

Jone.a and newts (1941) found that 53"}, of all their patients with "effort 

syndrome 11 show "hypochondriacal phenomena" in that they "were pre­

occupied with their symptoms unduly; they exaggerated their sensations 

and studied themselves with zealous care". Roth .(1959) reported that 

45% of his 135 patients with the "phobic anxiety - depersonalization 

syndrome" showed "hypochondriacal self scrutiny and pre-occupation 11
• 
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These findings tend to support the clinical impression that , 

while hypochondriasis is common as a feature of other psychiatric 

conditions , it occurs relatively infrequently as an entity. However, 

considerable variation in reports of the incidence of hypochondriasis 

as an entity lead to the inevitable conclusion that differing diagnostic 

criteria are being used. 

The Sex and Age Incidence of Hypochondriacal Disorders 

Hypochondriasis is said by some authors to occur as an entity 

more commonly in men, and indeed Gillespie (1928) maintains that almost 

all such cases are men. Others, such as Allison (1928), Ross (1928), 

Schilder (1938) and Watters (1938) have given a similar opinion. 

However, lli:dhal'ds (1919), who described a form of hypochondriasis which 

she named the "invalid reaction", found that the ratio of women to men 

was three t o one . Gehring (1932) reported the same ratio amongst 

"hypochondriacs", and even titled his article "Painful Women". 

Other workers report no striking sex differences i n the incidence 

of hypochondriasis as a phenomenon or a clinical entity. Apart from 

King (1916) these include a number of writers who are basing their 

statement on the examination of relatively l ar ge samples of patients 

(Bro,m 1936, Katzenelbogen 1942, Shirvaikar 1957, Ladee 1961, Ray and 
Advani 1962, Kenyon 1964). 

With regard to the ,§,ge incidence of hypochondriacal disorders 

it is clear that they may occur at any age. For example Richards ' (1919) 
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cases range from 20 to 72 years of a ge; while Kanner (1937) and Post 

(1964) have described hypochondriasis in the young and old respectively. 

Some workers such as Schilder (1930), Kretschmer (1952) and Rosenfeld 

(1958) believe these disorders to be commoner in adolescence and middle 

age. Others maintain that hypochondriasis as a diagnostic entity is 

characteristically a condition of middle and old age (Allison 1928, 

Hutchinson 1928, Parkes Weber 1928, Ross 1928, Watters 1938, Jung 1960). 

Macalpine (19531 in studying pruritis ani, which she considered a special 

form of "primary" hypochondriasis, found that the peak age incidence 

was between 30 and 39 years . Kenyon (1964) found the same in a sample 

of 301 patients diagnosed as "primary hypochondriasis". Similarly, 

Shirvaikar (1957) found that the majority (65%) of his cases were young, 

i.e . below the age of 40 years but Ray and Advani (1962) found the 

peak age incidence to be between 36 and 50 years . 

It would seem, therefore , that systematic investigations have 

tended to contradict clinical impressions although, once again, it is 

by no means certain or likely that the definitions used were the same. 

Civil Status 

Few authors have considered civil status of any importance with 

regard to hypochondriasis . Ray and Advani (1962) found that it was 

commoner among married patients rather than those who were single or 

widowed and Kenyon (1964) also reports that, among the hypochondriacal 
patients, there were relatively more who were married and fewer single . 

L_-~-------------~---~-~-----------------~~-----
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Social Class, Occupation and Intelligence 

Despite the use of different criteria for grading social class , 

a number of workers have found that hypochondriasis is commoner among 

patients from lower social class groups. In the United States of 

America Michael (1960) and Langner and Michael (1963), working in New 

York, found that low socioeconomic status was associated with hypochon­

driasis and psychosomatic symptoms. A similar finding was recorded 

by Hollingshead and Redlich (1958), who surveyed a smaller east coast 

American community. 

Brill and Storrow (1960) found that amongst out- patients at the 

Neuropsychiatric Institute of the University of California Medical 

Centre low social class was "significantly related to lower estimated 

intelligence, less education, a tendency to see the presenting problem 

as physical rather than emotional, a desire for symptomatic relief only 

rather than over-all help, lack of understanding of the psychotherapeutic 

process and lack of desire for psychotherapy" . 

Dovm.ing and Rickels (1962) and Rickels et al (1964) compared neurotic 

patients from the psychiatric out- patient clinic and those from the 

general medical clinic of the University of Pennsylvania Hospital. They 

found that the latter patients "came from a lower socio- economic class , 

were more dependant, more suggestable, more anxious , more somatically 

and hypochondriacally focused." 

Ray and Advani (1962) in India found that the highest incidence of 

hypochondriasis in their sample occurred amongst "semi- skilled labourers 

and those of lower clerical occupation" . However, Kenyon (1964) did 



not find any excess of hypochondriacal patients in~ social class. 

The only profession in which }cy'pochondriaeal disorders are said to be 

especially common is the medical profession. Thus, doctors and 

medical students have been considered prone to deYelop hypochondriacal 

symptoms by some authors (Mqer-Gross et a.l 1960, Watters 1938, %le 1948, 

Bojar 1961). However, Hunter et al (1961) emphasised that while 

transient bypochondriasis might be common, true 111:Pochondriasis is only 

rarely encountered. 

Bay and Advani (1962) found the percentage of hypochondria.sis 

amongst doctors, dentists and nurses to be very low but point out that 

such persons were unlikely to seek help at their clinic. 

The relation of intelligence and education to hypochondriasis is 

not clear. ~ and Adva.ni (1962) found hypochondriasis to be commoner 

in those patients who had a very elementary education rather than none 

at all. Watters (1938) and Kanner (1957) both emphasize that neither 

intelligence nor medical knowledge preclude the development of hypo­

cbondriaca.l states. Ruesch (1947) found that psychological invalidism 

following tbyroidectoley' was associated with a lower intelligence quotient. 

Insofar as a lower educational level is associated with a low socio­

economic status it has been related to b1Pochondriasis and the tendency 

to eee problems in physical terms (Brill and Storrow 1960,¥icha.el 1960). 



-39-

Ethnic Factors 

Brown (1936) states that "race seems to be one factor; Jews seem 

to have an inborn body sensitivity and concern ••• 11 Ladee (1961) 
found that Jews were over-represented in his sample of hypochondriacal 

patients but Kenyon (1964) was unable to repeat this finding. It is 

of interest that Zborowski (1952) in his study of r eactions to pain 

showed that Jews and Italians (in America) tended to respond emotionally 

and to exaggerate their pain experience, while Irish and "old American" 

patients were more stoical. 

The Clinical Presentation of Hypochondriacal Phenomena 

In this section hypochondriacal phenomena as reported in the 

literature will be reviewed with special consideration of their clinical 

presentation and their course. The parts of the body affected vary 

greatly indeed and any aspect of the physical or psychological function­

ing of an individual may become the object of hypochondriacal pre-

occupation. The symptoms complained of may be multiple or occasionally 

single. The parts of the body involved are remarkably similar as 

reported in clinical studies carried out in differing cultures. Thus 

Shirvaikar (1957) in India, Katzenelbogen (1942) in the United States 

and Kenyon (1964) in England all found that the regions most commonly 

involved were the head, abdomen and chest in that order of frequency. 

There would seem to be no physical symptoms of which hypochondriacal 



patients may not complain. Shirvaikar (1957) states that "symptoms of 

hypochondriasis mostly comprise unpleasant sensations referred to dif-

ferent parts of the body. They are pains, burning sensations, numbness, 

coldness, hotness, throbbing sensations, sensations of movements and 

even unusual ones such as snapping, bursting, tightness, lightness etc." 

Some authors such as Laughlin (1956) and Wahl (1963) also stress 

that the symptoms may shift from one part of the body to another but do 

not consider this an invariable feature,. Hunt (1940). 

Although not commonly encountered a pre-occupation with intellectual 

functions may constitute the main feature of a hypochondriacal disorder 

in some patients. 

Whether the patient actually believes somet hing to be wrong or 

merely fears that it may be so is often a difficult distinction to make. 

Lewis (19.34) states" ••• these patients were all unduly concerned about 

changes in their bodies; some feared that there might be such change, 

others were sure of it, but this was partly, at any rate, a question of 

verbal form given to the pre-occupation ••• 11 As previously mentioned, 

F. Brovm (1936) felt that this was a difficult distinction to make and 

that "so-called simple hypochondriasis frequently blends with a hypo­

chondriacal delusion". Similarly, Kreitman et al (1965) state: "we 

do not find it possible to distinguish between depressive delusional 

beliefs and fears that something is wrong ••• the patient is undoubtedly 

concerned about his symptoms but often cannot produce any interpretation 

of them beyond the statement that something either is or might be amiss 11 • 

1h_e accompanying aff'ect, manner of communicating symptoms and 
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response to reassurance or trea~ is commented on by a number of 

authors. A mood of depression is regarded as a frequent accompaniment 

(Kraepelin 1904, Gillespie 1928, Kenyon 1964) but Gillespie is at some 

pains to point out such depression is" • •• not out of proportion to 

what would reasonably be expected to accompany the knowledge of the 

existence of bodily (or mental) disease, supposing such existed" . He 

considers the af fect "best characterized" as "interest with conviction 

and consequent concern". The presence of anxiety is often referred 

to (Bibring 1964, Laughlin 1956) On the other hand Shirvaikar (1957) 

and Wahl (1963) state t hat these patients frequehtly show a hysterical 

"belle indif'ference" . 

Another feature often mentioned is that hypochondriacal patients 

seem to derive a form of pleasure from their symptoms. Thus Kraepelin 

(1904) states that the details of their condition"•• • are placed in the 

foreground in most detailed description and affective exaggeration 

whenever the opportunity arises. Such a condition often becomes the 

centre of all the patient ' s interest . It gives him status and is 

probably tolerated with a sort of secret pride . It may go so far that 

the illness, despite the restrictions it causes , becomes a source of 

entertainment, the chief occupation which the patient would give up only 

b,- determined if not obvious resistance" . . Further " ••• the patients 

despite their vivid complaints cannot work seriously or purposefully 

for their rehabilitation . Not infrequently they sabotage the doctor ' s 

prescription and show some satisfaction in having succeeded • •• " 

Wahl (1963) describes a very similar picture . "The patient" he 
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states "quickly gives the physician the impression that there is some 

source of satisfaction in being sick. These patients are not only over-

demanding, but irritable persistent in their illness, and are ungrateful 

and often unappreciative of the physician ' s efforts" . 

Kreitman et al (1965) state "we have been struck by how frequently 

the patient expresses in the hypochondriacal complaint not only anxiety 

but also some degree of satisfaction • • • His voice only displays any 

warmth or vitality when he is allowed to launch into the details of his 

supposed somatic disabilities, describing his ailing part with a loving 

concern, or at least a lively interest, strikingly lacking from the rest 

of his world . " 

The reactions of doctors to hY;Pochondriacal patients is often 

markedly antipathetic and this is not surprising in the light of the 

preceding observations. King (1916) describes them as nthe terror of 

the doctor" . Gehring (1932) has expressed himself most vividly on thi s 

subject . He writes "whenever I ask a female to state her symptoms, 

and she replies , ' I have so many that I have written them on this slip 

of paper, in order not to forget them ' , it has a decidedly bearish effect 

upon my spirits. I know if I let her talk herself out, that eventually 

she will incriminate herself, albeit in the meantime I am suffering like 

a she- elephant in the pangs of childbirth, for I am confronted by a 

hypochondriac" . Alvarez (1944) reveals well the ambivalent feelings 

\ toward the hypochondriacal patient when he writes "As every physician 

\ knows these worrisome persons can waste hours of time , arguing, trying 

\ to catch the doctor in some inconsistency of statement , and demanding 
\_ 
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one test or operation after another ••• they do suf'fer terribly ••• 

no matter how exasperating they may be we should try to be kind and 

patient with them, but I think we should try to get them out of the 

office as quickly as possible because the time they take up is spent 

to no good purpose." 

Hunter et al (1964) contrast the tolerant and good-naturedly 

indulgent attitude of physicians to "nosophobic" students who fear 

illness with the irritation, exasperation and final rejection which is 

shown to the "true hypochondriac". They ascribe this to the latter's 

narcissism. 

Mead (1965) describes the doctor's relationship towards the hypo-

chondriacal patient in similar terms. She states that "there are good 

reasons why the physician feels resentment toward the hypochondriacal 

patient. The hypochondriac is often unappreciative of the physician 's 

effort on his behalf, increases his demands for attention, and criticezes 

the physician for failure to relieve symptoms. He resists referral to 

a psychiatrist, since his over-concern about physical complaints is in 

part a reflection of his need to deny an emotional cause for an un-

satisfying life adjustment. The physician recognizes and dislikes the 

patient's personality traits of self-pity, dependency, inadequacy and 

hostility • 11 

,------ Wahl (1963) expresses the situation rather aptly when he states 

that "the hypochondriac occupies a low position on the scale of 'disease 

acceptability'. Few doctors like these patients . We refer to them 

~ contemptuously among ourselves as crocks and consider them the bore of 



medical practice, thorns in our flesh, to be mollified or passed on to 

some zealous newcomer as quickly as possible ." 

It would seem, therefore, that the particular attitude which these 

patients evoke in doctors might almost be considered a diagnostic feature 

akin to the "glass wall effect" sometimes described in schizophrenia. 

Personality Factors 

There are two aspects to the question of the personality character-

istics of patients with hypochondriacal illnesses. The first concerns 

the existence of a specific personality type which has been named the 

hypochondriacal personality. The second concerns those personality 

traits which are regarded as possibly predisposing to the development of 

hypochondriasis, in view of the frequency with which they occur in 

patients with hypochondriacal disorders. 

Patients who show life long hypochondriacal personality features 

have been described by Kahn (1931), Brown (1936), Katzenelbogen (19li.2), 

Laughlin (1956), K. Schneider (1959), James (1960) and Fish (1964). 

According to Laughlin "Overconcern with Health or Somatic Preoccupation, 

is frequently seen in which the level of the manifestations is sub-

clinical and sub-neurotic. These instances sometimes may be definite 

enough to be classified as belonging to a category, which we might call The 

Hypochondriacal Personality". Laughlin (1956) states that the trait of 

health overconcern may be minimal in some of these personalities while 
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the characteristics of narcissism, regression and seclusiveness may be 

prominent and reflected in their tendency to withdraw from interpersonal 

relationships as their preoccupation with bodily functions developes . 

F. Brown (1936) refers to this personality type as "the body-sensitive 

personality" and James (1960) writes of "the personality trait of body 

over-concern 11
• James (1960) describes the range of behaviour from 

"unduly punctilious observance of hygiene rules to the chronic invalid 

reaction, in which the individual ' s days are spent in consideration of 

his state of health, with most of his activities fashioned to this end." 

The development of such attitudes in childhood has been described by 

Richards (1941) and Levy (1932) . Kahn (1931) describes the hypochon­

driacal personality as a person of limited physical strength, with weak 

"impulses" masochistic tendencies and egocentricity. Schneider (1959) 

does not use the term hypochondriacal personality but describes a sub­

type of the asthenic psychopath which includes those "who are prone to 

make physical complaints." Fish (1964) also stresses the excessive 

consciousness of the body as the main personality characteristic. 

Kenyon (1964) found that in the sample of hypochondriacal. patients be 

studied 12.7% of the patients with "primary" pypochondriasis had shown 

predominBntly hypochondriacal personality traits and these had been 

present in 17% of those with "secondary" hypochondrie.sis. 

The presence of every form of premorbid personality has been 

described in hypochondriacal patients but the commonest are the anancastic 

(obsessional) ru1d the hysterical, (Katzenelbogen 1942, Mayer Gross et al 

1960), Leonhard 1961, and Fish 1964). 



Some workers describe these patients as egocentric or self-centred 

(Maslow and Mittelman 1951, Rangell 1953) lacking in vitality (Reynell 

1928, Khan 1931) anxious, fearful and uncertain (Leonhard 1961, Ladee 

1961), "indecisive, inefficient procrastinators who show apparant 

helplessness" (Busse 1956) and hypersensitive, timid individuals who 

have tendencies toward "whining, self-pity, rigid mental attitudes and 

standoffishness" (Richards 194l). 

Kenyon (1964) found all forms of premorbid personality in his sample 

but the commonest were "normal", anxious, obsessional, hypochondriacal 

and paranoid. 

Hypochondriacal Phenomina occurring as a feature of other Psychiatric 

Disorders 

(1) gypochondriasis and Depressive Illness 

The findings of workers in this area demonstrate again the need 

for more general agreement on the definition of hypochondriasis. The 

reported incidences of hypochondriasis in depressive illness referred 

to earlier are a good example of the confusion which exists. These 

showed f'igures ranging from 55% (Brown 1936) to 3C'Pf ( Grinker et al 1961) 

and in older patients incidences as high as 63.6% (de Alarcon 1964) and 

77% (Post 1963) have been f'ound. Kreitman et al (1965) found that the 

collection of a group of' patients suffering from depressive illness 



without any somatic complaints "proved to be unexpectedly difficult" 

and a number of workers have stressed the frequency with which depressed 

patients may have physical symptoms without objective organic pathology, 

(Hohman 1940, Ziegler 1928, 1939, Jones and Hall 1963). 

Contrasted with this we have the statement by Stenback and Jalava 

(1961) that "the incidence of hypochondria should be low in manic-

depressive psychosis". They come to this rather unusual conclusion as 

a result of adopting one of Ryle ' s (1948) forms of nosophobia as their 

definition of hypochondriasis , viz . "fears connected with a non- existent 

disease which a patient nevertheless imagines or suspects (usually on 

the basis of some subjective symptom) that he has already acquired. 11 

this definition implies the presence of fear or anxiety and "anxiety 

is not included in the depressive affect" these authors consider that 

hypochondriasis and depression should rarely coexist . To test this 

Since 

they examined the case records of 105 patients with depression and found 

that hypochond.riasis was not present in the 21 patients diagnosed manic­

depressive psychosis or "psychopathic depressive reaction'~ 

In addition , Stenback personally examined 12 patients with manic­

depressive psychosis and found hypochondriacal symptoms in two .* The 

overall incidence of hypochondriasis in patients hospitalised with 

depression was 18 . 1% and Stenback therefore concluded that "the incidence 

of hypochondria is not high in patients with depression 11
• However, 

in 1964 Stenback and Rimon reported an incidence of 25 . 8% in depressive 

* The figure of 10 in the published paper is due to a misprint -

(Stenback 1962 - personal communication) 
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patients admitted to the same hospital. It is, of course, possible 

that the second sample differed with regard to variables such as sex 

or age but this is not made clear. 

The nature of the hypochondriacal symptoms encountered in 

depression varies from vague symptoms such as heaviness of the head and 

vague pains to bizarre ideas of blockage of the bowels, incurable 

disease and eyes falling out. (Drobnes 1943). Lewis (1934) in des­

cribing the hypochondriases in his cases states that there is "a wide 

range, from fussy, old womanish valetudinarianism to gross and grotesque 

delusions". He found it difficult to differentiate them according to 

the accompanying affect or the degree of conviction. 

The consistent manner in which depressive illness presents a 

hypochondriacal picture is shovm by the fact that three separate factor 

analytic studies have identified a factor which has been described as 

"hypochondriacaJ. 11 (Grinker et al 1961) "abnormal preoccupatio:t: with 

physical health 11 (Overall 1962) and "querulous hypochondriacal type" 

(Cowitz et al 1964). 

Kiloh and Garside (1963) carried out a factor analysis to demonstrate 

the "independence of neurotic and endogenous depression." They found 

that hypochondriasis was a feature which correlated significantly with 

the diagnosis of neurotic depression. Unfortunately they do not 

state their definition of hypochondriasis. 

The prognostic significance of hy:pochondriasis in depression is, 

from the viewpoint of the clinician, of the greatest interest and in 

this regard the picture has altered considerably since the advent of 
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electroconvulsive therapy. 

Before this time the presence of hypochondriacal delusions or 

prominent hypochondriacal ideation was generally regarded as a sinister 

prognostic omen (Hoch and MacCurdy 1922, Lewis and Hubbard 1931, Strecker 

et al 1931, Ziegler and Heersema 1943). However, Anderson (1936) 

cautioned that the degree of absurdity of the hypochondriacal delusions 

had to be taken into account in deciding their prognostic significance. 

Ziegler and Heersema (1943), while observing that hypochondriacal 

symptoms were associated with chronicity of depressive reactions, noted 

that these patients manifested no suicidal behaviour. Steen (1933) 

found that patients with hypochondriacal delusions were less likely to 

recover, but Drobnes (1943) on the other hand found that bizarre hypo­

chondriasis was associated with a good prognosis while milder hypochon­

driacal complaints meant a poor outcome . 

Amongs workers writing since the advent of electroconvulsive 

therapy and the antidepressant drugs there is general agreement that 

the presence of non-delusional or "mild11 hypochondriasis is prognostically 

unfavourable (Hobson 1953, Kiloh et al 1962, Nystrom 1964). Both Roth 

(1959) and Grinker et al (1961) express the opinion that patients ~~th 

depression and hypochondriasis do not improve but are in fact often 

worse after treatment. 

Two studies of particular interest on the relation of depression 

to hypochondriasis are those carried out by Giberti (1965) and Kreitman 

et al (1965). In both cases control groups of patients who had depression 

without hypochondriasis were used. 
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Giberti (1965) studied 266 patients with endogenous depression 

under treatment in the Department of Neurology and Psychiatry of the 

University of Genoa . He found that amongst those with hypochondriasis 

there was a higher incidence of male patients , a greater frequency of 

mild or non- symptomatic organic dysfunction as well as chronic organic 

disease, more advanced age , a lower incidence of cyclothymic personality 

traits , a lower 11 cultural background 11
, a lower incidence of guilt , 

unworthiness and misery delusions , fewer previous episodes of depression, 

a poorer responsiveness to "psychotropic" drugs and a greater duration 

of the current episode . 

Kreitman et al (1965) compared 21 patients who were hypochondriacal 

and depressed, with 21 depressed patients attending a psychiatric clinic 

who were matched for age and sex and showed no somatic symptoms . They 

found that the hypochondriacal group showed a greater likelihood of a 

history of psychosomatic disorders and poorer interpersonal relationships, 

especially in marriage. In addition, they showed a greater similarity 

between their pattern of symptoms and those of their mothers ' but not of 

their fathers ' ; a greater likelihood for the current illness to be 

precipitated by stressful external events, often relating to death or 

illness and to fluctuate markedly with environmental change ; a much 

greater chronicity of the present illness; less disruption of social, 

family and occupational activities , a relative lack of depressive affect 

despite an equal intensity of depressive mood and less evidence of 

subjective anxiety. 

Kreitman et al (1965) conclude that they are dealing with a group 
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of patients suffering from an "atypical" depressive illness who might 

best be compared with subjects suffering from "reactive depression" . 

Their suggestion that the depressive symptoms represent a phase in a 

chronic hypochondriacal illness is an attractive one in view of the very 

long histories given by their patients . It must be said that insofar 

as their patients showed little objective occurence of depression or 

anxiety but rather a degree of satisfaction with the hypochondriacal 

complaints they resemble the concept of hypochondriasis as described 

by Gillespie (1928). 

In summary, it may be said that from the therapeutic point of view 

interest in recent years has shifted from depressive hypochondriacal 

delusions to the so- called "milder" forms of hypochondriasis, which are 

now considered to be a bad prognostic sign. The centuries- old con-

troversy regarding the independance of depression and hypochondriasis 

continues with workers such as Roth (1958) suggesting that patients with 

prominent hypochondriacal ideation may in some cases not be suffering 

from an affective disorder at all, and others such as Kenyon (1965) 

maintaining that hypochondriasis is almost invariably part of a 

depressive illness. 

(ii) Hypochondriasis and Schizophrenia 

The fact that hypochondriacal symptoms may be encountered in 

patients with schizophrenia is well knovm. F. Brovm (1936) found that 

hypochondriasis in schizophrenia took two forms. The first consists 

of "bizarre or peculiar complaints" such as "electricity in the genitals, ... 
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poison eas in stomach, black plague, ••• body half a woman, •• • not 

enough blood 11
• The other form comprises "vague complaints" such as 

"tenseness in neck, • • • tired feelings , ••• pains in neck and stomach". 

Katzenelbogen (1942) has emphasised the need to distinguish clearly 

between these two forms and prefers to describe the bizarre complaints 

as "somatic delusions" . 

Hypochondriacal delusions would not appear to be very common in 

schizophrenic illness . Bovnnan and Raymond (1931) studied 1,408 subjects 

and found hypochondriacal delusions in 9% of the males and 6% of the 

females. Lucas et al (1962) studied 405 schizophrenic subjects and 

found 59 with hypochondriacal delusions which were defined as "beliefs 

that parts of the body were changed in some way 11
• This represents 

14. 6% of the sample - a somewhat higher percentage than that reported 

by Bowman and Raymond but this might be in part due to the definition 

employed. 

The occurence of hypochondriacal symptoms in the early stages of 

a schizophrenia has been pointed out by a number of workers including 

Brown (1936), Fenichel (19~5), Mayer- Gross et al (1960) and Off'enkrantz 

(1962). The latter author declared himseir in agreement with E. Bleuler 

(1924), who stated "we no longer recognize hypochondria as a disease" -

considered that "under schizophrenia are included ••• nearly all 

incurable hypochondriacs". He also wrote that he had never seen hypo-

chondriacal delusions in paranoia although they were said to occur in 

this condition . This observation was given support by the study of 

Stenback and Rimon (1964) who found that "hypochondriac and paranoic 
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reactions were rarely present together in the same patient". F. Brown 

(1936) points out ~hat while "body complaints" are present in the early 

stage of schizophrenia they disappear when the condition is established. 

On the basis of this type of observation Cowden and Bro,rn (1956) 

hypothesized that a physical symptom might act as a defence against 

psychosis since "the ailment provides a socially acceptable excuse for 

not achieving financial gain, social independence or marital and familial 

success... • A hypochondriacal symptom is also a means of maintaining 

contact with his environment when any real interpersonal relationship 

is a source of anxiety 11
• To test this hypothesis they chose a subject 

with paranoid schizophrenia and a high level of anxiety who gave a 

previous history of a back complaint which did not require any special 

tre~tment . The staff then behaved towards the patient as though his 

back required treatment and constantly drew his attention to it with 

questions a..~d therapy. The authors report that this regime produced a 

considerable improvement in the psychotic symptoms. .Although this is 

a most interesting report, it is difficult to draw general conclusions 

from a single case of this sort . It seems possible that the patient ' s 

improvement may have been a result of the increased attention paid to 

him as much as anything else. 

Rotshtein (1962) has described three variants of an entity which 

he refers to as "hypochondriacal sch~zophrenia", on the basis of clinical 

studies on 200 subjects . He refers to the "paranoid variant", the 

"synaesthesiopathic- hypochondriacal variant" and the "periodic deppressive-

hypochondriacal" syndrome. The second variant causes the greatest 
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diagnostic difficulties as schizophrenic symptoms appeared only late in 

the illness. Of this group about 50% became paranoid hallucinated 

after varying periods of time. Before this they tended to cope with 

life in the community for long periods of time - a finding which is in 

keeping with the observations of Cowden and Brown (1956) described above. 

What is perhaps of some practical importance is the fact that the 

hostility which hypochondriacal patients,show towards their doctors may 

be very much intensified in schizophrenic patients with such complaints. 

This is suggested by the occasional reports of such patients attacking 

and even killing their doctors (Cremona 1934, Rocha 1939, Alliez and 

Savy 1957). 

In summary it may be said that all forms of hypochonariacal 

symptomatology are encountered in schizophrenia, characteristically in 

the early stages of the illness and these symptoms may be delusional or 

non- delusional. It has been suggested that the presence of hypo­

chondriacal phenomena of the non- psychotic variety may somehow exert a 

beneficial effect on the functioning of a schizophrenic patient but this 

has not been well substantiated. On the whole the relation of hypo­

chondriacal phenomena to schizophrenia is not a subject which has received 

much attention. 

(iii) lzypochondriasis and the Psychoneuroses with particular regard 

to Nosophobia 

The occurrence of hypochondriacal phenomena in association with 
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other neurotic symptoms is well recognised, but the observations of 

various authors are not always comparable due to differences in the 

concepts of hypochondriasis used. F. Brown (1936), for example, 

reported the presence of hypochondriasis in all his subjects who had 

been diagnosed as having a psychoneurotic illness but he regarded all 

"unjustified" bodily complaints as hypochondriacal. Mayer-Gross et al 

(1960) refer to the frequent combination of hypochondriacal symptoms 

with those of "an obsessional , hysterical anxeity or depressive nature 11
• 

They refer to the ~anxious worrying ruminations of the obsessional which 

are not easily relieved by assurances that there is nothing organically 

wrong11
• Similarly, Fish (1964) states that obsessional (anankastic) 

personalities show a form of hypochondriasis which resembles a phobia, 

"i.e . they are frightened that they might have some terrible illness, 

although at times they can be reassured and realize that this belief 

is ridiculous". 

In hysterical patients Mayer- Gross et al (1960) describe the 

occurrence of symptoms representing "the figment of an illness which the 

patient has already been made f'amiliar with" . 

In the patient with an anxiety neurosis some writers describe an 

awareness of the physiological concomitants such as tachycardia and 

pulmonary dysfunction which may lead to fears concerning heart disease 

(Mayer- Gross et al 1960, Brovm 1936, Guttman and Mayer- Gross 1940). 

Errera and Goleman (1963) found that phobias and somatic concerns were 

present as the chief symptoms in 5 of the 19 patients with neurotic 

phobic disorders whom they studied. In these subjects the commonest 
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fears were of "illness and death, various types of fears of crowds and 

crowded places, and fears of leaving the house". These are very similar 

to those found most common by Paskind (1931) in a study of 352 phobic 

patients, namely: fear of becoming insane , fear of physical disease and 

fear of public places . 

A number of workers have emphasized the need to separate the fears 

of illness from the pre- occupation with physical symptoms (Gillespie 1928, 

Leonhard 1961 and Hunter et al 1964) . Hunter et al (1964) believe 

that "nosophobia" is a more appropriate term than "hypochondriasis" for 

the type of overconcern with illness encountered in medical students . 

11 Nosophobia11 was the subject of the 21st Maudsley Lecture given by 

Ryle (1948) in which he describes five types of fears observed in 

clinical practice . They are: (1) Fears centred on an existing 

illness; (2) Fears of inheriting disease; (3) Fears of acquiring 

diseases - particularly infections; (4) "Fears connected with a non­

existent disease which a patient nevertheless imagines or suspects 

(usually on the basis of some subjective symptom) that he has already 

acquired." and (5) "Fears of death or dying considered as the final 

malignity of illness and, in the latter case, too widely suspected of 

involving painful or distressing experience . " 

Clearly Ryle ' s fourth type of nosophobia is very close to the 

generally accepted definition of hypochondriasis and it is in this sense 

that the term is used by Stenback and Jalava (1961). Ryle believes 

that disease fears underlie many physical complaints but are not readily 

voiced by the patient. 
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No speciaJ. studies on the influence of ~ochondriacal symptoms on 

the prognosis of psychoneurotic conditions exist, but there seems to be 

an assumption that a.nxiet7 over disease often responds to reassurance 

(even though temporarily), but somatic concerns do not, and make for a 

worse prognosis. Stone et al (1961) carried out a five year follow-up 

study of 30 out-patients diagnosed as having a psychoneurosis or personalit7 

disorder. !hey fotmd that •the least changed symptoms at the five years 

were somatic ones, and these symptoms were especially characteristic of 

least improved patients throllghout the study. fhis is in accord with 

general experience". They ascribe the failure of psychotherapy to help 

these patients to the fact that they tend to de?cy" the existence of 

psychological illness and cannot agree with the doctor on the nature of 

the problem or its treatment. fhese observations would appear to find 

support in the report of the ~erlin Paychoana.lytic Institute for the ten 

ywar period from 1920 to 1929. (Knight 1941). Of a total of 1,955 

patients accepted for psychoanalysis only- 28 were diagnosed as having 

hypochondriasia. This is not surprising in the light of Schilder1s 

(1938) statement that "it is almost impossible in ca.sea ef real hypo­

chondriasis to get any considerable amount of transference. Results are 

poor in severe chronic cases". These chronic tmresponsive cases would 

seem to fall into the category of "primary ~ochondriaeis" as described 

by Gillespie (1928). However, no systematic attempts have been made to 

differentiate them from those who are anxious about disease and are said 

to have a better prognosis. 
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Aetiological Considerations 

In this section the factors which have been considered important 

in the aetiology of hypochondriacal illness will be reviewed including 

psychodynamic and psychoanalytic hypotheses which will be considered 

separately. 

Factors operating during child.hood have been described by Richards 

(1941), Brown (1936), Levy (1932), Watters (1938), Apley (1959), 

Kanner (1946), and Mayer- Gross et al (1960) . All these authors stress 

the role played by exposure to disease and death during chilahood and, 

in particular, the frequency with which hypochondriacal patients are 

found to have oversolicitous parents who are often themselves hypochon­

driacal . Richards (1941) also stresses medical mismanagement as a 

factor; she refers to children who, following an illness or operation, 

had a convalescence which was delayed "by medical uncertainty, ' go­

slow ' advice, and staying out of school for weeks and months accompanied 

by increasing environmental solicitude" . 

In adults the role of identification with others, has also been 

described as a factor in the production of hypochondria.cal illness . 

Thus , a patient will develop the fear or conviction of having a disease 

from which a close relative or nei ghbour has died or is perhaps still 

suffer ing. (Stenback 1960, Primrose 1962, Wahl 1963, Kellner 1963, 

Parkes 1965) • 

.Another environmental factor which has often been implicated is 

health propaganda, drug advertisements and books on disease . (Hutchinson 

1934, Katzenelbogen 1942, Ryle 1948, Mayer- Gross et al 1960, Kellner 1963). 
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Kost authors teel, however, that only predisposed individuals tended to 

be affected to a:r,.y degree by au.ch influences. 

Iatrogenic Factor• 
Many workers m1nta1n tha.t hypochondriasill ~ be produced by 

doctors who are unguarded in their statements to patients and cause 

health overconcern when no di1eaae is present (Watters 1938, Katzenelbogen 

1940, ~le 1948, Chambers et al 19.58, James 1960, Wahl 1962, Ma.yer-Groes et 

al 1960, Xe7es 196.5). With regard to cardiac neuroai1 however, Hart (19.64) 

points out that altho1:1gh "it has long been asBU11ed that statements or 

suggestions from the pb1'sician himeelf have frightened patients into a 

atate of chronic anxiety about their health ••• there ie a lack of proof 

as to what the Pb1'aician actually said." 

In order to investigate iatrogenic factors Wheeler et al (19.50) 

carried out a rather unusual experiment during a community tuberculosis 

X-ray survey. Heart shadows were noted, and adults showing au 

They were abnormality were requested to atteni. for further examination. 

told that there might be something vrong with their hearts. 117 subjects 

2'Jf, of the were studied, of whom 55'1, had definite organic 1)8.thology. 

men and 49.5'% of the women reported bei11g upset or frightened by the 

information given to them and in 20 this took the form of insomnia, anorexia, 

crying or worrying. Cardiac symptoms appeared or worsened in only ten 

subjects and of these seven had previously suffered from •neure-eirculatory 

asthenia•. The inference is that, while many people are disturbed 

by being told of the possibility of heart disease, very few 
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non-neurotic subjects will develop actual symptoms. This supports 

the clinical impression that iatrogenic factors are pathogenic only in 

susceptible individuals. 

Ziegler and Heyman (1935) and Ryle (1948) have suggested that 

hypochondriasis might arise due to ignorance or false concepts of diseases 

but it is interesting to note that in 1880 Beard specified that the 

term hypochondriasis should not be applied to "apprehension of disease 

from ignorance purely". 

'f'..he role of organic dysfunction in the aetiology of hypochondriasis 

has been discussed by Gillespie (1928). He points out that throughout 

the nineteenth century and even in the twentieth century a physical 

disturbance of some sort was always presupposed and searched for. 

Since or ganic disease could not be demonstrated in all cases the concepts 

of' "hypochondria cum materia" and "hypochondria sine materia 11 arose, 

with the f'ormer being considered more frequent . 

The current approach is to focus on the disproportion between the 

amount of concern shovm and the objective evidence of organic disorder 

which may be either absent or present (Gillespie 1928, Brown 1936, 

Katzenelbogen 1942, Cameron 1947, Alexander 1949, Laughlin 1956, 

Kanner 1957, Henderson and Gillespie 1962, Curran and Partridge 1963). 

When present, organic disease is, according to most workers, usually 

slight or minimal although it can be severe . If some pathology does 

exist it may simply serve to determine the part of the body with which 

the patient becomes preoccupied. 

F. Brown (1936) points out that functional disturbances such as 



the physiological accompaniments of anxiety and tension might form the 

basis for hypochondriacal preoccupation and Lewis (1934) takes much 

the same position with regard to hypochondriasis in depression. 

Mayer- Gross et al (1960) maintain that in hypochondriasis even normal 

bodily sensations which are not usually appreciated may reach 

consciousness and form the object of pre-occupations. 

Thus, although clinicians regard the disproportionate preoccupation 

as the important diagnostic criterion hypochondriasis is usually 

diagnosed in the absence of any serious organic pathology. This may, 

however, be due to the fact that pati ents with serious organic illness 

and hypochondr iasis are less likely to be referred to a psychiatrist. 

The role of' the "secondary gain"in hypochondrjasis has been discussed 

by clinical psychiatrists (Jahreiss 1930, Gehring 1932, Levy 1932 and 

Brovm 1936). Once established, the patients ' symptoms may have the 

function of helping them to avoid £'acing difficult or unpleasant tasks, 

situations and decisions. This "secondary gain " may not be an important 

factor in producing the illness but may help to perpetuate it without 

the patient being conscious of it . Bursten and D' Esopo (1965) have 

described situations in which "the patient and his family are in a 

stable equilibrium around his sick role" and both "gratify their needs 

through the ' sickness ' 11
• This type of situation is particularly clear 

when the illness "brings a pension or compensation or when illness removes 

a patient from a very acute and obvious family crisis". Mayer- Gross 

et al (1960) consider that hypochondriasis is often a prominent aspect 

of a compensation neurosis because of the repeated medical examinations 



which do not allow the subject to forget his symptoms. 

PezchoanalYtic studies are of importance from the point of view 

of aetiology as well as detailed psychodynamics. Macalpine an~ Hunter 

(1954) criticise the lack of interest which has been shown by psychoana.­

l1sts in hypochondriasis, which they say has •as :ret no legitimate place 

in psychoanal1tie theory or practice.• The reason fer this state of af­

fairs is probably in part due to the unsuitability of lhese patients 

fer paychoanal.7tic treatment (Schilder 1938). 

~ Freud (1925) grouped hypochond.riasie with neurashenia and anxiety 

neurosis as the •actual neuroses• - a concept which has never gained 

acceptability despite even fairly recent attempts to resurrect it 

(Blau 1953, Blau and Hulse 1956). Freud seems to have concentrated on 

the physical complaints encountered in hT,pochond.riasis, which, he writes 

1 like organic disease, manifests itself in distressing and painful 

bodily sensations•. He considered that the organ involved was 

physically altered by an excess of undischarged libido much as the 

penis is altered when erect and thus becomes •a source of manifold 

sensations.• Freud felt that he could speculate no further since "it 

is not within the scope of a purely psychological inquiry to penetrate 

so far behind the frontiers of physiological research". 

Schilder (1930, 1938, 1950), Fenichel (1930, 1955) and B7chowski 

(1943) agree that hypoehondriasis involves an excessive libidinization 

of certain organs but see this iJl; terms of a body-image disturbance. 

Yenichel (1930) postulates that, in hypochondria.sis a shift of libido 

from intrapsychic obJect representations to organ representations takes 
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place . The relationship between organ and object representations is 

regarded as being very close since the ego "is primarily a bodily thing, 

that is , the perception of one ' s ovm body. Thus, the body image is 

the nucleus of the ego" • 

Schilder (1938) did not agree with Freud that the libidinization 

of organs in hypochondriasis was due to current experiences which led 

to a damming up of libido . "Hypochondriacal pictures based on specific 

attitudes towards one ' s ovm body are quite rarely in connecti<!>n with 

one ' s present situation. They reflect early attitudes II ... To 

Schilder the regular association with depersonalization indicates the 

11 genesis of' the hypochondriacal symptoms from a great amount of interest , 

especially admira.tion given by parents to the body and mind of' the 

growing child11
• .Anna Freud (1952) makes the interesting suggestion 

that the hypochondriacal child might be staging a mother- child relation­

ship in which the child identifies with the mother , while the body 

represents the child. More recently Macalpine and Hunter (1951+) have 

expressed the view that hypochondriacal somatic symptoms represent the 

emergence of "archaic pregenital procreation fantasies" . 

Mental mechanisms involved in lypochondriacal symptoms have been 

discussed by Alexa.nder (1949) who describes the presence of three major 

psychodynamic components in the genesis of hypochondriasis: 

" (1) A narcissistic withdrawal of interest from objects to self; 

(2) A need for punishment caused by guilt feelings; (3) A displace-

ment of anxiety." He considers the increased narcissism to be due to 

frustration of the wish to be loved. This frustration causes hostility 
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and consequent guilt and the need for suffering so as to assuage the 

guilt. In addition, the guilt arouses castration anxieties which are 

displaced on to a less treasured organ. 

Alexander and Shapiro (1952) have further stated that a supposedly 

defective body may serve as a suitable excuse for withdrawing interest 

from the external world and concentrating entirely on one ' s own well-

being. The suffering involved 11allays guilt feelings which a more 

mature adult feels 11
• They also consider that pre-occupation with a 

concrete disease symptom serves the same :function as any other 

circumscribed phobia, in that it allows the patient to displace a more 

intense form of anxiety which has been produced by a forbidden or 

unacceptable wish or ai'fect. 

Some authors have emphasized the fact that hostile and sadistic 

feelings are discharged in considerable quantities on relatives and 

physicians by means of persistent complaining behaviour (Dillon 1928, 

Crider 1946, Pearlman 1952, Fenichel 1955, Quidu and Souris 1963). 

The communicative :function and appeal of physical complaints such as 

pain is emphasized by Szasa (1957). If the complaint fails to elicit 

the desired response it comes to symbolize rejection and when repeated 

serves as a disguised form of aggression. 

In summary one may refer to a number of themes discernible in 

the psychoanalytic writings on hypochondriasis. There is the attempt 

to explain the physical symptoms in terms of libido theory and their 

exact localisation in terms of early childhood experiences which enhance 

the psychic importance of various body parts . 



There is also emphasis on a regressive narcissistic withdrawal 

from outside interests in the face of a frustration of forbidden wishes. 

The resultant hostility produces guilt (which is assuaged by the experience 

of suffering)..and anxiety which is lessened by displacement on to a 

disease entity. 

The communicative effect of symptoms may also serve as an unconscious 

motive for assuming the sick role . Hypochondriacal symptoms have also 

been interpreted as a means of discharging hostility. The main criticism 

of psychoanalytic theories of hypochondriasis must be the fact that they 

are based on the study of small numbers of patients and without the use 

of controls. However, they do provide a useful theoretical framework 

for considering certain aspects of hypochondriasis . 

Therapeutic Aspe£:.!i..§. 

The treatment and prognosis of hypochondriasis is generally regarded 

as dependant on whether it is a part of some other syndrome or whether 

it is occurring on its o¥m. In those cases where it is part of a 

schizophrenic, depressive or psychoneurotic illness the treatment 

given is that which is appropriate to the underlying condition (Mayer­

Gross et al 1960). The effect which the presence of hypochondriacal 

phenomena have on the prognosis in these conditions has already been 

discussed. 

Where the illness is regarded as an independant syndrome there does 

not appear to be any treatment considered specific. Apart from the 
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symptomatic treatment of any elements of anxiety and depression present 

with appropriate drugs (Mead 1965) most workers suggest psychotherapy 

directed towards supporting the patient and helping his to deal with wy 

current problems . There also are frequent exhortations to doctors 

to gain the patients ' confidence by listening patiently to him and 

investigating his complaints when necessary, coupled with the warning . 

that the patient should not be allowed to occupy too much of the doctor ' s 

time nor be overinvestigated or overtreated (Smith 1933, Brown 1936, 

McGraw and Piotrowski 1941, Alvare:z 1944, Ryle 1948, Leonhard 1961, 

Wahl 1963, Mead 1965). 

Leonhard (1961) and Ladee (1961) also suggest the need to 11 activate 11 

the patient and to encourage him to carry out those physical activities 

which he thinks he is unable to accomplish. Leonhard (1961) considers 

this the "first principle" of therapy; his second concerns the fact 

that "if permitted to do so , hypochondriacs will talk incessantly about 

their fears and complaints 

stopped at all costs". 

these constant discussions must be 

As has been mentioned previously, electro- convulsive therapy is a 

treatment which has little effect in these cases (Roth 1959, Grinker 

et al 1961) . Mayer-Gross et al (1960) state that in some cases pre­

frontal leucotomy may be necessary. Elithorn and Beck (1955) reported 

the results of a prefrontal leucotomy carried out on a 59 year old female 

who showed" ••• a hypochondriasis with hysterical features ••• " and 

complained "mainly of terrible head noises, palpitation and a wealmess 

of the legs" . The symptoms had an organic basis in part as she suffered 
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from tinnitus due to middle ear disease. Following the operation she 

is reported to have said "I have those noises, but I can ' t be bothered 

with them". Partr idge (1950) in his follow- up study of 300 cases who 

had been treated with prefrontal leucotomy reported improvement in the 

seven cases who had shown marked hypochondriasis . Andreev (1960) 

reported on two subjects treated with prolonged sleep therapy in whom no 

improvement was observed. These observations are in keeping with the 

generally held view that the prognosis in "pure" hypochondriasis is 

poor (Schilder 1938, Alvarez 194J., Maslow and Mittelman 1951, Fenichel 

1955, Mayer- Gross et al 1960, Norton 1961) . However, the prognosis 

is reported to be somewhat less unfavourable in you.~ger patients (Richards 

194J., Ray and Advani 1962), where the illness is of short duration 

(Rosenfeld 1958, Ladee 1961, Ray and Advani 1952) , and where symptoms 

of anxiety or depression are present (Fenichel 1955, Rosenfeld 1958, 

Ladee 1961, Ray and Advani 1962). Relatively better socioeconomic 

status , extraversion and monosymptomatic hypochondriasis have also been 

regarded as gO'Od prognostic signs (Ray and Advani 196i ) . 

In contrast to those who are pessimistic about the outcome there 

are worker~ such as Leonhard (1961) who seemsconfident of curing his 

patients, and Wahl (1963) who , while not promising cures, suggests that 

these patients can be successfully "managed". In no study have the 

criteria for assessing clinical outcome been clearly stated and there 

is no satisfactory study of any large series of patients . 

Most opinions on prognosis are based on impressionistic evidence 

and concepts of hypochondriasis are ill- defined. It seems generally 
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agreed howeTer that anrlet7, depression, 7outh and a recent onset 

are features which indicate a good prognosis. 
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A Critical Review of some Clinical ,and Psychometric Studies 

of Hvpochondriasis 

Reference has been made to numerous studies which touched upon 

hypochondriacal phenomena in a great variety of clinical conditions. 

The number of systematic investigations specially designed for the study 

of hypochondriacal phenomena has been small. As these investigations 

are relevant to the present study, a critical review of them appears 

desirable. The emphasis in this survey will be on the methodology 

rather than the results which, in the main, have already been discussed. 

It is interesting to see how, in these studies, which cover a period 

of almost 40 years , current psychiatric methods are brought to bear on 

the problem of hypochondriasis. 

In addition, a short review will be undertaken of investigations 

into hypochondriasis, using psychological techniques such as 

questionnaires and projective tests. 

1. Clinical Studies 

Jahreiss (1930), working in the clinic where Kraepelin and his 

tradition ruled supreme, presents a clinical study of one hundred 

hypochondriacal patients. The purpose would appear to be a classif­

ication of the various types of hyuochondriacal ideas and syndromes 

encountered. Jahreiss found that the abnormal ideas took the forms 

of delusions, overvalued ideas or anancastic fears. Of the 100 
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subjects 25 were diagnosed as neurotic, 40 as manic-depressive, 15 as 

schizophrenic, 4 with general paralysis, 4 as arteriosclerotic, 4 as 

climacteric depressions, 1 as disseminated sclerosis e..nd 8 showed no 

underlying condition - suggesting that the occurrence of hypochondriasis 

as e..n independent syndrome was accepted. Jahreiss did not set out to 

test any hypothesis and his study is a good example of a phenomenological 

or psychopathological investigation of hypochondriacal phenomena such 

as might be expected from one imbued with the Kraepelinian tradition. 

R. D. Gillespie (1928) described 13 cases in some detail so as to 

substantiate his claim that "hypochondria" should be considered a 

11disease entity". His criteria for making the diagnosis were "a mental 

pre-occupation with a real supposititious physical or mental disorder; 

a discrepancy between the degree of pre-occupation and the grounds for 

it so that the former is far in excess of what is justified; and an 

affective condition best characterised as interest with conviction and 

consequent concern and with indifference to the opinion of the 

environment including irresponsiveness to persuasion". Although he 

reports on 13 cases, Gillespie considers only four of them to be examples 

of the disease entity "hypochondria'', and there is room, as Lewis (1934) 

pointed out, for argument concerning the diagnoses which Gillespie 

has given even these four subjects. Gillespie cannot be said to have 

examined the thesis put forward adequately since the description of a 

case may often lead to unintentional procrustean distortion of material. 

It may be true that the description of a single case is sufficient 

evidence that a syndrome exists; but to demonstrate convincingly that 
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a collection of features have some clinical significance which 

distinguishes them from other entities, a larger series would be required 

in order that comparisons might be carried out • 

F. Brown (1936), also a Meyerian, studied the case records of 226 

patients admitted to the Phipps Clinic of the Johns Hopkins Hospital in 

Baltimore and also investigated 41 subjects personally. His purpose 

was to study "psychogenic bodily complaints or hypochondriasis in the 

various types of psychoneurotic and psychotic patients in which it 

occurs". Brown defines hypochondriasis as "a physically unjustified 

or exaggerated body complaint" . The 41 cases personally examined by 

Brown were classified according to the nature of the complaint , the 

affect and attitude to illness, the psychiatric diagnosis, the mechanism 

and the aetiology. This produced three main types of hypochondriasis 

which were: (1) Psychoneurotic hypochondriasis (2) Schizophrenic 

hypochondriasis and (3) Hypochondriasis associated with an affective 

disorder - usually depression . 

Brown considers that psychoneurotic hypochondriasis occurs when 

an individual with a "tendency for body complaints" is faced with a 

difficult situation . He regards this tendency as more likely to be 

"contagious" than hereditary, and describes it as resulting from over­

fussy parents who allow a child to manipulate them by the use of bodily 

complaints . 

In schizophrenic hypochondriasis Brown anticipates the work of 

Cowden and Brown (1956) when he suggests that the patient ' s physical 

complaints can form the basis of rapport . 

,,. 
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In depression Brovm considers that the prognosis for the hypochon­

driasis is good if it is consistent with the mood but poor if it is 

"symbolic" or a psychoneurotic "purposive" hypochondriasis complicating 

depression. 

Brown ' s paper is mainly descriptive and anecdotal. No comparison 

group of non-hypochondriacal subjects is used, nor are the hypochon­

driacal sub-types compared with each other in any systematic manner. 

While there is very little attempt at quantification of data Brovm 's 

study does represent the earliest attempt in the English psychiatric 

literature to gain some idea of the incidence of hypochondriasis in 

relation to other psychiatric illnesses. 

Another study from the Phipp ' s Clinic is that of Katzenelbogen 

(1942), whose purpose is to demonstrate that hypochondriasis is a disease 

entity. To do so he has, like Brovm (1936), examined the case records 

of the Henry Phipps Clinic but unlike Brovm he has not studied any 

additional cases personally. Having defined hypochondriasis as a 

"persistent pre-occupation by non-psychotic individuals with their 

bodily health, either physical or mental, or both, without any apparently 

reasonable foundation; or excessive pre-occupation with existing physical 

or mental disorders that is disproportionate to their seriousness", 

he proceeds to survey data from the case records of 51 patients who fall 

into this category. He discusses their complaints, personalities and 

the role of environmental influences. He concludes that hypochondriasis 

is a nosological entity without defining his criteria for such status. 

This is essentially a descriptive study of hypochondriasis. The 
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lack of quantification and the absence of any control groups make the 

evaluation of the author ' s conclusions difficult. 

Shirvaikar (1957), working in India and clearly influenced by Anglo­

.American psychiatry, states that his purpose is to stimulate interest 

in a condition which is very common in his country, but which has 

received little attention. His article is based on a study of 100 

subjects with hypochondriacal symptoms but it is not made clear whether 

these patients were personally investigated by the author • 

Hypochondriasis is defined as "the presence of symptoms mostly 

vague but in the nature of unpleasant sensations without proper physical 

basis and which may or may not be backed by ideas of' disease". The 

incidence of subjects with such symptoms was 22% of those seen in the 

Goheen Psychiatric Clinic. Shirvaikar discusses the possible origins 

of hypochondriacal sensations along much the same lines as Brown (1936) 

and Mayer- Gross et al (1960). Thus he suggests that normal physiological 

sensations may reach consciousness; or there may be functional disorders 

of the central nervous system such as suggested by McCullock (1949) 

who used phantom limb pain as a model; or the symptoms may arise during 

an actual disease and persist when the organic process has ended. 

Shirvaikar found 14 oases who presented "a plain syndrome of hypochon­

driasis without any signs or symptoms of any other psychiatric disease". 

He considered this to be "evidence in favour of a separate disorder of 

hypochondriasis 11
• 

The course of the illness was prolonged in most cases and the 

prognosis was particularly bad in those subjects who focussed attention 
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on past or present physical illness, in subjects showing a "hysterical 

element" and those with "essential hypochondriasis" . 

The results of treatment were good in those showing obsessional 

or depressive features . 

Shirvaikar has not attempted to test a hypothesis and has not used 

comparison groups. The clinical section is essentially descriptive . 

In relation to prognosis the criteria for improvement are not stated, 

nor is the length of follow- up . The interest of this article lies 

mainly in the similarity of the material encountered in studies carried 

out in Western settings . 

Ray and Advani (1962) surveyed 200 cases of hypochondriasis as part 

of a larger survey of 2,000 consecutive admissions to the psychiatric 

clinic of Irwin Hospital in New Delhi. They point out that the 

"aetiological and clinical details" of hypochondriasis as a psycho­

neurotic syndrome are ill- defined and their purpose was "to study some 

of the socio- clinical factors of such cases as they appear in our 

social context 11
• They define the psychoneurotic disorders to be studied 

as those in which the symptoms could not be explained by any organic 

factors; which did not conform to any specific clinical entity and 

which were refractory. Hypochondriasis seemed commoner amongst married 

persons and there was a suggestion of a higher incidence in members of 

the Sikh community. It was commoner amongst persons with an elementary 

(primary) education and there was "an inverse relationship between the 

family income and the incidence of' hypochondriasis". With regard to 

occupation the semi- skilled labourers and junior clerical workers were 
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over- represented amongst the hypochondriacal patients; as were subjects 

covered by health insurance . 

These findings were all based on comparisons between the hypochon-

driacal and control samples. Percentages rather than actual figures 

are given and statistical tests of significance are not reported . The 

authors do not state whether the patients were seen personally nor do 

they indicate how or by whom the diagnosis was made . In view of this, 

their observation that no cases of "primary hypochondriasis" were found 

is difficult to evaluate. Despite the shortcomings mentioned, this 

study is of interest since it is one of few attempts which have examined 

some relatively objective data relating to hypochondri asis with the use 

of a comparison group. 

Ladee (1961) , working in Amsterdam, takes a phenomenological and 

existential approach which emphasizes the subjective elements in hypochon-

driacal phenomena. In defining the condition he rejects any criterion 

based on the difference between the patient ' s subjective assessment of 

his disease and the objective evidence of organic dysfunction. Ladee 

regards hypochondriasis as a "mode of experience" which "is characterized 

by a continuous and predominant interest and concern showing as a worrying 

pre- occupation with the self, generated by an intense and fascinated 

experience of decay, which has an inescapable tendency to make itself 

concrete". 

He collected 225 subjects between 1949 and 1959 who had been hypo-

chondriacal for at least one month. Only 3 were classified as "primary" 

hypochondriasis. 
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Ladee then proceeds to group his patients into a large number of 

clinical categories and sub-categories, some containing only three or 

four subjects. These include such entities as "autonomic hyperreactors", 

"puberty hypochondriasis" and "constitutional nervousness 11
• 

In discussing the large group of patients (45% of the whole sample) 

in whom psychogenic and personality features predominate in the patho­

genesis of' the hypochondriasis, Ladee rejects the concept of a "specific 

hypochondriacal constitution" since he finds it impossible to evaluate 

the role of hereditary factors. 

He considers essential hypochondriasis to be a borderline concept 

consisting of a state of' "f'ully somatised doubt" with minimal anxiety 

or manifest aggression and virtually no expression of affect. 

Electroencephalograms were carried out on 117 subjects, air­

encephalograms in 34 subjects and glucose tolerance tests in 78. He 

was not able to relate any abnormalities detected to the presence of 

hypochondriasis. 

Ladee ' s study is a thorough and exhaustive one. However, in 

classifying his cases into so many sub- groups containing small numbers 

he has made intergroup comparisons difficult. Many of his observations 

on the predisposing and precipitating factors in hypochondriasis would 

have been better evaluated if control groups had been used. His 

decisions as to the categorization of some cases in the essential hypo­

chondriasis group and others amongst the neurotic depressions or even 

endogenous depressive group often seems quite arbitrary. 

Ladee does not explain how he used his rather sophisticated 
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definition when dealing with patients who were unable to express their 

subjective experiences easily. The nature of this definition may account 

for the fact that only 225 out of 9000 cases surveyed fulfilled its 

criteria and suggests the possibility of a subjective bias in the sampling 

which may have resulted in the exclusion of cases which other clinicians 

might regard as hypochondriacal. 

Kenyon (1964) , working in the Maudsley Hospital, London, has 

reported a study of the largest series of subjects ~o date. His 

purpose was to evaluate some of the hypothesis which have been put 

forward concerning hypochondriasis and in particular to investigate 

whether there is suff'icient evidence for delineating a group of patients 

suffering from 11 primary11 hypochondriasis. The sample was gathered by 

examining the case records of all patients attending the Bethlem Royal 

and Maudsley Hospitals over the 10-year period 1951-60. The records 

of all patients in whom a diagnosis of hypochondriasis had been recorded 

were used for the study. Cases were divided into two categories 

"according to whether this was the only or primary diagnosis or whether 

secondary to some other categoryn and compared on a number of variables. 

A detailed comparison of "primary11 hypochondriasis and "secondary" 

hypochondriasis groups revealed that the former had a longer history for 

the present illness, a less phasic course, a smaller proportion with 

overt affective features, less electro- convulsive therapy and fewer were 

regarded as recovered at discharge . At follow up 21% of the primary 

group had a change of diagnosis. There were no other differences. On 

the basis of his findings Kenyon concludes that 11hypochondriasis 
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particularly when as rigidly defined as by Gillespie, does not form 

entity, but is rather part of another syndrome, most commonly an 

affective one" . 

There are a number of criticisms to be made of Kenyon ' s study. 

Perhaps the most serious is the fact that the cases were not personally 

studied and the author has consequently had to rely on the diagnoses 

of others . Kenyon does not offer any definition of hypochondriasis 

nor does he suggest what definition was being used by the doctors who 

saw the cases. It would seem quite wrong to assume that all the doctors 

used the same diagnostic criteria, and certainly wrong to assume that 

they defined the condition according to the criteria laid down by 

Gillespie (1928) . This is highlighted by the fact that , of the primary 

hypochondriasis group , only 64.4% were diagnosed as "hypochondriasis 

only", despite Kenyon ' s statement that the "primary hypochondriasis 

group" consisted ef those cases where hypochondriasis was the only or 

primary diagnosis. When considering the associated diagnoses he states 

"the main object was to establish which was the most frequently associated 

condition as either the secondary or primary diagnosis with hypochon­

driasis11 without noting that, by definition, no condition could be 

associated as the primary diagnosis with "primary" hypochondriasis. The 

finding that anxiety was present in 40.8% and depression in 40.2% of the 

primary hypochondriasis group is strong evidence that Gillespie ' s criteria 

were not used, since he considered the absence of these features essential 

to the diagnosis of hypochondriasis . 

In view of the manner of case selection it is interesting that Kenyon 
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should have found such striking differences with regard to some clinical 

features . The fact that patients with "primary hypochondriasis0 had 

a longer history, fewer had aphasic course, less had overt affective 

features, fewer had E.C.T . and fewer were regarded as recovered at 

outcome suggest that this group is different from the "secondary hypo­

chondriasis11 group - at least with regard to the presence of depression . 

On the basis of these findings it is difficult to accept Kenyon ' s 

conclusion that 11hypochondriasis is always part of another syndrome, 

most commonly an af fective one" . 

His study illustrates the difficulties inherent in a clinical 

investigation which relies exclusively on case notes and, therefore , on 

the opinions of clinicians who may not be using the same diagnostic 

criteria. 

2. Psychometric Studies 

There have been few attempts to study hypochondriasis with the use 

of psychological techniques such as questionnaires, rating scales and 

projection tests . 

The hypochondriasis scale of the Minnesota Multiphasic Personality 

Inventory (:MMPI) is the only psychological instrument designed specifically 

to measure hypochondria.sis . The MMPI consists of 550 questi ons and 

generates a hypochondria.sis score as well as scores on nine clinical 

scales named depression, hysteria, psychopathic deviate, masculinity­

femininity, paranoia, psychasthenia, schizophrenia, hypomania and 
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social introversion. (Hathaway and McKinley 1951). The hypochondriasis 

scale was developed by the standard method later used for all the other 

scales. The current version consists of 33 statements relating in the 

main to bodily symptoms. Examples of these statements are Item 243: 

"I have few or no pains", Item 163: "I do not tire quickly" and 

Item 68: "I hardly ever feel pain in the back of my neck11
• McKinley 

and Hathaway (1940) concluded from their study of a number of groups 

of subjects that, while normal and hypochondriacal groups could be 

separated, an overlap existed between the two groups. The presence of 

physical disorder did not raise the scores greatly over those of normals 

and the distribution of scores of psychotic patients was only slightly 

higher than that of normals. Psychotic subjects were, of course, 

excluded from the original criterion group. 

Although the MMPI is regarded by some workers as an extremely 

useful clinical tool (Rome 1962, Swenson 1962) others have questioned 

its value (Benton and Probst 1946, Modlin 1947 and Hunter et al 1947). 

Contrary to the claims of the original authors Benton and Probst (1946) 

found a lack of agreement between patients' hypochondriasis scores and 

the ratings of four psychiatrists in addition to a lack of discrimination 

between hypochondriacal patients a.~d those with physical disease . It 

has also been demonstrated that there is considerable overlap between 

the scales. Wheeler et al (1951) showed that there was a correlation 

of+ 0.73 between the hypochondriasis scale and both the depression and 

' 
hysteria scales, an interesting finding in view of the long association 

between these conditions in clinical psychiatry. 
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Comrey (1957) investigated the internal structure of the hypochon-

driasis scale by means of factor analysis. Eight factors were identified 

and were named "Poor physical health, Digestive Difficulties, Bad Eye­

sight , Lung Damage, Poor Bowel Function, Hypochondriasis, Sinusitis and 

Hospitalization" • 

.Another factorial study by O' Connor and Stefic (1959) isolated 

three primary factors which were identified as "Asthenic Reaction", 

"Vague Somatic Complaintsr1 and "Gastrointestinal Reaction" . A second 

order factor was identified as "Poor Physical Health or Health Concern". 

The nature of the factors in both studies highlights the factor that 

the hypochondriasis scale is for the main part a symptom inventory. 

Few investigators studying hypochondriasis have used the hililPI 

hypochondriaais scale as a measuring instrument. Sweetland (1948) 

attempted to induce depression and hypochondriasis hypnotically so a s to 

determine whether they would develop in "pure culture 11 in an effort to 

establish their right to the status of disease entities . It was 

hypothesized that only the score on the appropriate scale would rise 

after hypnosis . This , however , did not occur and it was not possible 

to produce a "pure neurosis" . Al.though the hypochondriasis score d:i.d 

rise it was found that the hysteria and depression scores rose with it -

a finding support ed by that of Wheeler et al (1951) . 

Gr eenfield and Roessler (1958) compared the number of visits to a 

free medical clinic of a group of university of Wisconsin Students who 

obtained high scores on the MMPI hypochondriasis scale and a group of 

student s with low scores . There was no significant difference between 



the number of clinic visits of the two groups . On the basis of this 

finding the authors conclude that "a large number of bodily complaints 

does not, of itself, define a use:f'ul syndromett. They applaud, there­

fore, the dropping of the term hypochondriasis from the nomenclature of the 

.American Psychiatric Association. It would seem that an equally reason-

able conclusion would have been that the hypochondriasis scale is a poor 

instrument for predicting visits to a medical clinic by University of 

Wisconsin students. 

Richardson (1961) investieated whether young college adults were 

abnormally concerned with their health and whether excessive body interest 

might result from the presentation of health and disease information 

through regular classroom teaching. The subjects who completed the 

hypochondriasis scale of the MMPI before and after a health education 

course were 171 college students from the Southern Illinois University. 

The findings were that the group as a whole did not show abnormall¥ 

high health anxiety and further that hypochondriacal tendencies are not 

appreciably altered by specific health instruction. It should be noted, 

however, that although abnormally high scores were never reached, the 

scores a.f'ter instruction were significantly higher than those obtained 

before. 

A rather different approach to the measurement of bodily concern has 

been taken by Secord (1953) . He has constructed a word- association 

test using words which had both bodily and non- bodily meanings. Thus 

' colon ' might produce the bodily response 'intestine ' or the non-bodily 

response ' comma '. Similarly ' tablet ' might evoke the response ' aspirin ' 
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or ' paper'. After an item analysis of 175 words the number was reduced 

to 75 with 25 neutral words interspersed. The words are read orally 

at the rate of one every five seconds to subjects who are instructed to 

write down the first word occurring. The total number of bodily 

responses constitutes the subjects "bodily score". Correlating the 

scores on the test with Rorschach responses it was found that high 

scores tended to show anxiety and low scores showed overcontrol. 

Secord and Jourard (1953) have developed a scale for appraising 

"body cathexis" which they define as "the degree of feeling of satisfaction 

or dissatisfaction with the various parts or processes of the body". 

The scale consists of a listing of 46 body parts and functions towards 

which the subject indicates his positive or negative feelings on a five 

point scale. A further list of 55 items relating to nvarious conceptual 

aspects of the self" comprised the second half of the scale and are 

rated in the same way. These produced a "self-cathexis" score. 

These items include "first name", "morals", "manners" and "popularity". 

There were highly significant correlations between the body-cathexis 

and the self-cathexis scales. The authors considered this supportive 

of their hypothesis and "valuation of the body and the self tend to be 

commensurate11
• A low body-cathexis was also shown to be associated 

with bodily concern as measured by the word association test of Secord 

(1953) described above. 

In view of Schilder (1930) and Fenichel 's (1930) contention that 

hypochondriasis is a disturbance of the body-image, the work of Fisher 

and Cleveland (1958) is extremely interesting. Using Rorschach protocols 
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they devised a method of evaluating the "body-image boundary" by scoring 

certain responses. This produces a penetration and a barrier score. 

The penetration score is believed to reflect "an individual ' s feeling 

that his body exterior is of little protective value and could easily 

be penetrated. The "barrier score" was considered to "tap the boundary 

dimension at a level of positive assertion of boundary definiteness". 

Cassel (1964) has shown ths.t in college students individuals with higher 

barrier scores had a lower "body interior awareness" as measured from 

their Rorschach responses . It was also found that men had a higher 

index of body- interior awareness than women . 

Fisher (1959) has suggested "that each new fundamentally significant 

role learned by the individual as he grows up needs to be translated 

into body terms if it is to become a stable aspect of the personality 

matrix". Thus, certain areas of the body may have special significance 

in relation to specific interpersonal situations and may be physio-

logically more reactive at those times . Certain "body excitation 

landmarks" may thus have reassurance value and a hypochondriacal complaint 

concerning a certain part of the body may represent an attempt to "high­

light that sector and to magnify whatever sensations emanate from it to 

restore signal systems reassuring". 

On the whole it may be said that psychometric techniques have not 

made any sizable contribution to the understanding of hypochondriasis . 

In the case of the MMPI hypochondriasis scale this may have been, at 

least in part, due to the use of psychiatric diagnoses in the original 

validation procedure . It has already been shown how variable the 



definitions used by clinicians may be. 



Chapter II: 

THE PRESENT STUDY 



-86-

The Present Study 

Introduction 

The purpose of this study has been to examine hypochondriacal 

phenomena from a number of viewpoints. 

may be divided into two main sections. 

The investigation as a whole 

The first section constitutes a study of hypochondriacal phenomena 

in 300 consecutive newly referred patients. The purpose of this has 

been to investigate the incidence of hypochond.riacal symptoms in patients 

referred to the University Department of Psychiatry of the United 

Sheffield Hospitals and, in addition, to compare patients with and 

without hypochondriacal symptoms in relation to some other social end 

clinical variables. For this part of the study all data was obtained 

from the case- notes although a number of subjects were seen by the author 

during the course of clinical duties. 

The second section of this investigation consists of a personal 

study of 147 patients with hypochondriacal phenomena presenting as the 

most prominent feature of their illness. They have been studied with 

a view to elucidating clinical, aetiological and nosological problems. 

The nosological issue has been examined by comparing those patients in 

whom the hypochondriasis was considered "primary" with those in whom it 

was considered "secondary" to some other condition. The eroup as a 

whole has been compared with a personally examined sample of 65 non­

hypochondriacal patients. The hypochondriacal patients have been 
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followed up and grouped according to outcome . The groups so obtained 

have been contrasted on a number of variables so as to demonstrate 

those factors which are of prognostic significance . 
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PART ONE: 

A Comparative St1::9-;z of Newly- Referred Hzyocho12~iacal 

and Non- Hypochondriacal Pati~ 

Methods 

a) Case Selection 

Advantage was taken of the fact that a research form is filled in 

with regard to certain features in all new referrals to the out-patient, 

in- patient and day- patient Departments of the University Department of 

Psychiatry of the United Sheffield Hospitals . To this research form 

the item "hypochondriasis" was added . Since these forms are filled in 

by the doctor who sees the patient initially the definition of hypo-

chondriasis was discussed with all the doctors involved. They were 

asked to indicate that hypochondriacal features were present if the 

patient gave evidence of being pre- occupied by thoughts of disease in 

relation to himself despite having been reassured that medical examination 

revealed no basis for such concern. 

The research forms of 300 consecutive referrals were obtained and 

these formed the sample analysed. 

b) Data Callee~ 

The case notes of the 300 subjects were obtained and from these 

were extracted information concerning the patient 1 s age, sex, source of 

referral , number of siblings , marital status and number of children, 

occupation (in the case of females - husband ' s occupation) , history of 

previous psychiatric treatment, diagnosis and history of suicidal 

attempts. The precise criteria employed are described together with 



the results. 

On the basis of the information on the research forms the patients 

were separated into those who were hypochondriacal and those who were 

not and the data extracted from the case notes was grouped accordingly. 

c) Statistitical Procedures 

Four statistical techniques have been used to test f~r the signif­

icance of differences between groups. 

(i) The Chi- square (X2) test was used to establish whether statistically 

significant associations exist between variables. Where the expected 

frequency in any contingency table cell was smaller than five it was 

combined with the cell contiguous to it. In the case of 2 x 2 contingency 

tables Yates ' correction for continuity was applied . (Chambers 1958). 

Findings are reported as significant, if the conventional 5% level of 

significance is attained, i.e. a less than one in twenty probability of 

the particular finding having occurred by chance (p(o.o5). The degrees 

of freedom are referred to as "df11 and "not statistically significant" 

as 11n. s. ". 

(ii) The difference between two means was considered significant if it 

was found to be greater than twice its standard error, i.e. the proba­

bility that the two means were drawn from the same population was less 

than one in twenty (p (00. 5) . For smaller samples Student ' s "t" test 

was used (Chambers 1958) and this is indicated. 

(iii) In carrying out an i tern analysis of the Cornell Medical Index 

Zubin ' s (1939) nomograms were used to test for the significance of the 

difference between two percentages. 
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(iv) The Mann-Whitney U test (Siegel 1956) has been used to compare 

the means of two distributions where the departure from the Gaussian 

curve was particularly marked and a non- parametric test seemed appropriate. 

In this part of the study the two patient groups are referred to 

as "new" hypochondriasis and 11new11 control to distinguish them from the 

patients who were studied personally be the author and are reported in 

Part Two • 
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PART ONE: 

Results 

1 . The Incidence of ffypochondriacal Phenomena 

Of the .300 patients, 114 were considered to show hypochondriacal 

features . This represents an incidence of 38%. In only 8 patients 

was hypochondria.sis the only feature of the illness - an incidence of 

2. 67%. 

2 . Sex Ratio 

The number of ma.le and female subjects in the new hypochondria.sis 

and new control groups is shown in Tab~. 

Table 1 Sex Di~tribution 

Ma.le 

Female 

Total 

New Hypochondria.sis 

53 (46 . 5f ) 

61 (53 . 5%) 

114 (100%) 

-:/- = o.14 ldf = 

New Control 

81 (43.5%) 

105 (56 . 5% 

186 (100ft) 

n . s . 

134 

166 

300 

It can readily be seen that the ma.le:fema.le ratios in the two 

groups are very similar . 

Of the 166 females in the total sample 36 . 7% were hypochondria.cal 

and of the 134 men 39 . 6% showed these features . 

} . Age 

The age (to the nearest year) at the time referral was noted. 



The age distributions in the two groups show a marked difference. 
The average age of the patients in the new hypochondriasis group is 
49 . 96 years (standard deviation= 13. 9) while the average age of the 
new control sample is 36 . 69 years (standard deviation= 15.5 yearsi 
The difference between the means was 3 . 06 times its standard error and 
therefore significant beyond the 5% level (p ( 0.05) . 

Table 2 shows the distribution of patients by age groups . It 
can be seen that peak age incidence for new hypochondriacal patients 
is between 35 and 54 years and it is in this age range that they are 
over- represented. 

group . 

Table 2 

New 
Hypochondriac al 

New Control 

They are under- represented in the under- 24 age 

Age Distribution 
Age Groupings (Years) 

0- 24 25- 34 35- 41+- 45- 54 55- 64 65+ 

49 50 31 27 21 8 (26 . 3%) (26 . 9%) (16 . 7%) (14. 5%) (11.3%) (4. 3J; , 

10 25 30 30 14 5 (8 . S~r) (21 . 9%) (26 . 3%) (26 . 3f) (12 . 3%) (4.4f[, 

186 
(lOojo) 

114 
(100%) 

Totals 59 75 61 57 35 13 300 

2 
X = 20 . 27 5 d.f. p < 0. 01 

When the males and females are compared separately it is seen that 
the differences between the hypochondriacal and control groups are present 
in both sexes but attain statistical significance only in the females. 
The female age distribution is shown in Table 3. 



Table 3 

New 
Hypochondriasis 

New Control 

Totals 
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Females: Age Distribution 

Age Groupings 

0- 24 25- 34 35-41+ 

7 10 17 
(11.5%) (16 .4%) (27. 9%) 

32 29 16 
( 30. 51b) (27. 6%) (15 . 2%) 

39 39 33 

45-54 55-64 

-
17 6 

( 27 .9%) (9.Sf) 

13 11 
(12.4%) (10. 5%) 

30 17 

x2 
= 16. 33 4df p <0.01 

65+ 

4 
(6 . 6%. 

4 
(3 . ~ &) 

8 

61 
(100%) 

105 
(100}1) 

166 

The average age of the female new hypochondriasis group was 41 .66 

years (standard deviation= 14.9) while the average age of the female new 
control 

sample was 35 . 28 years (standard deviation= 15.4) . The difference 

between the means was more than twice its standard error and therefore 

significant beyond the 5% level . 

The male new hypochondriasis group had an average age of 42.3 

years (S . D. = 12 . 6) and the male new control group an average of 38. 51 

years (S.D. = 15.4). The difference between the means was not twice 

its standard error, nor did the Chi- Square test reveal a significant 

difference between the age group frequencies as sho'l'm in Table 4-. 



Table 4 

New 
Hyponchondriasis 

New Control 

Totals 

Number of Siblings 
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Males: Age Distribution 

Age Groupings 

0-24 

3 • 
(5. 7%) 

17 
(12.3%) 

20 

25-34- 35-41+ 

15 13 
(28.39~) (24.5%) 

21 15 
(17 .Ii"%) (18.5%) 

28 

x2 
= 6.49 4d:f' n.s. 

45-54 55-65 65+ 

13 8 1 
(24.5f.) (15.1%) (1.9% 

14 10 4 
(17.39') (12.3%) (5%) 

27 18 5 

53 
(10(:f) 

81 
(100%) 

134 

Only full siblings were taken into account . It can be seen from 

Table 5 that the hypochondriacal patients tend to have more siblings but 

this did not reach statistical significance cx2 = 9.4. 7df n.s.). 

Table 5 

New 
Hypochon­
driasis 

New 
Control 

Totals 

0 

15 
(13.2%) 

32 
(17.2J,;) 

47 

Number of Siblings 

1 2 3 

13 21 15 
(11.4%) (18.4%) (13.2f;) 

33 33 27 
(17.7%) (17. 7%) (14.5%) 

54 42 

4 5 

16 15 
(14%) (13.2%) 

26 9 
(14~ ) (4.8%) 

42 24 

6 7+ 

8 11 
(771 ) (9.6%) 

13 13 
(7%) (7%) 

21 24 

114 
(10~) 

186 
(loq%) 

300 

The tendency to have larger sibships was present in both the male 

and female hypochondriacal subjects but in neither case was this 

statistically significant. The findings are shown in Tables 6 and ]. 



Table 6 

New 
Izypocondriasis 

New Control 

Totals 

Table 7 

New 
Hypochondriasi 

New Control 

Totals 

Civil State 

f 
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Females: Number of Siblings 

Number of Siblings 

0 1 2 3 

7 9 11 9 
(11.5%) (14.8%) (18%) (14. 8%) 

18 19 21 12 
(17.1%) (18.l~f) (20ft) (11.4%) 

25 28 32 21 

2 
X = 3.84 5 df n.s. 

Number of Siblings: Males 

Number of Siblings 

0 1 2 3 

8 4 10 6 
(15.1fd) ( 7 .5%) (18.9%: (11 . 3%) 

14 14 12 15 
(17.3%) (17.3%) (14.8%, (18.5%) 

22 18 22 21 

x2 
= 5.7 5 df n.s. 

4 5+ 

8 17 
(13.1%) (27.9%) 

17 18 
(16.~) (17.1%) 

25 35 

4 5+ 

8 17 
(15.1~1) (32.1%) 

9 17 
(11.1%) (21%) 

17 34 

The differences in the numbers married in the two groups reflect 

the age differences. For purpose of comparison patients who were 

61 

105 

166 

53 

81 

134 

separated, divorced or widowed were included with the married group. 

Among the non- hypochondriacal patients there was one who was separated, 

two who were divorced and four whose spouse had died. Of the hypo-

chondriacal subjects four had lost a spouse and one was separated. 



Table 8 shows the numbers of married and single subjects in each group . 

Table 8 

Married 

Single 

Civil State 

New Hypochondriasis New Control 

99 ( 86 .8%) 128 (68.8%) 

15 (13.2%) 58 (31 . 2%) 

114 (1oo{o) 186 (100%) 

x2 = 11. 51 , 1 df, p <O. (X)l 

227 

73 

300 

It can be seen that a much higher proportion of the hypochondriacal 

patients tend to be married . The difference is statistically significant. 

Although this difference is present in both males and females it attains 

statistical significance only in the case of the females . The actual 

pr oportions are sho1m in .Table 9. 

Table 9 

Married 

Single 

Totals 

Civil State by Sex 

Females 

New 
Hypochondriasis 

55 
(90. 2%) 

6 
(9 . 8%) 

61 
(100%) 

New New 
Control Hypochondriasis 

71 
(67.6%) 

34 
(32 .4%) 

105 
(100%) 

41+ 
(8~ . 9%) 

9 
(17%) 

53 
(100%) 

Males 

New 
Control 

57 
(76.4~0 

24 
(29 .6%) 

81 
(100%) 

x2 
= 9. 5 3 1 df p < o. 01 2 X = 2.12 1 df n.s . 

227 

73 

300 
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S'ocial Class 

The Hall-Jones (1950) social grading of occupations was employed as 

a measure of social class. The classification thus arrived at is as 

follovs:-

1. Professional and High Administrative, e.g. architect, sur~eon. 

"bank manager 

2. Managerial and Executive, e.g. headmaster, personnel manager 

J. lnspectional and Supervisory and other non-manual higher grade, 

e.g. police inspector, assistant teacher (elementary school) 

4. Inspectional, Supervisory and other non-manual lover grade, e.g. 

insurance agent (industrial), costing clerk 

s. Skilled manual and routine grades of non-manual, e.g. carpenter, 

compositor, shop assistant (drapery) 

6. Semi-akilled manual, e.g. sheet metal worker, assembler, butcher's 

assistant 

?. Unskilled manual, e.g. builder's labourer, porter 

As the numbers in the upper four (ma.inl:r "white collar•) classes 

tended to be small, these were grouped inte tvo clasttes. The class 

distributions of the two patient groups is shown in Table 101 

Table 10 

Jrew 
Hn>ochondriaeal 

llew Control 

1 + 2 

3 (2.~) 

4 (2.z') 

Social Class 

3+4 s 

12 (10.5%) 
I 
30(26.~) 

31(16.~) 57(30.6~) 

6 7 

44(38.6%) 25(21.~) 

79(42.51, 15(8.~) 

114 
(loo%) 

186 
(1~) 

Tota.ls 7 40 300 
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There is a statistically significant difference in the social class 

distributions of the two groups . The hypochondriacal patients are 

under- represented in the higher social classes (3 and 4) and over­

represented in the unskilled manual occupations (class 7). 

An examination of the figures for the female patients shown in 

Table 11 shows the same pattern and the differences attain statistical 

signifi cance , (x2 
= 8. 82 3 df p ( 0. 05). 

Table 11 

New­
Hypochondriasis 

New Control 

Totals 

~emales: Social Class 

Social Class 

1 + 2 3 + 4 5 6 

1 5 16 27 
(1.6%) (8. 2%) (26 . 2%) (42 . 6%) 

3 19 32 44 
(2.9%) (18 .1%) (30. 59{) (4J.~9%) 

4 24 71 
2 X = 8. 82 3 df p (0. 05 

7 

12 61 
(19 . 7%) 

7 105 
( 6. ?;o) 

19 166 

In the case of the male subjects , there is also a pre~onderance of 

hypochondriacal patients in unskilled occupations but there are no 

striking differences in the other social classes . 

shovm in Table 12. 

The findings are 



Table 12 

New 
Hypochondriasis 

New Control 

Totals 

Size of Family 
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Males : Social Class 

Social Class 

1 + 2 3+4 5 6 

2 7 14 17 
(3.8%) (13.2%) (26.4%) (32.1%) 

1 12 25 35 
(1.2%) (14.8%) (30.9%) (43.21') 

3 19 39 52 

x2 
= 5.65 3 df p (0.05 

7 

13 53 
(24.5%) 

8 81 
(9.9%) 

21 · 134 

Only living childred were taken into account in recording the size 

of the patient ' s family. Hypochondriacal patients tended to have 

larger families but this finding did not reach statistical significance. 

The figures are shown in Table 13,.,. 
Table ' 13 Size of Family 

New 
Hypochondriasis 

New Control 

Totals 

Number of Childred (Married subjects only) 
0 1 2 3 4+ 

19 
(17.3%) 

36 
( 26. 9%) 

55 
(22 . 5%) 

23 
(20. 9%) 

30 
(22.4%) 

53 
(21. 7%) 

36 
(32. ~) 

38 
(28.4%) 

74 
(30. 2%) 

2 X = 4.55 4 df n.s . 

14 
(12.7%) 

16 
(11. 9%') 

30 
(12.31) 

18 
(16.4%) 

14 
(10.4'.Jf) 

32 
(13.lf ) 

110 
(lOo<f,') 

134 
(100%) 

244 
(100fr) 

This tendency for hypochondriacal patients to have larger families 

was statistically significant in the female subjects as shown in Table 14. 



Table 14 

New 
Hypochondriasis 

New Control 

Totals 
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Females: Number of Children (Married subjects only) 

Number of Children 

0 1 

5 15 
(9.1%) (27 .J%) 

22 13 
(28.2%) (16. 7%) 

27 28 

x2 
= 11.24 4 df 

2 3 

14 12 
(25.5f.) (21.8%) 

26 10 
(33.3f) ( 12. Sf.) 

40 22 

p (0.05 

4+ 

9 
(16.;.4%) 

7 
(9%) 

16 

55 
(1oop.;) 

78 
(100%) 

133 

The male subjects show a similar trend (Table 15) but it does not 

attain statistical significance. 

Table 15 

New 
Hypochondriasis 

New Control 

Tottls 

Mode of' Referral 

Males: Number of Childred (Married Subjects only) 

0 1 2 3 4+ 

14 8 12 2 9 45 
(315'9 (17.81) (26. 7f) (4.4%) (2~!) 

-- --------·- ---- --
14 17 12 6 7 56 

(25%) (30.4%) (21.4%) (10.7%) (12.5%) 
--·· 

28 25 24 8 16 101 

~? = 2.24 3 df n.s. . 

Patients are classified according to whether they had been referred 

from their own general pv.a;ctitioner or from some other hospital department. 

~e 16 shows the numbers in each group. It can readily be seen that 

there are no marked differences and this is also the case when the figures 

for each sex are taken separately. 
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Table 16 Source of RElf~ 

Female Male 

New New New New 
Hypo chondriasis Control Hypochondriasis Control 

Referred by G.P. 42 64 41 55 
(68 .9%) (6.1%) (77.4%) (67 .9%) 

Referred from other 19 4l 12 26 
hospital department (31.1%) ( 39f;) (22.6%) (32 .1%) 

Totals 61 105 53 81 

X2 -- O 73 • 1 df n.s • x2 
= 0.98 1 df n.s. 

Diagnosis 

The diagnoses used for this study were those made by the consultant 

to whom the case had been referred. These were written in the space 

specifically provided on the front sheet of the notes. 

Definitions 

"]hdogenous depre~sion" was diagnosed in patients showing a marked 

and continuous mood of depression which showed a diurnal variation, 

being worse in the morning and tending to improve towards evening and 

such symptoms as early- morning waking, constipation, loss of appetite 

and loss of libido , difficulties of concentration, retardation and loss 

of interest in activities previously enjoyed, a self- reproachful and 

self-depreciatory attitude as well as a pessimistic outlook. 

"Neurotic depression" was diagnosed when the mood was depressed but 

showed no diurnal variation and lifted in response to changes in the 

social environment . The depression tended to vary from day to day. 

202 

98 

300 
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There was difficulty in falling asleep and no early waking. The appetite 

was not markedly altered and weight loss was not a prominent feature. 

There was often a precipitating stress in the history. The other 

features of endogenous depression described above were l argely absent . 

The category of "reactive depression with suicidal attempts" may 

be considered a variety of "Neurotic depression". These patients have 

been classified separately because they seem to constitute a special 

presenting syndrome. They could also be described as "situational 

reactions". These were patients who had made a suicidal attempt in 

response to a specific stress and were referred to the Department of 

Psychiatry after any necessary rescusitatory measures had been taken. 

In most cases there was no other circumscribed psychiatric syndrome 

present apart from a short-lived depression following a stressful 

experience. 

"Anxiety ffysteria 11 was diagnosed in patients showing features of 

anxiety such as tension, palpitations and specific fears, together with 

conversion symptoms such as globus hystericus or hysterical personality 

features such as attention-seeking, histrionic behaviour. The diagnosis 

of "anxiety hysteria" itself was made in many cases but such diagnoses as 

"anxiety neurosis with hysterical features" or "phobic anxiety in a 

hysterical personality" were also included in this category. 

"Sexual disorders" included such deviations as homosexuality, 

exhibitionism, transvestism antl voyeurism. Many of these cases had been 

placed on probation by the courts and attendance at a psychiatric clinic 

was one of the conditions of their probation. A few cases of impotence 
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were included in this group. Thus the patients in the group were 

complaining primarily of psychosexual disorders. 

Schizophrenia was diagnosed according to the criteria of E, Bleuler 

(1955) with special weight being given to the presence of primary delusions, 

passivity experiences, delusional perceptions and misinterpretations, 

formal thought disorder and thought blocking. Auditory hallucinations 

were considered strongly supportive of the diagnosis if the voices 

commented on the patient's behaviour or gave hi~ orders. In addition, 

evidence of affective inappropriateness, poor rapport and psychomotor 

abnormalities such as stereotypies and mannerisms were sought. 

"Organic states" refer to patients with conditions such as senile 

and presenile dementia, cerebral arteriosclerosis, epilepsy and toxic 

confusional states. 

"Personality disorder" was diagnosed in those who showed long standing 

persistent abnormal reaction patterns which did not amount to a circum-

scribed psychiatric syndrome. This included patients who showed 

persistently aggressive, hysterical, paranoid or obsessional personality 

traits . 

"Alcoholism" was the diagnosis when the patient ' s dependance on 

alcohol was impairing his physical , social or psychological functioning. 

"Subnormality" was the diagnosis in only one case who showed an 

intelligence which was well below avera_ge. 

"Obsessional Neurosis" was diagnosed in subjects whose symptoms 

were of an obsessive-compulsive nature and were not secondary to a 

depressive illness. Such symptoms took the form of thoughts, impulses, 



- 1~ -

feelings or actions which the patient regarded as foreign to himself and 

yet as contents of his ovm consciousness. They appeared with a feeling 

of tremendous compulsion and were resisted by the patients. 

"H;ypochondriasis" was diagnosed v1here the only abnormality shown by 

the patient was a persistent preoccupation with his own health and the 

presence of disease and/or dysfunction despite evidence of reassurance 

having been given a~er thorough investigation revealed no organic 

pathology which could adequately justify the patient ' s concern. In 

all cases there was no or very minor organic pathology present. 

"Anorexia Nervosa 11 was diagnosed in a patient who showed an active 

and positive aversion to and avoidance of food with marked weight loss 

and amenorrhoea. 

The "new" hypochondriacal and control groups were compared with 

regard to all the above diagnostic categories. 

are given separately for each diagnosis. 

The detailed findings 

"Endogenous depression" was the diagnosis in 28.9%) of the new 

hypochondriasis sample and 18.8% of the new control group. 

figures are given in Table 17. 

Table 17 "Endogenous depression 11 

New Hypochondriasis New Control 

"Endogenous depression" 33 (28.9%) 35 (18.8%) 
Other 81 (71.1%) 151 (81.2%) 

Totals 114 (lOOfe) 186 ( lO()Cl/o) 

2 1 df X = 3.56 n.s. 

The actual 

68 (22. 7%) 

232 (77.3%) 

300 (100%) 
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J.lthough the percent~• •f patients diagnosed as "endogenous 

depression" is appreciably higher than in the non-bypochondriac&l. greup 

thia appreaches but deea net reach atatiatical significance. 

The figure• for male and female patient• taken separately shew 

that the difference is more marked and atatietically aignificant in the 

ma.lea. and the femalea do not differ strikingl.7 with regard to the 

dia«noeis of endogenous depression (Table 18). 

Table 18 

J:ndca,;enous 
depression 

Other 

!etals 

- llndogeneua Depreaaion by Sex 
Females 

New Bew 
H7Poehondriasis C•ntrol 

18 
(29.~) 

43 
(70.~) 

61 
(lool) 

25 
(23.~) 

80 
(76.'l'f,) 

105 
(1cx,t;) 

Jfales 

Bew Bew 
~ochondriaaia Contrel 

15 
(28.:3',) 

38 
(71.~) 

53 
(1~) 

81 
(12.~) 

71 
(8?.~) 

81 
(1~) 

300 
(1~) 

-z?. • 0.39 1 df n.s. r- • s.46 1 df P <0.02 

Bepretic depression vaa the diagnosis in 14.~ of the ~echond.riacal 

subjects and 18.~ of the control aubjecte - clearly a very similar incidence. 

Neither the overall differences shown in Table 19 n•r the differences 

within each sex (Table 20) were etatisticall.7 significant. 
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Table 19 Neurotic Depression 

New Hypochond.riasis New Control 

Neurotic depression 17 (14.9%) 35 (18.8f ) 52 (17.3%) 

248 ( lOOo;f) Other 97 (85.1%) 151 (81.2%) 

Totals 114 (100%) 186 (100%) 300 (100)&) 

Table 20 

Neurotic depression 

Other 

Totals 

2 
X = 0.5 1 df n.s. 

Neurotic Depression (by sex) 

Females Males 

New New New New 
Hypochond.riasis Control Hypochondriasis Control 

11 21 
(18%) (20%) 

50 84 
(82%) (80%) 

61 105 

2 
X = 0.01 1 df n .s. 

6 14 
(11.3%) (17.3%) 

47 67 
(88. 791') ( 82 . 7%) 

53 81 

2 X = 0.49 1 df n .s. 

52 
(17.,9 

248 
(32.m 

300 

Reactive depressiion associated with a suicidal attempt was encountered 

faJJfuore frequently in the non-hypochondriacal group and, in particular, 

in the females. Of the hypochond.riacal patients only one patient (0.9f) 

was given this diagnosis, while 14.5% of the control group fell in this 

category. This difference was pighly significant. The figures are 

shown in Table 21. 
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Table 21 R~active Depression with Suicidal Attemnt 

Re~ctive depression/ 
Suicidal attempt 

Other 

Totals 

New Hypochondriacal New Control 

- -
1 ( .9%) 27 ( 14 .• 5f) 

113 (99.1%) 159 (85.5%) 

114 (100%) 186 ( 100"1) 

x2 
= 13.97 1 df p ( 0.001 

28 (9.3f) 

272 (90.7%) 

300 

As previously mentioned the diagnosis of Reactive depression with 

suicidal attempt was uncommon in male patients. In fact, no hypochon-

driacal male presented in this way while only six of the non-hypochon-

driacal subjects did so. The numbers are too small for statistical 

comparison . In females, however, the trend is much morerrarked and the 

differences highly significant. The figures for males and females are 

shovm. in Table 22 . 

Table 22 

Reactive Depression/ 
Suicidal Attempt 

Other 

Totals 

Reactive Depression with Suicidal Attempt 

Females Males 

New New New 
Hypochondriasis ControlHypochondriasis 

1 21 0 
(1.6%) ( 2afr,) 

60 84 53 
(98.410 (80%) (100}6) 

61 105 53 

(by sex) 

New 
Control 

6 
(7.4%) 

75 
(92.6%) 

28 

272 

300 

x2 
= 9.77 1 df p ( 0.01 

81 

x2 
= 2.56 1 df n.s. 
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The incidence of suicidal attempts was also examined, regardless 

of whether they were related to the clinical presentation. Thus , any 

history of a suicidal attempt made by the patient was noted and patients 

were categorized according to those giving such a history and those who 

did not . Not surprisingly, the findings which emerged were similar to 

those obtained for patients presenting following a suicidal attempt . 

The significant findings were also the same (Tables 23 and 24) . 

~able 23 History of Suicidal Attempt 

New Hypochondriasis New Control 

History of Suicidal Attempt 11 (9 . 6%) 49 (26 . 3%) 60 (20%) 

No history of Suicidal Attempt 103 (90.4%) 137 (73 . 7%) 240 (80%) 

Totals 114 (100%) 186 (100%)- 300 

2 
X = 11. 29 1 df p ( 0.001 

Table 24 History of Suicidal Attempt (by Sex) 

Females Males 

New New New New 
Hypochondriasis Control Hypochondrias is Control 

History of 7 32 4 17 60 Suicidal (11.5%) (30.5%) (7 . 5%) (21%) Attempt 

No History 54 73 49 64 240 of Suicidal (88. 5%) (69. 55&) (92 .5~0 (79%) Attempt 

Totals 61 105 53 81 300 

~ =6.73 1 df ·p ( 0. 01 x2 = 3.4 1 df n.s. 

1., 
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In view of the known relationship between attempted suicide, female 

sex and a younger age (Stengel 1958), it seemed desirable to compare 

the two groups after excluding subjects under 24 years of age, since, as 

previously shown, there was a preponderance of non-hypochondriacal 

patients in this age group . When the frequencies thus obtained were 

compared the trends were similar to those previously found but no stat-

istically significant differences were found. 

in Tables 25 and 26 . 

The figures are shown 

Table 25 History of Suicidal Attempts in Patients Over 24 Years of Age 

History of Suicidal Attempt 

No History of Suicidal Attemp t 

Totals 

New Hypochondria.sis New Control 

9 (8 . 7%) 

95 (91 . 3%) 

104 (10~) 

2 X = 3.82 1 df 

25 (18.4%) 

111 

136 (lOOfo) 

n.s . 

34-

206 

240 
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Table 26 - History of Suicidal Attempts in Patients over 24 Years of Aee 
(by Sex) 

History of 
Suicidal 
Attempt 

] 
No History 
of Suicida 
Attempt 

Totals 

Females Males 

New 
Hypochondriacal 

5 
(9.3%) 

49 
( 90. 7'!0 

New New New 
Control Hypochondriacal Control 

15 4 10 .. 
(20.8%) (8%) (15.6%) 

57 46 54 
(79.2%) (92%) (84.4%) 

206 

54 (1oo{o) 72 ( 10(%) 50 ( 100ft) 64 (10~) 240 

2 
X = 2.3 1 df n.s. 

2 
X = 0.89 1 d f n.s. 

"Anxiety }fysteria" was diagnosed in 35.1% of the hypochondriacal 

and only 17.7% of the non- hypochondriacal subjects. Table 27 shows 

the relevant figures; the differences are statistically significant. 

Table 27 "Anxiety Hysteria" 

New Hypochondriasis New Control 

Anxiety Hysteria 40 (35.1%) 31 (16. 7%) 71 (23. 7%) 

Other 74 (64.9%) 155 (83.3%) 229 (76.3%) 

Totals 114 186 300 (100%) 

x2 = 12.28 1 df p (0.01 

Although the trend towards an increased incidence of patients 

diagnosed as "Anxiety Hysteria" in the hypochondriacal group was present 

in the males and females it attained statistical significance only in 
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the case of the females (Table 28). 

Table 28 

Anxiety/Hysteria 

Other 

Totals 

"Anxiety Hysteria" (by Sex) 

Females 

New 
Hypochondria sis 

24 
(39 .3%) 

37 
(66. 7%) 

61 (100fo) 

New 
Control 

19 
(18.1%) 

86 
(81.9%) 

105 

Males 

New New 
Hypochondriasis Control 

16 12 
(30.2%) (14. 8%) 

37 69 
(69.8%) (85. ~ 

53 81 

2 s x2 ~~ X = .o 1 df p <0.01 = 3.7 1 w. n.s. 

Sexual Disorders were extremely uncommon among patients presenting 

with hypochondriacal phenomena. There was only one case - a male 

homosexual who was concerned about the possibility of renal or bowel 

disease and preoccupied by the belief that he gave off an offensive 

odour. Psychosexual disorders were diagnosed in 7% of the non-

hypochondriacal patients . These were all males. Since no females 

were given this diagnosis, only the male groups have been compared. 

(Table 29). 

Table 29 

The difference is significant. 

"Sexual Disorders" (Males) 

New Hypochondriasis New Control 

"Sexual Disorders" 1 (1.9%) 13 (16%) 

Others 52 ( 98.1%') 68 (84%) 
Totals 53 81 

x2 = 5.43 1 df p ( 0.02 

14 

120 

134 

71 

229 

300 
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The incidence of schizophrenia did not differ markedly in the two 

groups of patients . The numbers (Table 30) are too small for tests of 

statistical significance to be carried out . 

Table 30 

Schizophrenia 

Other 

Totals 

Schizophrenia (by Sex) 

Females 

New New 
Hypochondriasis Control 

2 3 
(3.3%) (2.9%) 

59 102 
( 96. 7%) (97.1%) 

61 105 

Males 

New 
Hypochondriasis 

3 
(5. 7%) 

50 
(94.3%) 

53 

New 
Control 

4 
(4.9%) 

77 
(95.1%) 

81 

"Organic states" were diagnosed in 3. <fli. 0£ the hypochondriacal and 

5.4% of the non- hypochondriacal patients . The figures are set out in 

Table 31. There was no statistically significant difference . 

Table 31 ttorganic States n 

New Hypochondriasis New Control 

Organic States 4 (3 . 5%) 

Other 110 (96.5%) 176 (94.61) 

Totals 114 (100%) 186 (i00%) 

2 
X = 0.24 1 ·df n .s. 

14 (4.7%) 

286 (95.31&) 

300 

12 
(4%) 

288 
(96%) 

300 

The tendency for a slightly higher percentage of non-hypochondriacal 

patients to be diagnosed as having an "organic state" was present in 

both the males and the females, but this was not marked and the numbers 
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are too small for tests of stati stical significance. (Table 32) 

Table 32 

Organic States 

Other 

"Organic States" (by Sex) 

New 

Females 

New 
Hypochondriasis Control 

2 5 
(3.3%) (4.8%) 

59 100 
( 96. ?;t) (95.2%) 

Males 

New New 
Hypochondriasis Control 

2 5 
(3;8%) ( 6.2%) 

51 76 
(96.2%) (93.8%) 

14-

Totals 61 105 53 81 300 

A diagnosis of "Personality Disorder" was made in 2.6% of the 

hypochondriacal a.~d 7.5% of the control subjects. The difference was 

not significant (Table 33). 

Table 33 Personality Disorders 

New Hypochondriasis New Control 

Personality Disorder 3 (2.6%) 14 (7.5%) 17 (5.7% 

Other 111 ( 97 .49[) 172 (92.5'.1') 283 ( 94.3~[) 

Totals 114 (10CY%) 186 (lOof) 300 (10~) 

2 
1 df X = 2.32 n.s. 

The same trends are present when the male and female figures are 

taken separately (Table .34) but the small numbers do not allow t)(est of 

statistical significance to be carried out. 
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Table~ Personality Disorders in Ifale and Female_)!Y122.£ho129:ct,1?:£al 

anq_9.£12.tr,:ol ~~u~ 

Personality 
Disorder 

Others 

Totals 

Females 

New 
Hypochondriasis 

1 
(1.6f) 

New 
Control 

6 
(5. 7f) -· ----60 99 

(98.4f) (94.3%) 

61 105 
(100%) (100%) 

Males 

New 
Hypochondriasis 

2 
(3.8%) 

51 
(96 . 2%) 

53 
(100%) 

New 
Control 

8 
(9.7%) 

73 
(90.1%) 

81 
(10~) 

Alcoholism was present only in one male hypochondriacal patient. 

17 
( 5.1.f) 

283 
(94.31) 

300 
(10~) 

Of the non- hypochondriacal patients, six males and two females were given 

this diagnosis (Table 35). 

Table 35 

Alcoholism 

Other 

Tota.ls 

Alcoholism (by Sex) 

Females Males 

New New New New 
Hypochondriasis Control Hypochondriasis Control 

0 2 1 6 
(;; .. ~) (1.9%) (1.9f) ( 7 .4'1) 
1 -103 52 -75-·-

(lOQ,-t) (98.lf) (98.lf) ( 92 .6~~) - ----------
61 105 53 81 

Numbers too small for test of significance 

9 
(3%) 
291 
( 97'!) 

300 

An obsessional neurosis was diagnosed in one female hypochondriacal 

patient and two female controls. 

Subnormality was present in only one male control patient and 

anorexia nervosa was diagnosed in one female control subject. 

Of the hypochondriacal patients eight (7/) were diagnosed as 
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"hy-pochondriasis" only. Of these seven were males and one a female 

subject. 

patients. 

These patients formed 2.6?{: of the total sample of 300 

Family History of Psychiatx.:ic Illn~ 

Only a history of a parent or sibling having had psychiatric treat­

ment was taken as evidence of a family history of psychiatric ill ness. 

V/ith regard to this vciriable there was no significant difference between 

the two groups ex?- = 0.08, 1 degree of freedom, p ) 0 . 05) . 

numbers are shovm in Table 36 . 

Table 36 

Family History 
of Psychiatric 
Illness 

Jlro Family 
History o'f: 
Psychiatric 
Illness 

Totals 

Females 

New 
Hypochondriac al 

9 
(14.81,') 

52 
(85.2f.) 

61 

New 
Control 

16 
(15 . 21) 

89 
(84. 8'/) 

105 

L'.ales 

Ne, 
Hypochondriacal 

6 
(11 .3'.;") 
-

47 
(88 .7f ) 

53 

The actual 

New 
Control 

--
12 
(14.8f.) 

69 
(85 . 21) 

81 

43 
(14.3:~) 

257 
( 85 . ?() 

300 

Numbers too small for test of signific,.,nce 
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.t.. Statisticall,r Signifieaat Differe•cea with Sexes cembiAei 

(al Bypechendriaeal patie•t• were elder thaa the •••-liyp•ch•ndriaeal 

patie•t•. 

(b) HJpech••d.riacal patieats were mere likel.7 te be :married. 

(c) Bypech.eadriacal patients were •Ter-repreeented ia the 

uaskilled 11&D.ual eccupati•••• 

(d) ~oche:a.driacal patients were leas likely t• present follewing 

a suicidal attempt related t• a reactiTe depreaaien. 

{e) Hypochend.riacal patients were less likely to ha.Te made a 

suicidal atte11pt at UT time in the past. (!his fiadbg 

was ••t aiguificaat if patients ucler 24 7ears of age were 

e:i:eluded.) 

(f) "Allxiety/H7steria" was more cemmonl7 diagnosed ·i• 

hT,pochendriacal subjects. 

B. Differences Significant Between Female Subjects but not Between Ma.lea 

(a) Hypochondriacal females are older than female controls. 

(b) Hypochondria.cal females are more likely to be married than 

female controls. 

(c) Hypochondriacal females are more likel7 to be graded in the 

lowest social class. 

(d) H7Pochond.riacal females have more children than female 

controls. 

{e) H7Pochondriacal females are less likel7 to be di9€nosed 
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nBeactive depreaaion with suicidal attemptn than female 

controls. 

(f) Hypoehondriacal females are less likely to give a history of 

a suicidal attempt than female controls. 

(g) Hypochondriacal females are more often diagnosed nh:rl.ety/ 

Histeria" than control females. 

Differences Significant Between Male SubJects but not ~etween 
l'emalea 

(a) Rypochondri&eal ma.le patients are diagnosed as endogenous 

depression more often than male controls. 

(b) •sexaal dieordersn are less common in hypochondriaeal males 

than in male controls. 
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PART TWO: 

A Personal Study of 147 E.ypochondriacal Subjects and 6.2,_Contro~ 

1. Methods and Criteria 

This section reports on 147 hypochondriacal patients who were 

studied and in most cases treated by the author. In addition, a group 

of 65 non-hypochondriacaJ. patients has been investigated for comparative 

purposes . These were also studied personally. 

Patients were collected from July 1961 until June 1963, at which 

time the author took up a post in another hospital. While collecting 

the sample the author held the posts of registrar, research fellow and 

temporary lecturer in the Professorial Department of Psychiatry of the 

United Sheffield Hospitals. 

The gyPochondriacal Patients: Criteria for Case Selection 

Hypochondriasis is define1 as a concern with health or disease in 

oneself which is present for the major part of the time. The pre­

occupation must be unjustified by the amount of objective organic 

pathology present and must not respond more than temporarily to clear 

reassurance given after a thorough examination of the patient. 

The patients included were either seendlring the course of routine 

clinical duties or were referred by colleagues. All patients were given 

a full psychiatric and physical examination. If any special invest­

igations seemed to be indicated these were carried out. When all the 



-119-

required information was to hand and it was felt by the author that the 

patient ' s concern over his heath was unjustified, a clear explanation 

of the situation was given and this was followed by reassurance. 

Patients who were unable to accept this and continued to express concern 

were included in the sample . Patients who were reassured for a few 

hours or days but returned with same concerns at their next appointment 

were also included. 

The Non- Hypochondriacal Patients: Criteria for Case Selection 

The comparison sample of 65 non- hypochondriacal patients were 

collected in the same way as the hypochondriacal patients. The main 

criterion was an absence of any hypochondriacal phenomena as described 

above . The patients were drawn from the same sources as the hypochon-

driacal patients, i . e . from the in- patient unit, the day hospital, the 

out- patient and new patient clinics . 

Data Collection 

A ttandard psychiatric history was taken from each patient according 

to a schema which emphasised certain items, considered to be particularly 

relevant to the problem of hypochondriasis . The specific items sought 

included sex, age on referral (to the nearest year), civil state (whether 

single, married, widowed, divorced or separated) , and social class. 

The Hall- Jones· (1950) social grading of' occupations was used as has been 

described in part one . 
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Family History 

Information was sought concerning parents or siblings who had 

received psychiatric treatment or had suf'fered a:ny other serious illnesses. 

These were defined as illnes ses which resulted in periods longer than 

four weeks away from normal activities or stays in hospital of longer 

than three weeks. 

Patients were asked whether their parents had been overconcerned 

with health in any way. 

time was obtained. 

If a parent had died, the patient's age at the 

Personal History 

The number of siblings recorded took only full siblings into 

account. 
\J 

"Childhood stress" was considered to have been present if a parent 

had been lost due to death or separation before the age of 16 years, if 

there had been extreme poverty, open dissension between parents (with 

verbal or physical violence) or alcoholism in a parent. 

The patient was asked whether he had been considered a "delicate" 

child and whether he had been "coddled" and over-protected by his 

parents. Details were obtained of hospital admissions and a history 

of all illnesses experienced. 

Occupational and Marital History 

The jobs held by the patient were listed, including the time spent 

in each a:nd the reasons for leaving. The occupational history was 
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considered unstable if the patient had held many jobs for short periods 

of time (usually under a year) and had left them for no specific or clear 

reason. 

The patient 's age at marriage was obtained as well as the age of 

the spouse . The number of living children was recorded. 

Evidence of marital disharmony was sought, such as frequent quarrels 

or fights, a marked feeling of dissatisfaction with the spouse and a 

history of separations. 

Psychosexual difficulties such as frigidity or impotence were 

recorded in addition to sexual deviations such as homosexuality and 

exhibitionism. 

History of Present Illness 

A full chronological history of the patient ' s illness was obtained. 

The patient ' s somatic complaints were classified both according to the 

region of the body involved and the system (e.g. cardiovascular, musculo­

skeletal). 

Somatic complaints were also classified as to whether they were 

present all the time or whether there were periods of relief. At later 

interviews patients were categorized as to whether they were completely 

inaccessible to reassurance or whether they responded for a short time. 

Evidence was sought of symptoms such as phobias, obsessions, 

hysterical symptoms, depersonalization, hallucinations and delusions. 

Females were questioned concerning dysmenorrhoea. The amount of 

pain present was graded as mild, moderate or severe. 



The presence of any physical disorders and the degree of inter­

ference with normal function was noted. 

Details of any previous psychiatric illness was obtained with 

particular attention to treatment and the incidence of suicidal attempts. 

Case notes were obtained from hospitals where treatment had been received. 

The Premorbid Personality 

This was assessed on the basis of the patient ' s and relatives ' 

account. The premorbid personality traits were categorized according 

to whether they were obsessional, schizoid, paranoid, sensitive , hypo­

chondriacal, aggressive, submissive, hysterical, cyclothymic and 

emotionally unstable . The precise definitions employed are defined 

later. 

The number of referrals to other specialities during the illness 

was noted as well as the number of operations for the current complaint 

and any other previous conditions. 

anaesthetic were included. 

Aetiological Factors 

Only operations requiring a general 

A history of events which might be considered of aetiological 

importance was sought. These included an illness or operation 

experienced by the patient or the illness or a close relative or friend; 

reports of illness heard on radio, television or read in newspapers or 

books; feelings of guilt; feelings of resentment and hostility towards 

an individual which could or could not be expressed. A history of nursing 
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an invalid was noted. The presence of any compensation factors or 

the relating of the ilJness to an accident were considered of 

importance. Iatrogenic ~actors were inquired for and any history of 

recent bereavement was also noted. 

In all cases, the event was considered a possible aetiological 

factor if the patient dated the onset of symptoms from the time of its 

occurrence or if the event took place during the year previous to the 

onset of symptoms. 

The Follow- Up Study 

Information concernine the patient ' s progress was obtained during 

the first six months of 1965. This was obt~ined from the patients 

where possible, but in the main, from the case notes, from the doctor 

treating the case and, where necessary, from the patient ' s general 

practitioner. A note was made of the treatment received by the 

patient and the time spent in hospital. 

The Mill Hill Vocabulary Scale, Form 1 Senior was administered to 

fifty consecutive hypochondriacal patients and all the control sample . 

The Cornell Medical Index was administered to fifty consecutive 

hypochondriacal patients and fi~y six of the control sample. 

!he nature of this questionnaire is described later. 
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PART TWO: 

Results 

1. Sex Distriliution 

There are virtually- equal numbers of male and female subjects in 

the hypochondriacal sample. Although the proportion of males in this 

group is higher than that in the control sample the difference is not 

significant (Table 3?). 
Table 37 Sex Distribution 

Hypochondrias is Control 

Male 73 (49.7%) 25 ('.38.~) 98 

Female 74 (50.3%) 40 (61.51) 114 

Totals 147 (100,,) 6.S (10<1%) 212 

7J. • 2.27 1 df n.s. 

Age Distribution 

The age distribution J?B,ttern of the hypochondriacal sample did not 

differ significantly from that of the control patients. As can be seen 

from Table 38 there is a tendency for hypochondria.cal patients to be 

over-represented in the 55 - 64 age group and under-represented in 

the 35 - 44 years age group. 



Table 38 

Hypochondriac 

Control 

Totals 
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• Age Distribution in H:ypochondriacal and Control Groups 

Age Groupings (Years) 

0-24 25 - 34 35 - 44 45 - 54 55 - 64 65 + 

al 8(5.~) 35(23.~) . 31(21.1i) 37(25.~) 30(20.4%) 6(4.1%) 

3(4.~) 14(21.-51%) 20(30.~) 15(23.1%) 8(12.3%; J(7.'f1,) 

11 51 52 38 11 

,!, = 2.38, 3 df p ( 0.05 

This pattern is less marked in the male than in the female patients. 

The age distributions for each sex are shown in tables 39 and 40. 

Table 39 

0-24 

Hypochondriasi e 3(4.11) 

Control 2(-51) 

Totals 5 

Age Distribution: Females, 

Age Groupings (Years) 

25 - 34 35-44 45-54 55-64 

21(28.4%) 14(19%) 20(2?%) ~2(1~) 

11(27.s,) : 12(3~) 9(22 • .5% ) 3(7.5%, 

32 29 15 

x2 = 2.2 3 df n.s. 

4(5.~) 

3(7.s,') 

7 



Table 40 

Hypochondrias is 

Control 

Totals 
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Age Distribution - Males 

Age Groupings (Years) 

0-24 25-34 35-44 45-54 

5(6.~) 14(19.~) 1?(2J.~) 17(23.~) 

l(~) 3(12%) 8(J~) 6(24i) 

6 17 25 23 

x2 = 1.36 3 d:f n.s. 

55-64 65 + 

18(24.~) 2(2.7%) 

5(2o.') 2(~) 

23 4 

The mean age of the hypochondriacal patients was 43.37 years 

(Standard Deviation= 12.96) and the mean age of the control :patients 

was 42.89 (Standard Deviation c- 12.5). The difference between the means 

was 1.47 and the standard error of the difference was 1.88. 

The hypochondriacal females had a mean age of 43.03 years (Standard 

Deviation= lJ.4) and the control females a mean age of 41.48 (Standard 

Deviation= 12.48). The difference between the means (1.55} was less 

than the standard error of the difference (2.51) 

The hypochondriacal males had a mean age of 43.73 years (Standard 

73 

25 
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Deviation= 12.45) and the control males a mean age of 45.16 years 

(Standard Deviation= 12.1). The difference between the means (1.43) 

is smaller than its standard error (2.84) and thus, of course, not 

statistically significant. 

Civil State 

The proportion of patients married is virtually the same in the 

bypochondriacal and control samples (Table .U). 

Table 4J. 

Married 

Single 

Widowed 

Divorced or 
Separated 

Totals 

Civil State 

:fzypo chondria.sis 

116 (78.9%) 

22 (15%) 

5 (3.4%) 

4 (2.~ 

lJ+.7 (100%) 

Control 

51 (78.5%) 

4 (6.2%) 

4 (6.2%) 

6 (9.2%) 

65 (100%) 

167 

26 

9 

10 

212 

There would appear to be a higher proportion of tmmarried subjects 

in the hypochondria.cal sample but a larger proportion of widowed, divorced 

or separated subjects in the control group. Grouping all patients who 

are not married the difference between the two samples is not significant 

(x2 = 0.005, 1 df n.s.). 

When the figures for malea- are &,males are considered separately 

(Tables 42 and 43) the preponderance of single subjects is seen to occur 

more prominently in the male hypochondria.cal patients. 



Table 4g 

Married 

Single 

Widowed 

Divorced or 
Separated 

Totals 

Table 43 

Married 

Single 

Widowed 

Divorced or 
arated 

Totals 
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Civil State in Females 

Jtrpochondriasis Control 

60 (81.1%) 30 (75%) 

6 {8.1%) 2 (5%) 

5 ( 6.8%) 4 (10%) 

3 (4.1%) 4 (10%) 

74 (100%) 40 (lOO'fo) 

r = 0.21 1 df' n.s. 

{patients not 11&rried have been gt"OUped) 

Civil State in Males 

Hypoohondriasis Control 

56 {76. 7%) 21 (84%) 

16 (21.9%) 2 (8%) 

0 0 

Sep-
I 1 ci.4%> 2 (8%) 

73 (1oo,;) 25 (10~) 

r = 0.23 1 df' n.s. 

(patients not married haTe been grouped) 
Social Claes: 

90 

8 

9 

7 

114 

77 

18 

0 

3 

98 

In Tiew of the small nuabers in the upper four classes these have 

been grouped into two classes (1 + 2 and 3 + 4). As can be seen fro11 

Table 41t; the hypochondriacal patients are more common in the lower 
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social classes and Wlder-represented in the "white-collar" and skilled 

occupations. This finding is highly significant. 

Table AA: Social Class 

}Jypochondriaais 

Control 

Totals 

Social Class 

1 + 2 3+4 5 6 

2 (1.4%) 9 (6.1%) 46 (31.3%) 50 (34-%) 

~ (7. 7%) 13 (20%) 31 (47. 7%) 12 (18.5%) 

7 22 77 62 

.j = 31.57 3 elf' p ( 0.001 

(Classes 1 - 4 combined) 

7 

40 (27.2%) 

4 (6.2%) 

44 

14 

6 

7 (100%) 

5 (100%) 

212 

The figures tor ll&les and females taken separately are very similar 

to those of the group as a whole and are shown in Tables 45 and 4.6. 
In both cases the differences attain statistical significance. 

Table 4.S 

Hypochondriasi 

Control 

Totals 

Social Class in Ma.lea 

Social Class 

1 + 2 3+~ 5 6 

s 1 (1.4%) 6 (8.2%) 22 (30.l~) 25 (34-.2%) 

2 (8%) 7 (28'%) 10 (40%) 5 (20%) 

3 13 .32 

J!- = lJ+..17 .3 elf p <O.Ol 

(Classes 1 - 4 combined) 

7 

19 (26%) 

1 (4%) 

20 

73 (100%) 

25 (100%) 

98 



Table 46 

Hypochondriasi 

Control 

Totals 

i 

Social Class in Femgl.es 

Social Class 

1 + 2 3+4 5 6 

1 (1.4%) 3 (4.1%) 24 (32.4%) 25 (33.9%) 

3 (7.5%) 6 (15%) 21 (52. 5%) 7 (17.5%) 

4 9 45 32 
2 

X = 17.13 3 d1' p <0.001 

(Classes 1 - 4 combined) 

Source of Referral 

7 

21 (28.4%) 

3 (7.5%) 

24 

74 (100%) 

40 (100%) 

114-

Patients were categorized according to whether they had been 

initially referred to the Department of Psychiatry by their own General 

Practitioner (G.P.) or whether they had been referred by a consultant 

in a non-psychiatric department of the United Sheffield Hospitals. As 

can be seen from Table 47 a higher proportion of hypochondriacal. patients 

were referred from other hospital departments. The difference is 

statistically significant. 

Table 47 

Referred by G.P. 

Referred by other 
consultant 

Totals 

Source of' Referral 

Hypijchondriasis Control 

97. (66%) 

50 (34%) 

147 (1~) 

x2 = 5.62 

54- (83.1%) 

11 (16.9%) 

65 (100%) 

1 df p ( 0.02 

151 

61 

212 
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Both the male and :female groups show differences in the same 

direction but these attain statistical significance in the males only 

(Tables 4.8 and 49). 

Table 4.8 

Referred by G.P. 

Referred by other 
consultant 

Totals 

Table 49 

Referred by G.P. 

Referred by other 
consultant 

Totals 

Source of Referral ot Females 

H.ypochondriasis Control 

50 (67.6%) 32 (~) 

24- (32.4%) 8 (20%) 

7/+ (100%) 40 (100%) 

'J!- = 1.42 1 dt p > 0.05 

Source of Referral of Ma.lea 

H.ypochond.riasis Control 

J+.7 ( 64..J+.%) 22 (88%) 

26 (35.6%) 3 (12%) 

73 (100%) 25 (100%) 

2 
X = 3.91 1 d:f p ( 0.05 

Clinical Setting of First Research Interview 

82 

32 

11/+ 

69 

98 

It had been hoped that the control patients could be drawn in 

proportions matching t hose of the hypochond.riacal sample from among new 

referrals, day and in-patients as well as patients attending the follow­

up clinics. This was diff'icul t for practical reasons and as can b, seen 

from Table 50 the samples are not well matched on this parameter. It 

is also possible that the proportions a.re in some way related to incidence 
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of hypochond.riaoal phenomena in the various clinical settings. 

Table 50 Clinical Setting of First Research Interview 

lzypochondriasis Control 

New Referral Clinic 52 40 (27.2%) 12 (18.5%) 

In-Patient Unit 45 25 (1~) 20 (30.8%) 

Follow-Up Clinic 90 69 (46.9%) 21 (32.3%) 

Day Hospital 25 13 (8.8%) 12 (18.5%) 

Totals 14-7 ( lOO'fa) 65 (100%) 212 

'I!- = 11.24 3 dt' p <0.02 

Examination ot the figures tor the female patients (Table 51) 

suggests that these subjects were better matched than the males (Table 52). 

Table 51 Females: Clinical Setting of First Research Interview 

Hypochondriasis Control 

New Referral Clinic 33 25 (33.9%) 8 (20%) 

13 (17.6%) 10 (25%) In-Patient Unit 23 

29 (39.2%) 15 (37.5%) Follow-Up Clinic 41+-

7 (9.5%) 7 (17.5%) Day Hospital 14 

Tote.ls 74 (100%) 40 (lro'fo) 114 
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Table 52 Males: Clinical Setting of First Research Interview 

Hypochondriaoal Control 

New Referral Clinic 19 15 (20.5%) 4 (16%) 

In-Patient Unit 22 12 (16.4%) 10 (4.0ft) 

Follow-Up Clinic 46 /,tO ( 54. 8%) 6 (24%) 

~&~al ll 6 (8.2%) 5 (20}&) 

Totals 73 (100}6) 25 (lOO}b) 98 

To carry out Chi-Square tests the patients first seen as in or day­

patients were grouped and compared with those first seen as new referrals 

or in the follow-up (out-patient) clinic, since it seems reasonable to 

assume that these settings reflect, to some degree, the severity of the 

illness. 

In the case of the female subjects the difference was not significant 

cx2 = 2.2, 1 dt', n.s.) but in the case of the men the difference was 

highly significant cx2 = 8.9, 1 df, p <0.01). 

The larger proportion of control patients seen as in or day patients 

would seem to be less Wldesirable a trend than one in the opposite 

direction, which might have led to the problem of deciding whether 

differences between the hypochondriacal and control groups were due 

simply to the fact that the former consisted of patients who were more 

seriously ill. 
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Clinical Features 

Duration of Illness at Time of Referral 

Patients were asked how long they had been ill before first coaing 

to the Department of Psychiatry. Such estimates are, o.f course, highly 

subjective and the .figures have therefore been grouped. As can be 

seen .from Table 53, hypochondriacal patients tended to report longer 

illnesses and this .finding was statistically signit'ieant. 

Table 53 

Hypochondriasis 

Control 

Totals 

Duration o.f Illness on Referral 

Duration of Illness (months) 

O - 6 7 - 12 13 - 24 25 + 

38 (25.9%) 22 (15%) 30 (20.4%) 57 (38.8%) 

34- (52.3%) 14 (21.5%) 2 (3.1%) 15 (23.Jll) 

72 32 72 

-x?- = 22.68 3 df p < 0.001 

147 (lOOfo) 

65 (100%) 

212 

The major contribution to this difference was made by the female 

subjects since, as oan be seen from Tables 5lt and 55, the male subjects 

did not differ significantly with regard to length of illness although 

the same trend is present. 

Table 5lt; 

Hypochondria.sis 

Control 

Females: Duration of Illness on Referral 

Duration of Illness (months) 

O - 6 7 - 12 13 - 24 25 + 

17 (23%) 12 (16.2%) 18 (24.3%) 27 (36.5%) 

21 (52.5%) 10 (25%) 1 (2.5%) 8 (20%) 

38 22 19 35 
x_2. = 17 .55 3 df p ( 0.001 

74 (100%) 

40 (100%) 

114 



Table 55 

Hypochondria sis 

Control 

Diagnosis 
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Males: Duration of Illness on Ref err al in :f{ypochondriacal 

and Control Groups 

Duration of Illness (months) 

O - 6 7 - 12 13 - 24 25 + 

21 (28.8%) 10 (13. 7%) 12 (16.4%) 30 (41.1%) 

13 (52%) 4 (16%) 1 (4%) 7 (28%) 

34 14 13 37 

x2 
= 5.98 3 ~ n.s. 

73 (100ft) 

25 (100%) 

98 

In this section the diagnoses are those which were made by the 

author after examination of the patient. The criteria employed were 

those described in Part One. It was possible, however, to subdivide 

the "anxiety;bysteria" group into those patients in whom anxiety was the 

most prominent feature, and those in whom hysterical features predominated. 

These two groups have been designated "anxiety states" and "hysterical 

states" respectively. 

In those cases where the author's diagnosis differed from that 

which had already been made the diagnosis was discussed with the doctor 

responsible for the patient and agreement reached. 

As previously mentioned, the diagnosis of "hypochondriasis" was 

118.de when this was the most prominent symptom and no other diagnosis 

could be made. In particular, it was specified that at no stage of the 

illness should there have been more than mild anxiety or depression. 
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":Endogenous depression" was more common in the control group and 

this finding was highly significant statistically. The figures are shown 

in Table 56. The findings are the same for each sex (Table 57). 

Table 56 

:Endogenous Depression 

Other 

Totals 

:Endogenous Depression 

Hypoohondriasis 

40 (27.2%) 

107 (72.8%) 

14-7 (1~ 

,!, = 17.61 1 elf' 

Control 

38 (58.5%) 78 

27 (41.5%) 134-

65 (1~ 212 

p (0.001 

Table 57 ":Endogenous Depression" (bz Sex) 

:Endogenous 
Depression 

other 

Totals 

Females 
Hypochondriasis Control 

18 (24.3%) 23 (57.5%) 

56 (75.7%) 17 (42.5%) 

Males 
Hypochondriasis Control 

22 (30.1%) 15 ( 60'fo) 

51 (69.9%) 10 (40%) 

74- (100%) 40 (100%) 73 (100%) 

78 

134 

25 (100%) 212 

,!- = 11.01 1 df p <0.001 ,!- = 5.85 1 df p <0.02 

"Neurotic depression" was also commoner in the control patients 

(Table 58) and the difference was significant. The trend was present 

in both sexes but the numbers too small for tests of significance 

(Table 59). 
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Table 58 Neurotic Depression 

Hypochondriasis 

Neurotic Depression 8 (5.4%) 

other 

Totals 

Table 59 

Neurotic 
Depression 

Other 

139 (94.6%) 

147 (100%) 

-x?- = 5.6 1 d.f 

"Neurotic Depression" 

Females 
H;ypochondriasis Control 

7 (9.5%) 6 (15%) 

67 (90.5%) 34- (85%) 

Control 

11 (16.9%) 19 

54 (83.1%) 193 

65 (lOO'fa) 212 

p <0.02 

(b;t Sex) 

Mal.es 
Hypochond.riasis Control 

1 (1.3%) 5 (20'fo) 

72 (98.7%) 20 (SO'fo) 

19 

193 

Totals 74 (lOOfe) 40 (lOO}b) 73 (100%) 25 (100}6) 212 

"Anxiety states" tended to be commoner in male hypocbond.riacal 

patients than in male controls. The reverse was true for the female 

subjects. With tb.e sexes combined the incidence of anxiety states 

was virtually the same .for both groups (Tables 60 and 61). 
Table 60 

.Anxiety State 

Other 

Totals 

.Anxiety States 

Hypocbondriasis Control 

18 (12. 2%) 9 (13.8%) 

129 (87.8%) 56 (86.2%) 

147 (100}&) 65 (1~) 

-x?- = 0.01 1 di' n.s. 

27 

185 

212 



Table 61 

Anxiety 
State 

Other 
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"Anxiety States" {by Sex) 

Females Males 

B7Pochondriasis Control H1JJ0chondriasia Control 

7 (9.5%) 7 (17.~) 11 (15.11,) 2 (~) 

67 (90.~1 33 (82.S,,) 62(84.~) 23 (9~. 

27 

185 

Totals 74 (10($) 40 (1oo,r;) 73 (10~) 25 c1oo,t) 212 

Numbers too small for est of significance. 

•Hzsterical states" are somewhat commoner in the hypoehondriacal 

group but, unlike the anxiety states, predominate in the female patients. 

With regard to this diagnosis the hypochondriacal subjects do not differ 

significantly from the controls (Tables 62 and 63). 

Table 62 

Hysterical 
States 

Other 

Totals 

!llable 6J 

Hysterical 
States 

- nHysterical States• 

Hypochondrias is 

14 (9.~) 

133 (90.~) 

147 (1~) 

x2- • o.ss 1 df 

"Hysterical States• 

Females 

Hypochondrias is Control 

12 (16.~) 2 (sf,) 

Control 

3 (4.6i) 17 

62 (9;.4i) 195 

65 (10~) 212 

n.e. 

(by Sex) 

Males 

H7Pochondriasis Control 

2 (2.~) l (4'.') . 17 

Other 62 (83.~) 38 (9~) 71 (97.~) 24 (96i) 195 

74 (1~) 4o (1~) 73 (100%) 25 (1oo,£) 212 
lilumbers too small for tests of significance 

Totals 
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"Sexual disorders" were extremely uncommon. They did not occur 

in the control group. Among the hypochondria.cal men, however, one gave 

a history of homosexual experiences, two were troubled by excessiTe 

masturbation and one gave a history of a. court appearance for indecently 

assaulting a young girl. There was no violence involved in the latter 

case. Loss of libido and frigidity are considered later. 

Schizophrenia was diagnosed in only one male control, and none of 

the hypochondria.cal patients were diagnosed as schizophrenic. 

Personality Disorder was the diagnosis in only one male subject in 

the control sample and was not made as the main diagnosis in any of the 

hypoch9ndria.cal patients. 

Subnormalit;z was considered present in one hypochondriacal male 

patient and one control female patient. 

Obsessional neurosis was diagnosed in one male and two female 

control patients. One female hypochondriaoal patient was given this 

diagnosis. 

Ilypochondriasis as an entity was diagnosed in 29 female and 37 male 

patients. Thus, of the hypochondria.cal sample 66 patients or 41+.9% 

fell into the category of what has been called ttprimarytt or "essential" 

hypochondria.sis. 

SJ;mptomatology 

The somatic symptoms of the hypochondria.cal patients have been 

classified both according to the region of the body and the system 

involved. Patients have also been categorized on the basis of whether 
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they were pre-occupied with a disease or dysfunction which they feared 

would befall them in the future, or whether they were pre-occupied 

with current somatic symptoms only. The degree to which they were 

accessible to reassurance was noted. 

Symptoms were also graded according to whether they were present 

all the time, more than half the time, only occasionally or never ( the 

latter two grades applying only to the patient's state at follow-up). 

Table 64 lists the regions of the body involved in order of frequency. 

Individual patients may, of course, have had more than one region or 

system involved. 

Table 64: Regions of Body Involved in H.ypochondriacal Patients 

Region Females Males Total 
N = 74 N = 73 N = 147 

Head and Neck 39 (52. 7%) 34 (46.6%) 73 (49.7%) 

Chest 32 (43. 2%) 26 (35.6%) 58 (39.5%) 

Abdomen 21 (28.4%) 25 (3li-. 2%) 46 (31.3%) 

Back 12 (16. 2%) 10 (13. 7%) 22 (15%) 

"all Over" 16 (21.6%) 6 (8. 2%) 22 (15%) 

}tres 6 (8.1%) 11 (15.1%) 17 (11. 6%) 

Upper Limbs 4 (5.4%) 9 (12. 3%) 13 (8. 8%) 

Lower Limbs 7 (9.5%) 5 (6.8%) 12 (8. 2%) 

Genitalia 4 (5.4%) 8 (11. 0}&) 12 (8. 2%) 

Anal 1 (1.4%) 5 (6.8%) 6 (4.1%) 

As can be seen from Table 64 the regions most commonly involved in 

both sexes were the head and neck, chest and abdomen. 
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The frequency with which the various systems were involved is shown 

in Table 65. 

Table 65 Somatic Complaints in Hypochondriaca.1 Patients by 

System Involved 

System 

Gastrointestinal 

Musculo-skeletal 

Cardiovascular 

Nervous system 
(including special 
senses) 

Respiratory 

Urogenital 

Skin and Hair 

Sensorium 

Females 

N = 74 

29 (39.2%) 

21 (28.4%) 

24 (32.4%) 

18 (24.3%) 

21 (28.4%) 

13 (17.6%) 

5 (6.8%) 

1 (1.4%) 

Males Total 

N = 73 N = 147 

32 (43.8%) 61 (41.5%) 

26 (35.6%) 47 (32%) 

19 (26.0%) 43 (29.3%) 

20 (27.4%) 38 (25.9%) 

14 (19.2%) 35 (23.8%) 

12 (16.4%) 25 (17%) 

5 (6.8%) 10 (6.8%) 

6 (8.2%) 7 (-) 

The somatic symptoms complained of varied enormously. The commonest 

symptom complained of was pain which was mentioned by 39 (52. 7%) of the 

females and 4.8 (65.8%) o:t' the males. 

Apart from pain, symptoms complained of included tiredness and 

exhaustion, dizziness and sickness, palpitations, trembling and shakiness, 

choking and a lump in the throat, indigestion, faintness, itching, 

insomnia, poor vision, spots before the eyes, cattarh, noises in the 

head, a bad taste in the mouth and dryness of the mouth. 

As mentioned earlier, attitudes to illness varied from fear to 

conviction of the presence of a specific or non-specific disease. 
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Some patients were preoccupied with symptoms without having en.y specific 

disease in mind. 

Of the total sample of hypochondriacal patients, 52 (35.4%) had 

fears of illness. These included 27 females and 25 males. 

The contents of patients' fears are listed in Table 66. The 

commonest were of cancer in general, cen.cer of the lung, sudden death 

and heart disease. While these conditions were tBually regarded with 

fearf'ul anticipation the line between fear and belief in the presence 

of illness was o:rten blurred. It should be mentioned that no patient 

was without somatic symptoms regardless of whether illness was feared or 

believed to be present. 

Table 66 Content of Fear in Hypochondriacal Patients 

Females Males Totals 

N = 27 N = 25 N = 52 

Cancer (unspecified) 12 11 23 

Cancer: lung 8 8 16 

Sudden death 7 8 15 

Heart disease 7 7 14 

Cancer: bowel 8 1 9 

Brain tumour 4 3 7 

Insanity 1 6 7 

Tuberculosis 3 3 6 

Cerebral "Thrombosis" 2 3 5 

Venereal Disease 2 2 4 

Kidney- Disease 1 3 4 /.rable continued 
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Continuation of Table 66 

Females Males Totals 

N = 27 N = 25 N = 52 

Leukaemia 2 1 3 

Cancer: breast 3 0 3 

nstroke" 0 2 2 

"Burst Appendixtt 0 1 1 

Muscle disease 0 1 1 

Brain haemorrhage 0 1 1 

Heart attack 0 1 1 

Cancer: cervix 1 0 1 

Anaemia 1 0 1 

Of the patients who did not fear illnesses the vast majority were 

pre-occupied with symptoms and only four of the 47 females believed in 

the presence of a specific condition (thyroid disease, cancer, venereal 

disease, and a perforated ulcer). Of the 4.8 men without fears of 

illness eleven believed a specific disease was present. In eight 

subjects this was a cancer, in two venereal disease and in one heart 

disease. 

As previously mentioned, symptoms were a.lso graded according to 

whether they were present all the time or whether the patient did report 

periods of relief. The numbers in each category are shown in Table 67. 
A substantial majority maintained that their symptoms were continuous. 
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Table 67 Continuous and Non-Continuous Symptoms in 

Rypochondriacal Patients 

Symptoms not continuous 

Symptoms continuous 

Females 

18 (24.3%) 

56 (75. 7%) 

74 

Complaint Behaviour at Interview 

Males 

16 ( 21.9%) 

57 (78.1%) 

73 

34-

113 

147 

On the basis of their behaviour during successive interviews 

patients were classified according to whether they tended to complain 

spontaneously and at considerable length about their symptoms and pre­

occupations or whether they were more reticent and tended to be less 

spontaneous although they would voice their concerns as the interview 

progressed. They were described as spontaneous and un-spontaneous. 

The incidence of these two types of patient is shown in Table 68. Only 

24 patients were in any wa:y reticent about their complaints. 

Table 68 

Spontaneous 

Non-Spontaneous 

Spontaneous and Non-Spontaneous H.ypochond.riacal Patients 

Females 

61 (82.43%) 

13 (17.56%) 

74 

Males 

62 (84.93%) 

11 (15.06%) 

73 

123 

24 

147 

,!!esponse to reassurance was by definition only temporary if present 

at all. Patients were categorized according to whether they responded 

temporarily when reassurance was given and expressed belief in the 
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therapist's opinion and relief of their concern. The other patients 

showed absolutely no response to explanation and reassurance and 

continued to ask for advice or further investigations immediately a.:f'ter 

reassurance had been given. The proportions of these two types of 

hypochondriaoal patients are shown in Table 69. 
Table 69 Response to Reassurance in liypoohondriacal Patients 

Females Males 

Temporary response to 
33 (44.6%) 29 (39. 7%) 62 (42.2%) reassurance 

No response i.J.(55.4%) 44 (60.3%) 85 (57.8%) 

Totals 74 (100%) 73 (100ft) 147 (100%) 

ComElaint Patterns in HYPochondriacal and Control Patl,nts 

The control patients were, of course, chosen because they did not 

show persistent complaining behaviour. However, it was felt desirable 

to compare their complaints with those of the hypoohondriaoal patients 

as objectively as possible. To this end the Cornell Medical Index was 

used since it offers the patient an opportunity to respond to a wide 

variety of questions relating to physical and psychological dysfunction. 

The Cornell Medical Index is an inventory which was developed by 

Brod.man et al (1949) as an aid to history-taking. It consists of a 

questionnaire with 195 items, to which the patient answers "yes" or "no". 

The questions are grouped under systems labelled A to R. Groups A to L 

form the somatic or "medical" section, while groups M to Rare concerned 

with the "psychiatric" symptoms. There are different forms of the 

inventory for the two sexes. The inventory is given to the patient as 



-146-

a printed form which he is asked to f'ill in, a procedure which normally 

takes 15 to 20 minutes. Patients were given three scores: a "somatic 

score 11
, which consisted of the total number of questions in sections 

A to L which were responded to affirmatively; a 11psychiatric score" 

similarly derived f'rom sections M to Rand a "total score" obtained by 

adding these two scores together. 

The questionnaire was completed by fifty consecutive patients in 

the hypochondriacal group and fi:rty six in the control group. The 

sex ratios and mean ages of these patients are shown in Table 70. 

Table 70 Cornell Medical Index: Sex and Age of Patients Completing 
the Questionnaire 

H'ypochondriacal 

Female Male 

22 28 

Mean Age (years) 

Standard Deviation 12.3 11.3 

Control 

Femal.e Male 

.34- 22 

13.1 11.9 

The female hypochondriaeal and control groups do not differ 

significantly with regard to age - the difference between the two means 

(1.6 years) is smaller than the standard error of the difference (3.4). 
The same is true o:f the male subjects (difference between means is 

0.085 years and the standard error of the difference is 3.3). 

The distribution of scores for female patients is shown in Table 71 
and that of males in Table 72. 
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Table Zl Distribution of Cornell Medical Index Scores in Females 

"Somatic" score (A-L) "Fsyahiatrl.c' score (M-R) Total (A-R) 

144 Items 51 Items 195 Items 

Range Hypochondria.sis Control Hypochondria.sis Control }zypoch:>ndriasis Central 

0 - 9 0 4 4 12 0 2 

10 - 19 4 12 6 8 0 4 

20 - 29 2 8 4 8 3 7 

30 - 39 4 4 8 5 3 6 

40 - 49 2 4 0 1 1 ~ 

50 - 59 6 1 0 0 2 2 

60 - 69 3 1 3 4 

70 - 79 1 0 2 1 

80 - 89 0 0 3 3 

90 - 99 0 0 4 1 

100 -109 0 0 1 0 

110 -119 0 0 0 0 

Over 119 0 0 0 0 

Average 41.82 24.3 22.55 17.18 64.36 U.47 

Standard 
Deviation 18.4 14.6 11.4 11.4 26.8 24.6 
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Table 72 Distribution of Cornell Medical Index in Male Hypoohondri.acal 
and Control Subjects 

"Soma.tic score (A-L) "Psychiatric "scare O,i-R) Total (A-R) 
14lt- Items 51 Items 195 Items 
Hypochondria.sis Control Hypochondria.sis Control JtrpochCl'ldriasis Control 

O - 9 

10 - 19 

20 - 29 

30 - 39 

l+O - 49 

50 - 59 

60 - 69 

70 - 79 

80 - 89 

90 - 99 

100 -109 

no -119 

Over 119 

Average 

Standard 
Deviation 

1 

4 

6 

8 

3 

2 

2 

1 

0 

0 

0 

1 

0 

37.93 

22.'8 

4 

10 

5 

2 

1 

0 

0 

0 

0 

0 

0 

0 

0 

17.2 

8.9 

10 

7 

5 

3 

3 

0 

13. 

7 1 

2 0 

2 6 

0 4 

1 3 

0 3 

4 

0 

3 

1 

1 

1 

1 

8.95 

10.1 33.8 

3 

7 

6 

0 

4 

2 

0 

0 

0 

0 

0 

0 

0 

26.14 

17.6 

As would be expected, the average scores o:f' the hypochondria.cal 

patients tend to be appreciably higher than those o:f' the control subjects. 

To test the significance o:f' the di:f':f'erences the Mann-Whitney U test 

(Siegel 1956) as a non-parametric technique seemed desirable in view of 

the skew distribution o:f' scores. The male and :f"emale subjects were 
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compared separately and the :iesults are shown in Tables 73 and 74. 

Table 73 

Control 

Patients 

Cornell Medical Index: Comparison of Female Hypochondriacal 
and Female Control Patients 

Somatic score 
A-L 

Psychiatric 
score M - R 

Total 
A-R 

Hypochondriacal Patients 

Somatic score 

A~L 

z = 3.32 
~ = 0.0005 

Psychiatric score 

M-R 

z = 1.66 
p = o.048 

Total 

A-R 

z = 2.84 
p = 0.0023 

It will be noted from Table 73 that, while all differences are 

signi:f'icant, the differences between "soma.tie" scores show a higher degree 

of significance than the differences between "psychiatric" scores. 

Table 74 

Control 

Patients 

Cornell Medical Index: Comparison of Male H.ypochondriacal 
and Control Patients 

,rE Somatic sco 
A-L 

Psychiatric 
score M - R 

Total 
A-R 

Hypochondria.cal Patients 
Somatic score 

A-L 

z = 4.07 
p = 0.00003 

Psychiatric score 
M-R 

z = 2.94 
p = 0.0016 .-

Total 
A-R 

z = 3.86 
p = 0.00007 
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In addition to comparing overall scores the number of responses to 

ea.ch item by the hypochondria.cal and control groups were compared. The 

significance of the difference between the percentage of each group 

answering "yes" to an item was obtained using Zubin's (1939) nomograms. 

These reduce the labour of' making a large number of comparisons. 

Random comparisons were checked using the oonventionaJ. Chi-Square method 

and the nomograms were found to be highly reliable. 

The items which differentiate significantly between the hypochon­

dria.cal and control groups are listed in Table 75. The items not 

discriminating are listed in Append.ix 1. 



T
ab

le
 

!.7
5:

 
It

em
 A

n
al

y
si

s 
o

f 
R

es
po

ns
es

 b
y 

H
yp

oc
ho

nd
ri

ac
al

 a
nd

 N
on

-I
Jy

po
ch

on
dr

ia
ca

l 
P

a
ti

e
n

ts
 o

n 
C

o
rn

el
l 

M
ed

ic
al

 

Q
u

es
ti

o
n

 
FE

M
AL

ES
 

N
o.

 
an

sw
er

in
g 

"Y
es

'' 
H

;y
po

ch
. 

C
o

n
tr

o
l 

p 
N

:2
2 

N
:3

4-

5
. 

Do
 y

ou
 o

ft
e
n

 h
av

e 
ba

d 
p

ai
n

s 
in

 y
o

u
r 

ey
es

? 

6.
 A

re
 

y
o

u
r 

ey
es

 o
ft

en
 r

e
d

 
o

r 
in

fl
am

ed
? 

~-
D

o 
yo

u 
ha

ve
 

co
n

st
an

t 
n

o
is

es
 

9 8 

in
 y

o
u

r 
ea

rs
? 

6 

1
0

. 
Do

 y
ou

 h
av

e 
to

 c
le

a
r 

y
o

u
r 

th
ro

a
t 

fr
eq

u
en

tl
y

? 
1

4
 

1
1

. 
D

o 
yo

u 
o

ft
en

 f
e
e
l 

a 
ch

ok
in

g 
lu

m
p 

in
 y

ou
r 

th
ro

at
? 

15
 

1
6

. 
Do

 y
ou

 o
ft

en
 c

at
ch

 s
v

er
e 

co
ld

s?
 

7 

1
8

. 
W

he
n 

yo
u 

ca
tc

h
 a

 
co

ld
, 

do
 

yo
u 

al
w

ay
s 

ha
ve

 t
o

 g
o 

to
 b

ed
? 

2 

22
 • 

.A
re

 y
ou

,t
ro

u
b

le
d

 b
y 

co
n

st
an

t 
co

ug
hi

ng
? 

2 

2 
P 

<_
 .0

0
1

 

2 
P

 
<

·0
5 

3 
N

S 

14
 

NS
 

11
 

P
 

<
.0

5 

4 
NS

 

0 
P

 
<

(.
05

 

2 
NS

 

M
AL

ES
 

N
o.

 
an

sw
er

in
g

 
"Y

es
" 

ey
po

cg
. 

C
o

n
tr

o
l 

N
:2

8 
N

:2
2 

10
 

0 

6 
2 

1
0

 
3 

18
 

3 

1
1

 
4 

18
 

3 

2 
0 

6 
0 

p 

P 
<

.0
0

1
 

NS
 

P 
<

·0
5

 

P
 

<
-0

0
1

 

NS
 

NS
 

NS
 

P 
~0

01
 

~
 

· T
O

TA
LS

 

N
o.

 
an

sw
er

in
g 

"Y
es

" 
ey

po
ch

. 
C

o
n

tr
o

l 
p 

N
:5

0 
N

:5
6 

19
 

2 
p 

<
 .0

0
1

:. 

14
-

4 
p 

<. 
.0

5 

16
 

6 
p 

<. 
.0

1
 

32
 

1
7

 
p 

-< 
.0

0
1

 

36
 

1
5

 
p 

<
 .0

1
 

25
 

7 
P

 
<

·0
5 

4 
0 

p 
~
 .0

1
 

8 
2 

p 
.0

5 

I t;:
 .. 



T
ab

le
 7

5 
co

n
ti

n
u

ed
 

Q
u

es
ti

o
n

 
FE

M
AL

ES
 

M
AL

ES
 

TO
TA

LS
 

N
o.

 
an

sw
er

in
g

 
N

o.
 

an
sw

er
in

g
 

N
o.

 
an

sw
er

in
g 

"Y
es

" 
"Y

es
" 

"Y
es

" 
H

yp
oc

h.
 

C
o

n
tr

o
l 

p 
lz

yp
oc

h.
 

C
o

n
tr

o
l 

p 
H

yp
oc

h.
 

C
o

n
tr

o
l 

p 
N

::2
2 

N
:3

4 
N

:2
8 

N
:2

2 
N

::5
0 

N
:5

6 

2
3

. 
H

av
e 

yo
u 

ev
er

 c
ou

gh
ed

 u
p 

bl
oo

d?
 

5 
1 

p 
,(_

1 e0
5 

7 
l 

p 
<

-0
5 

12
 

2 
p 

<
-0

0
1

 

29
. 

H
as

 
a 

d
o

ct
o

r 
ev

er
 s

ai
d

 y
o

u
r 

b
lo

o
d

 p
re

ss
u

re
 w

as
 

to
o

 l
ow

? 
1 

4 
NS

 
3 

0 
p 

-:(
.0

5 
4 

4 
N

S 

3
0

. 
Do

 y
ou

 h
av

e 
p

ai
n

s 
in

 t
h

e 
I 

h
ea

rt
 o

r 
ch

es
t?

 
10

 
7 

p 
<

-0
5 

16
 

2 
p

<
.0

01
 

26
 

j 
P

<
•O

O
l 

~
 

I\
) I 

3
1

. 
A

re
 y

ou
 o

ft
en

 b
o

th
er

ed
 b

y 
th

um
pi

ng
 o

f 
th

e 
h

ea
rt

? 
14

 
15

 
N

S 
13

 
3 

p
<

:.
0

5
 

27
 

18
 

p
~

.0
5

 

3
2

. 
D

oe
s 

y
o

u
r 

h
ea

rt
 o

ft
en

 r
ac

e 
li

k
e
 m

ad
? 

13
 

1
6

 
N

S 
13

 
1 

p 
<(

 .c
x

n
 

26
 

17
 

P
<

•0
5 

3
3

. 
D

o 
yo

u 
o

ft
en

 h
av

e 
d

if
fi

c
u

lt
y

 
in

 b
re

at
h

in
g

? 
11

 
7 

p 
<

-0
5 

10
 

2 
p 

<
-0

5 
21

 
9 

p 
<.

_.
00

1 

3
4

. 
Do

 y
ou

 g
et

 o
u

t 
-of

 b
re

at
h

 
lo

n
g 

b
ef

o
re

 a
ny

on
e 

el
se

? 
16

 
1

1
 

p 
<

-0
01

 
11

 
2 

p 
<.

_.
05

 
27

 
13

 
p 

~
00

1 

35
. 

D
o 

yo
u 

so
m

et
im

es
 

g
et

 o
u

t 
o

f 
b

re
a
th

 j
u

st
 s

it
ti

n
g 

s
ti

ll
?
 

8 
1 

p 
<

.0
01

 
5 

0 
p

~
O

O
l 

13
 

1 
p

<
.0

0
1

 

3
8

. 
D

o 
yo

u 
su

ff
e
r 

fr
om

 f
re

q
u

en
t 

p
<

·.
00

1 
cr

am
ps

 
in

 y
o

u
r 

le
g

s?
 

11
 

4 
p

,
.o

cn
 

8 
l 

p 
<

.0
5

 
19

 
5 

4
5

. 
Is

 y
o

u
r 

a
p

p
e
ti

te
 a

lw
ay

s 
po

or
? 

9 
8 

N
S 

11
 

2 
p<

.o
s 

20
 

10
 

p
<

.0
1

 



T
ab

le
 

75
 c

o
n

ti
n

u
ed

 

Qu
es

ti
o

n
 

FE
M

A
IE

S 
M

AL
ES

 
TO

TA
LS

 

N
o.

 
an

aw
er

in
g

 
N

o.
 

an
aw

er
in

g 
N

o.
 

a
n

sn
r
in

g
 

"y
ea

" 
"Y

es
" 

"Y
es

" 
Jt

rp
oc

h.
 

C
o

n
tr

o
l 

p 
ey

po
ch

. 
C

o
n

tr
o

l 
p 

ey
po

ch
. 

C
o

n
tr

o
l 

p 
N

=2
2 

N
:3

4 
N

=2
8 

N
=2

2 
H

:;5
0 

N
::5

6 

48
. 

D
o 

yo
u 

o
ft

en
 s

u
ff

e
r 

fr
om

 
an

 
u

p
se

t 
st

om
ac

h?
 

1
3

 
6 

p 
<

.0
01

 
19

 
4 

p 
<

·0
01

 
32

 
10

 
p 

<
·0

0
1

 

49
. 

Do
 y

ou
 u

su
al

ly
 f

e
e
l 

b
lo

at
ed

 
a
ft

e
r 

ea
 ti

n
g

?
 

12
 

4 
p 

~
0

0
1

 
13

 
2 

p 
<

·0
01

 
25

 
6 

p
<

.0
0

1
 

5
0

. 
Do

 y
ou

 u
su

al
ly

 b
el

ch
 a

 
lo

t 
I 

a
ft

e
r
 e

a
ti

n
g?

 
7 

4 
N

S 
1

4
 

1 
p

~
O

O
l 

21
 

5 
P

<
•O

O
l 

~
 

\.
,J

 
I 

5
2

. 
D

o 
yo

u 
su

ff
e
r 

fr
om

 
in

d
ig

es
ti

o
n

? 
1

2
 

6 
p

<
.0

5
 

18
 

2 
P

<
•O

O
l 

30
 

8 
p 

<._
.0

0
1

 

54
. 

D
o 

yo
u 

su
ff

er
 f

ro
m

 c
o

n
st

an
t 

st
om

ac
h 

tr
o

u
b

le
? 

6 
l 

p
<

(.
0

1
 

13
 

0 
p 

<
-0

01
 

19
 

l 
p 

<
.0

01
 

5
9

. 
We

re
 y

ou
 e

v
er

 t
ro

u
b

le
d

 w
it

h
 

in
te

st
in

a
l 

w
or

m
s?

 
l 

3 
NS

 
5 

0 
p

<_
.0

5 
6 

3 
NS

 

6
0

. 
Do

 y
o

u 
co

n
st

an
tl

y
 s

u
ff

e
r 

fr
om

 
ba

d 
co

n
st

ip
at

io
n

? 
8 

7 
N

S 
11

 
l 

p 
<

·0
01

 
19

 
8 

p 
<

.O
l 

6
3

. 
H

av
e 

yo
u 

ev
er

 h
ad

 s
er

io
u

s 
li

v
e
r 

o
r 

g
a
ll

 b
la

d
d

er
 t

ro
u

b
le

? 
0 

3 
p 

<
05

 
2 

0 
N

S 
2 

3 
NS

 

6
5

. 
D

o 
y

o
u

r 
m

us
cl

es
 a

n
d

 
jo

in
ts

 
co

n
st

an
tl

y
 f

e
e
l 

st
if

f?
 

9 
2 

p
~

.0
01

 
14

 
l 

p 
<

.0
01

 
23

 
3 

P
<

•O
O

l 

66
. 

D
o 

yo
u 

u
su

al
ly

 h
av

e 
se

v
er

e 
p

ai
n

s 
in

 t
h

e 
ar

m
s 

an
d 

le
g

s?
 

9 
l 

p 
<_

.0
01

 
1

0
 

0 
p<

(.
00

1 
19

 
1 

p 
~

00
1 



T
ab

le
 7

5 
co

n
ti

n
u

ed
 

Q
ue

st
io

n 
FE

M
AL

ES
 

M
AL

ES
 

TO
TA

LS
 

N
o.

 
an

sw
e
ri

n
#

 
N

o.
 

an
sw

er
in

g 
N

o.
 

an
sw

er
in

g 
"Y

es
" 

"Y
es

" 
"Y

es
" 

Jt
rp

oc
h.

 
C

o
n

tr
o

l 
p 

H
yp

oc
h.

 
C

o
n

tr
o

l 
p 

ey
po

ch
. 

C
o

n
tr

o
l 

p 
N

::2
2 

N
:3

4 
N

:2
8 

N
:2

2 
N

::5
0 

N
:5

6 

67
. 

A
re

 y
ou

 c
ri

p
p

le
d

 w
it

h 
se

v
er

e 
rh

eu
m

at
is

m
 

(a
rt

h
ri

ti
s?

) 
1 

0 
NS

 
4 

0 
p 

4
05

 
5 

0 
p 

<
.0

01
 

70
. 

Do
 

p
ai

n
s 

in
 y

ou
r 

ba
ck

 m
ak

e 
it

 
ha

rd
 f

o
r 

yo
u 

to
 k

ee
p 

up
 w

it
h

 
yo

ur
 w

or
k?

 
7 

3 
p

<
.0

5 
10

 
l 

P
<

•O
l 

17
 

4 
p 

<
-0

01
 

I 

71
. 

A
re

 
yo

u 
tr

o
u

b
le

d
 w

it
h 

a 
se

ri
o

u
s 

~
 

b
o

d
il

y
 d

is
a
b

il
it

y
 o

r 
de

fo
rm

it
y?

2 
0 

p
~

05
 

3 
0 

p
<_

.0
5 

5 
0 

p
<

:0
0

1
 

f 

7
6

. 
Ar

e 
yo

u 
o

ft
en

 b
o

th
er

ed
 b

y
 

se
v

er
e 

it
ch

in
g?

 
6 

6 
NS

 
8 

l 
p 

~
05

 
1

4
 

7 
p

<
.0

5
 

7
9

. 
Do

 y
ou

 s
u

ff
e
r 

ba
d

ly
 f

ro
m

 
fr

eq
u

en
t 

se
ve

re
 h

ea
da

ch
es

? 
11

 
3 

p 
<

.0
01

 
11

 
4 

N
S 

22
 

7 
p 

(
:0

01
 

8
0

.~
D

oe
s 

p
re

ss
u

re
 o

r 
p

ai
n

 i
n

 t
h

e 
he

ad
 o

ft
en

 m
ak

e 
li

fe
 l

l1
B

er
ab

le
?l

5 
11

 
p 

~
01

 
13

 
6 

NS
 

28
 

17
 

p
~

O
l 

8
1

. 
A

re
 

he
ad

ac
he

s 
co

m
m

on
 i

n
 y

ou
r 

fa
m

il
y

? 
9 

6 
N

S 
5 

l 
N

S 
14

 
7 

p 
~

0
5

 

8
3

. 
D

o 
yo

u 
o

ft
en

 h
av

e 
sp

el
ls

 o
f 

se
v

er
e 

d
iz

zi
n

es
s?

 
8 

8 
NS

 
11

 
2 

p
~

0
5

 
19

 
10

 
p 

<
;0

5
 

8
4

. 
Do

 y
ou

 f
re

q
u

en
tl

y
 f

e
e
l 

fa
in

t?
 

6 
6 

N
S 

7 
0 

p 
<

.0
0

1
 

13
 

6 
p<

.o
s 

86
. 

D
o 

yo
u 

ha
ve

 
a 

co
n

st
an

t 
nu

m
bn

es
s 

o
r 

ti
n

g
li

n
g

 i
n

 a
e

y
 p

ar
t 

o
f 

p 
<

.0
0

1
 

y
o

u
r 

bo
dy

? 
10

 
3 

p 
~

0
0

1
 

9 
1 

p 
~

.0
1

 
19

 
4 



T
ab

le
 7

5 
co

n
ti

n
u

ed
 

Q
ue

st
io

n 
FE

M
A

LE
S

 
M

AL
ES

 
TO

TA
L.

S 

N
o.

 
an

sw
er

in
g 

N
o.

 
an

sw
er

in
g 

N
o.

 
an

sw
er

in
g

 
"Y

es
" 

"Y
es

" 
"Y

es
" 

H
yp

oc
h.

 
C

o
n

tr
o

l 
p 

H
yp

oc
h.

 
C

o
n

tr
o

l 
p 

H
yp

oc
h.

 
C

o
n

tr
o

l 
p 

N
:2

2 
N

:3
4 

N:
2

8
 

N
=2

2 
N

:5
0 

N
::8

6 

8
7

. 
Wa

s 
an

y 
p

a
rt

 o
f 

y
o

u
r 

bo
dy

 
ev

er
 p

ar
al

31
se

d?
 

3 
0 

p
<.

_.
0

1
 

1 
2 

NS
 

4 
2 

NS
 

9
1

. 
H

as
 

an
yo

ne
 

in
 y

o
u

r 
f a

m
.il

y 
ev

er
 

ha
d 

fi
ts

 o
r 

co
n

v
u

ls
io

n
s 

(e
p

il
ep

sy
)'

? 
3 

5 
N

S 
3 

0 
P

<
:0

5 
6 

5 
N

S
 

9
4

. 
A

re
 y

ou
 a

 
sl

ee
p

 w
al

k
er

? 
0 

0 
NS

 
2 

0 
NS

 
2 

0 
p

<
.0

5
 

I ,~ \.
n

 

9
7

. 
H

av
e 

yo
u 

ev
er

 h
ad

 a
n

y
th

in
g

 
\.

n
 ' 

se
ri

ou
sl

y
 w

ro
ng

 w
it

h
 y

o
u

r 
g

e
n

it
a
ls

 
(p

ri
v

at
es

)?
 

7 
0 

p 
<:_

;0
01

 

98
. 

A
re

 y
o

u
r 

g
e
n

it
a
ls

 o
ft

en
 

p
ai

n
fu

l 
o

r 
so

re
? 

6 
0 

p 
<_

.0
01

 

1
0

2
. 

Do
 y

ou
 h

av
e 

tr
o

u
b

le
 s

ta
rt

in
g

 
y

o
u

r 
st

re
am

 w
he

n 
u

ri
n

at
in

g
? 

7 
1 

p 
<_

.0
5 

1
0

3
. 

Do
 

yo
u 

h
av

e 
to

 g
e
t 

up
 e

v
er

y
 

n
ig

h
t 

an
d 

u
ri

n
at

e?
 

9 
5 

p 
<

..0
5 

3 
3 

NS
 

12
 

8 
N

S 

1
0

4
. 

D
ur

in
g 

th
e 

da
y,

 d
o 

yo
u 

u
su

al
ly

 
ha

ve
 

to
 u

n
in

at
e 

fr
eq

u
en

tl
y

? 
12

 
7 

p
<

.o
s 

13
 

4 
p

~
0

5
 

25
 

1
1

 
p 

~
0

0
1

 

1
05

. 
D

o 
yo

u 
o

ft
en

 h
av

e 
se

v
er

e 
b

u
rn

in
g

 
p

ai
n

 w
he

n 
yo

u 
u

ri
n

at
e?

 
6 

2 
p

~
0

5
 

4 
l 

NS
 

10
 

3 
p 

<:
:_

.05
 

10
6

. 
D

o 
y

ou
 

so
m

et
im

es
 l

o
se

 c
o

n
tr

o
l 

o
f 

y
o

u
r 

b
la

d
d

er
? 

3 
3 

NS
 

3 
0 

p<
_.

05
 

6 
3 

NS
 



T
ab

le
 

75
 c

o
n

ti
n

u
ed

 

Q
ue

st
io

n 
FE

M
AL

ES
 

M
AL

ES
 

TO
TA

L.
S 

N
o.

 
an

sw
er

in
g

 
N

o.
 

an
sw

er
in

g 
N

o.
 

an
sw

er
in

g 
"

ye
s"

 
"Y

es
" 

"Y
es

'' 
H

yp
oc

h.
 

C
ot

jt
ro

l 
p 

H
yp

oo
h.

 
C

o
n

tr
o

l 
p 

H
yp

oc
h.

 
C

o
n

tr
o

l 
p 

N
:2

2 
N

:3
4 

N
:2

8 
N

:2
2 

N
=.

50
 

N
=.

56
 

1
0

8
. 

D
o 

yo
u 

o
ft

en
 g

et
 s

p
e
ll

s 
o

f 
co

m
pl

et
e 

ex
h

au
st

io
n

 o
r 

fa
ti

g
u

e?
 

3 
18

 
p

<._
.0

0
1

 
17

 
10

 
NS

 
20

 
35

 
NS

 

11
0.

 D
o 

yo
u 

u
su

al
ly

 g
et

 u
p 

ti
re

d
 

an
d 

ex
h

au
st

ed
 i

n
 t

h
e 

m
or

ni
ng

~
 1

3 
16

 
N

S 
19

 
9 

p
<

.0
5 

32
 

25
 

p 
<

:~
05

 

11
1.

 D
oe

s 
ev

er
 l

it
tl

e
 e

ff
o

rt
 w

ea
r 

I 

yo
u 

o
u

t?
 

9 
7 

N
S 

9 
3 

NS
 

18
 

1
0

 
p 

~
05

 
.....

 "' 0\ I 

1
1

3
. 

Do
 y

ou
 s

u
ff

e
r 

fr
om

 s
ev

er
e 

ne
rv

ou
s 

ex
h

au
st

io
n

? 
11

 
12

 
NS

 
18

 
4 

P
<::

: .
00

1 
29

 
16

 
P

<
•O

l 

11
4.

 D
oe

s 
ne

rv
ou

s 
ex

h
au

st
io

n
 r

u
n

 
in

 y
ou

r 
fa

m
il

y
? 

6 
1 

p
~

0
5

 
3 

1 
NS

 
9 

2 
p<

_.
-0

5 

1
1

5
. 

A
re

 
yo

u 
fr

eq
u

en
tl

y
 i

ll
'?

 
10

 
3 

P
'(°

 .0
01

 
10

 
1 

p
<

.0
5

 
20

 
4 

p 
<::

_.
00

1 

11
7.

 A
re

 
yo

u 
al

w
ay

s 
in

 p
oo

r 
h

ea
lt

h
? 

10
 

0 
P

<
•O

O
l 

12
 

l 
p 

<
·0

01
 

22
 

l 
p 

<:_
.0

0
1

 

11
8.

 A
re

 y
ou

 c
o

n
si

d
er

ed
 a

 
si

c
k

ly
 

pe
rs

on
? 

2 
1 

N
S 

8 
1 

p
<

.0
5

 
10

 
2 

p
~

.0
1 

1
1

9
. 

D
o 

yo
u 

co
m

e 
fr

om
 a

 
si

ck
ly

 
fa

m
il

y?
 

3 
2 

NS
 

4 
0 

p
<

.0
1

 
7 

2 
p

<
.0

5
 

1
2

0
. 

Do
 

se
v

er
e 

p
ai

n
s 

an
d 

ac
he

s 
m

ak
e 

it
 i

m
p

o
ss

ib
le

 f
o

r 
yo

u 
to

 d
o 

y
o

u
r 

w
or

k?
 

6 
0 

p 
<

·0
01

 
6 

4 
N

S 
12

 
4 

N
S 



T
ab

le
 7

5 
co

n
ti

n
u

ed
 

Qu
es

ti
o

n
 

FE
M

AL
ES

 
M

AL
ES

 
TO

TA
LS

 

N
o.

 
an

sw
er

in
g 

N
o.

 
an

sw
er

in
g 

N
o.

 
an

sw
er

in
g

 
"Y

es
" 

"Y
es

" 
"Y

es
" 

H
yp

oo
h.

 
C

o
n

tr
o

l 
p 

H
yp

oc
h.

 
C

o
n

tr
o

l 
p 

H
yp

oc
h.

 
C

o
n

tr
o

l 
p 

N
::2

2 
N

:3
4 

N:
2

8
 

N
::2

2 
N:

0
0

 
N

:0
6 

1
2

1
. 

D
o 

yo
u 

w
ea

r 
y

o
u

rs
e
lf

 o
u

t 
w

or
ry

in
g 

ab
o

u
t 

y
o

u
r 

h
ea

lt
h

? 
12

 
1 

p 
<

.0
01

 
19

 
3 

p<
.0

0
1

 
31

 
4 

p 
,(

'.0
0

1
 

1.
22

. 
A

re
 

yo
u 

al
w

ay
s 

il
l 

an
d 

un
ha

pp
y?

 9
 

l 
p<

(.
00

1 
10

 
0 

p 
<

.0
01

 
19

 
l 

p
<

.0
0

1
 

1
2

3
. 

A
re

 y
o

u 
co

n
st

an
tl

y
 m

ad
e 

m
is

er
ab

le
 b

y 
p

o
o

r 
h

ea
lt

h
? 

14
 

3 
p

<
.0

01
 

16
 

2 
p 

<_
:0

0
1

 
30

 
5 

p 
(

.0
0

1
 

I ~
 .. 

1
2

5
. 

A
s 

a 
c
h

il
d

, 
d

id
 y

ou
 h

av
e 

V
\ 

--.
J 

rh
eu

m
at

ic
 f

e
v

e
r,

 
gr

ow
in

g 
p

ai
n

s 
' 

o
r 

tw
it

ch
in

g
 o

f 
th

e 
li

m
b

s?
 

5 
3 

NS
 

5 
1 

N
S 

10
 

4 
p

<
.0

5
 

13
7.

 D
id

 y
ou

 e
v

er
 h

av
e 

a 
se

ri
o

u
s 

in
ju

ry
? 

0 
4 

p 
~

05
 

3 
4 

NS
 

:.3
 

8 
NS

 

1
3

9
. 

D
o 

yo
u 

u
su

al
ly

 h
av

e 
g

re
a

t 
d

if
fi

c
u

lt
y

 i
n

 f
a
ll

in
g

 a
sl

ee
p

 
o

r 
st

ay
in

g
 a

sl
ee

p
? 

15
 

16
 

NS
 

20
 

9 
p 

~
05

 
35

 
25

 
p 

<
-0

01
 

1
4

1
. 

D
o 

yo
u 

fi
n

d
 i

t 
im

p
o

ss
ib

le
 
to

 
ta

k
e 

re
g

u
la

r 
d

a
il

y
 e

x
er

ci
se

? 
10

 
7 

p
<

.0
5

 
13

 
6 

N
S 

23
 

13
 

p
<

.0
5

 

1
4

2
. 

D
o 

yo
u 

sm
ok

e 
m

or
e 

th
an

 2
0 

c
ig

a
re

tt
e
s 

a 
da

y?
 

0 
3 

p 
~

05
 

4 
5 

NS
 

4 
8 

N
S 

14
5.

 D
o 

yo
u 

sw
ea

t 
o

r 
tr

em
b

le
 a

 
lo

t 
d

u
ri

n
g

 e
x

am
in

at
io

n
s 

o
r 

q
u

es
ti

o
n

in
g

? 
15

 
14

 
p 

~
05

 
8 

7 
N

S 
23

 
21

 
NS

 



T
ab

le
 

75
 c

on
ti

nu
ed

 

Q
u

es
ti

o
n

 
FE

M
AL

ES
 

M
AL

ES
 

TO
TA

LS
 

N
o.

 
an

sw
er

in
g 

N
o.

 
an

sw
er

in
g

 
No

. 
an

sw
er

in
g

 
"Y

es
" 

"Y
es

" 
"Y

es
" 

H
yp

oc
h.

 
C

o
n

tr
o

l 
p 

H
yp

oc
h.

 
C

o
n

tr
o

l 
p 

H
;y

po
ch

. 
C

o
n

tr
o

l 
p 

N
::2

2 
N

:3
4 

N
:2

8 
N

:2
2 

N
:5

0 
N

:5
6 

1
4

6
. 

D
o 

yo
u 

g
et

 n
er

vo
us

 a
nd

 s
h

a
k

y
 

w
he

n 
ap

pr
oa

ch
ed

 b
y 

a 
su

p
er

io
r?

l5
 

18
 

N
S 

1
8

 
5 

p 
<

•O
l 

33
 

23
 

P
<

•0
5 

1
4

7
. 

D
oe

s 
y

o
u

r 
w

or
k 

fa
ll

 
to

 p
ie

ce
s 

wh
en

 t
h

e 
b

o
ss

 o
r 

a 
su

p
er

io
r 

is
 w

at
ch

in
g

 y
ou

? 
12

 
9 

p 
<_

~0
5 

10
 

3 
NS

 
22

 
12

 
P

<
•0

5 

1
5

1
. 

D
o 

st
ra

n
g

e 
pe

op
le

 o
r 

p
la

ce
s 

I ,_. V
\ 

m
ak

e 
yo

u 
a

fr
a

id
?

 
11

 
Q

 
N

S 
9 

2 
N

S 
20

 
11

 
p 

<,
_.

0
5

 
<f 

,, 

15
2

. 
Ar

e 
yo

u 
sc

ar
ed

 t
o

 b
e 

al
o

n
e 

w
he

n 
th

er
e 

a
re

 n
o 

fr
ie

n
d

s 
n

ea
r 

yo
u?

 
9 

10
 

NS
 

7 
1 

p 
<

-0
5 

16
 

11
 

N
S 

1
5

3
. 

Is
 i

t 
al

w
ay

s 
ha

rd
 f

o
r 

yo
u 

to
 

m
ak

e 
up

 y
o

u
r 

m
in

d?
 

10
 

15
 

NS
 

15
 

5 
p 

~
0

5
 

25
 

20
 

NS
 

1
5

4
. 

Do
 y

ou
 w

is
h 

yo
u 

al
w

ay
s 

ha
d 

so
m

eo
ne

 a
t 

y
o

u
r 

si
d

e 
to

 
ad

v
is

e 
yo

u?
 

12
 

15
 

N
S 

15
 

4 
p 

<
.0

5 
26

 
19

 
p 

(•
0

5
 

1
5

5
. 

D
o 

yo
u 

fe
e
l 

al
on

e 
an

d 
sa

d
 

a
t 

a 
p

ar
ty

? 
8 

6 
NS

 
9 

3 
N

S 
1

7
 

9 
p 

(.
0

5
 

1
5

8
. 

D
o 

yo
u 

u
su

al
ly

 f
e
e
l 

un
ha

pp
y 

an
d 

d
ep

re
ss

ed
? 

11
 

9 
NS

 
16

 
2 

p 
<

•O
C>

l 
27

 
11

 
p 

<
.0

0
1

 

1
6

0
. 

A
re

 y
ou

 a
lw

ay
s 

m
is

er
ab

le
 

an
d 

b
lu

e?
 

10
 

7 
N

S 
11

 
0 

p
~

.0
01

 
21

 
7 

p 
<

-0
0

1
 

1
6

1
. 

D
oe

s 
li

fe
 l

o
o

k
 e

n
ti

re
ly

 h
op

ae
ss

?9
 

9 
NS

 
12

 
1 

p 
(.

0
0

1
 

21
 

10
 

p 
<

-0
1 



T
ab

le
 

75
 c

o
n

ti
n

u
ed

 

Q
ue

st
io

n 
FE

M
AL

ES
 

M
AL

ES
 

TO
TA

LS
 

N
o.

 
an

sw
er

in
g 

N
o.

 
an

sw
er

in
g 

N
o.

 
an

sw
er

in
g 

"Y
es

" 
"Y

es
" 

uy
es

" 
H

yp
oc

ij.
 

C
o

n
tr

o
l 

p 
H

yp
oc

h.
 

C
o

n
tr

o
l 

p 
H

yp
oc

h.
 

C
on

tr
ol

 
p 

N
::2

2 
N

:3
4 

N
:2

8 
N

:2
2 

N
:5

0 
N

:5
6 

16
7.

 D
oe

s 
ne

rv
ou

sn
es

s 
ru

n
 i

n
 y

o
u

r 
p

<
.0

5
 

fa
m

il
y

? 
11

 
6 

P
<

•0
5 

4 
1 

NS
 

15
 

7 

17
4.

 A
re

 y
o

u
r 

fe
el

in
g

s 
e
a
si

ly
 h

u
rt

? 
18

 
21

 
NS

 
21

 
11

 
NS

 
49

 
32

 
p

<
.0

5
 

18
2

. 
Do

 
li

tt
le

 a
nn

oy
an

ce
s 

g
et

 o
n 

yo
ur

 
n

er
ve

s 
an

d 
m

ak
e 

yo
u 

an
gr

y?
 

15
 

13
 

p 
<

-0
5 

15
 

6 
N

S 
30

 
1

9
) 

p
(

.0
1

 
I 

18
3.

 
D

oe
s 

it
 m

ak
e 

yo
u 

an
gr

y 
to

 h
av

e 
~
 

an
yo

ne
 t

e
ll

 y
ou

 w
ha

t 
to

 d
o?

 
5 

9 
NS

 
10

 
2 

P
<

•0
5 

15
 

11
·: 

NS
 

'° I 

18
4.

 
Do

 
pe

op
le

 o
ft

en
 a

nn
oy

 a
nd

 
ir

ri
ta

te
 y

 oo
.? 

11
 

8 
p<

_.
05

 
1

4
 

5 
p 

<·0
5 

25
 

13
 

P
<

•O
l 

18
6.

 D
o 

yo
u 

o
ft

en
 g

et
 i

n
to

 a
 

v
io

le
n

t 
ra

g
e?

 
3 

1 
NS

 
5 

1 
N

S 
8 

2 
p

~
0

5
 

18
8 

• 
.A

re
 
yo

u 
co

n
st

an
tl

y
 k

ey
ed

 
up

 a
nd

 
ji

tt
e
ry

?
 

14
 

11
 

p 
<

•O
l 

13
 

6 
NS

 
27

 
17

 
P

(•
0

5
 

18
9.

 D
o 

su
dd

en
 n

o
is

es
 m

ak
e 

yo
u 

ju
m

p 
o

r 
sh

ak
e 

b
ad

ly
? 

15
 

20
 

NS
 

15
 

4 
p

~
0

5
 

30
 

24
 

N
S 

19
1.

 D
o 

yo
u 

be
co

m
e 

sc
ar

ed
 a

t 
su

dd
en

 
m

ov
em

en
ts

 
o

r 
n

o
is

es
 a

t 
n

ig
h

t?
 1

1 
14

 
N

S 
9 

2 
p 

<t
_0

5 
2

0
 

16
 

N
S 

19
3.

 D
o 

fr
ig

h
te

n
in

g
 t

ho
ug

ht
s 

ke
ep

 
co

m
in

g 
ba

ck
 i

n
 y

ou
r 

m
in

d?
 

16
 

11
 

p 
~

00
1 

15
 

3 
p 

<
·0

0
1

 
31

 
1

4
 

p 
z.

0
0

1
 



T
ab

le
 

75
 c

on
ti

n
u

ed
 

Q
ue

st
io

n 

19
4.

 
Do

 y
o

u
 o

ft
en

 b
ec

om
e 

su
d

d
en

ly
 

sc
ar

ed
 f

o
r 

no
 

go
od

 r
ea

so
n?

 

1
9

5
. 

D
o 

yo
u 

o
ft

en
 b

re
ak

 o
ut

 i
n

 a
 

co
ld

 s
w

ea
t?

 

FE
M

AL
ES

 

N
o.

 
an

sw
er

in
g 

"Y
es

" 
H

yp
oc

h.
 

C
o

n
tr

o
l 

p 
N

:2
2 

N
:3

4 

1
0

 
14

 
N

S 

1
0

 
1

1
 

N
I' 

M
A

LE
S

 

N
o.

 
an

sw
er

in
g 

"Y
es

" 
H

yp
o 

ch
. 

C
on

tr
ol

 
N

:2
8 

N
~

2
 

15
 

3 

8 
l 

p 

p 
<:

_.
0

0
1

 

p<
.0

5
 

TO
TA

LS
 

N
o.

 
an

sw
er

in
g 

"Y
es

" 
H

yp
oc

h.
 

C
o

n
tr

o
l 

N
:5

0 
N

:5
6 

25
 

17
 

18
 

1
2

 

p 

p<
.o

s 

NS
 

I f-1
 °' C> I 



-161-

Other Clinical Features 

Certain clinical symptoms were sought which were of'ten not reflected 

in the diagnosis although they might be included in the diagnostic 

formulation. These were conversion symptoms such as globus hystericus, 

aphonia and motor wealmess and obsessional symptoms such e.s compulsive 

checking and obsessional thoughts or impulses. 

The presence of depersonalization was also noted and this was 

defined as an altered experience of the self of'ten expressed as a feeling 

of "unreality" or with phrases such as "I feel I am standing outside 

myself, looking at myself" • 

The frequency with which conversion symptoms occurred in the two 

groups is shown in Table 76. There were no patients with gross symptoms 

such as deafness, blindness or paralyses in the bypocbondriacal sample 

and only one femaJ.e control patient had a gross conversion symptom - a 

paralysis of the right arm. 

Table 76 Conversion Symptoms 

Hypochondriasis Control 

Conversion symptoms present 60 (40.8%) 16 ( 2Jf.. 6%) 76 

No conversion symptoms 87 (59.2%) 4-9 (75.4%) 1.36 

14-7 (lOO'j&j 65 (100%) 212 

7!- = 4-.4-6 1 d:f <P 0.05 

As is shown in Table 76 the incidence of conversion symptoms is 

significantly higher in hypochondriacal patients. Table 77 shows, 

however, that this difference is in the main due to the female patients 
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who report suoh symptoms more o:rten. 

Table V ... Cqnvel'&ion ~:ymptollS 

Female ale 

fftpochondriaa1s Control J{ypocbondrinais Control 

Conversion syaptoms 76 
present 4l (55.~, ) 12 (30::) 19 (26%') 4 (16%. 

o convereion 136 
aymptou '' ( 44.6t!~) 28 (NJ) 54- (7 } 21 (84.%. 

74, (1~) 40 (100%) 73 (1001) 2; (100}&) 

.j- = 5. 75 1 dt p (0. 02 

Qbgpaionti teatures were present in 22.l+?'/,) ol the hypochondr:taoe.l 

patients and 18. 5% of' ti. non-hypocbondrie.Qal aample. This ditterence 

waa not significant, (T@le .ZS). 

Table 78 • 

~ 

Obsessional features 

t.fo obaeaa1onal features 

ffypochondriaaia Control 

,, (22.4%} 12 (18.5%) 

111+ ( 77 .61) 53 (8l.5f } 

147 (1~) 6.5 (l ) 

i2- = 0.22 1 dt n.s. 

167 

212 

Considering the sexes sep~tely 4able 72 demonatratea thait obsessional 

feature• were somewhat cotnmoner in fflale hypoohondriacal than ccmtn>l 

su'bJeots, but this was not eigniticant. 



Table 79 

Obsessional features 
present 

No obsessional feat­
ures 
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Obsessional Features 

Females 

Hypochond.riasis Control 

1.5 (20.3%) 8 (2~) 

59 (79. 7%) 32 ( 80';&) 

Males 

Hypochond.riasis Control 

18 (24. 7%) 4- (16%) 

55 (75.3%) 21 (84-%) 

4-5 

167 

74- (100%} 40 (100%) 73 (100%) 25 (100%) 212 

not significant on x?- = 0.4- 1 df n.s. 
inspection 

Depersonalization occurred with similar frequency in both the 

hypoehondriacal and control patients (Table 80). 

Table 80 Depersonalization 

Hypochondrias is 

Depersonalization 28 1 

No depersonalization 119 (81%) 

14-7 (100%) 

x?- = 0.03 1 df n.s. 

Control 

54 (83.1%) 

65 (1~) 

39 

173 

212 

The incidence of depersonalization in the two sexes is shown in 

Table 81. The :frequenci es for males are very similar, while more 

hypochondriaoal females tend to report depersonalization. 
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Table 81 Depersonalization 

Females Males 

Hypochondriasis Control Hypochondria.sis Control 

Depersonalization 39 17 (23%) 7 (17.5%, 11 (15.1%) 4 (16%) 

57 (T1%) 33 (82.5% 62 (84.9%) 21 (84%) No depersonalization 173 

74 (100%) 

i--= 0.2 

40 (lOOfo) 73 (100%) 

1 d:f' n.s. f = 0.04 

25 ( 100%,) 212 

1 d:f' n.s. 

A history of a suicidal attempt was present in 10.2% of the 

hypocbondriaoal patients and in J.+J+.6% of the controls. As can be seen 

from Table 82 this finding is highly significant. 

Table 82 History of Suicidal Attempt 

Hypochondria.sis Control 

History of suicidal attempt 15 (10. 2%) 29 (44.6%) 41+ 

No history of suicidal attempt 132 (89.8%) 36 (55.4%) 168 

147 (1~) 65 (lOOfo) 212 

i- = 28.83 1 d:f' p ( 0.001 

These differences are found in both sexes and are significant (Table 83). 

Table 83 

History of suicidal 
attempt 

No history of 
suicidal attempt 

History of Suicidal Attempt 

Females 

Hypochondriasis Control 

9 (12.2%) 19 (47.5%) 

65 '87.8%) 21 (52.5%) 

Males 

Hypochondria.sis Control 

6 (8.2%) 10 (~) 

67 (91.8%) 15 (60%) 

44 

68 l. 

74 (lOOfo) 

-z?- = 13.89 

40 (100%) 73 (100%) 25 (loo;Q 212 

1 d:f' p ( 0.001 i- = 11.54 1 d:f' p ( 0.001. 
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Current Physical Illness 

During the examination of the patient a careful search was ma.de :fbr 

evidence of physical illness, disability or deformity. The organic 

pathology was graded according to the following scheme: 

Grade 1: No evidence of organic pathology 

2: Organic pathology present but expected to produce no symptoms 

or only mild ones, e.g. non toxic goitre, ha.re-lip, below­

knee amputation with prosthesis 

3: Moderate degree of organic pathology present but patients' 

:t'unctioning should be only slightly or temporarily impaired 

despite symptoms, e.g. peptic ulcer (non-active), mild hyper­

tension, mild osteoarthritis 

1+: Severe organic pathology present. Patient should be able 

to engage in ltght activities, e.g. chronic bronchitis, with 

emphysema, angina 

Table 84 shows the number of patients with various grades of 

organic pathology in the hypochondriacal and control groups. It is 

interesting that the vast majority of hypochondriacal patients had either 

no organic pathology or evidence of very mild pathology (grade 2). 

With regard to grade 2 and grade 3 pathology, there tend to be more 

hypochondriacal patients with the less serious grade 2 pathology and 

fewer with grade 3. The distribution for the female patients is shown 

in Table 85. It will be seen that the trend is very similar to that for 

the combined groups. 



Table §!t 

Hypochondria.sis 

Control 

Totals 

Table 85 

Hypochondria.sis 

Control 
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Organic Pathology 

Grading 

1 2 

103 (70.1%) 36 (24.5%) 

4.8 (73.8%) 8 (12.3%) 

3 

6 (4.1%) 

9 (13.8%) 

151 44 15 

-x?- = 0.16 1 df n.s. 

(groups 2 - 4 combined) 

Organic Pathology: in Females 

Grading 

1 2 

58 (78.4%) 13 (17.6%) 

29 (72.5%) 4 (10%) 

87 17 
2 X = o.2 1 df n.s. 

(groups 2 - 4 combined) 

3 

1 (1.4%) 

7 (17.5%) 

8 

4 

2 (1.4%) 

0 

2 

4 

2 (2.j.7%) 

0 

2 

147 (100;&) 

65 (100%) 

212 

74 (100%) 

40 (100%) 

114 

The distribution in the case of the male subjects is shown in 

Table 86. The pattern is somewhat different to that of the females in 

that there are fewer hypochondria.cal males with no pathology and more 

with grade 2 pathology. 

Table 86 Organic Patholog:y in Males 

Grading 

1 2 3 
Hypochondria.sis 45 (61.7%) 23 (31.5%) 5 ( 6.&;6) 0 73 (100%) 
Control 19 (76%) 4 (16%) 2 (8%) 0 25 (100%) 
Totals 64 27 7 0 98 

2 - 1 df X - 1.1 n.s. 

(groups 2 - 4 combined) 
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Referral to Non-Psychiatric Consultants 

Information was obtained concerning the patient's referral to 

non-psychiatric consultants during the course of the present illness 

(before referral to the Department of Psychiatry). Wherever possible 

the case-notes were studied. As can be seen from Table 87 hypochondria.cal 

patients had seen significantly more non-psychiatric consultants. The 

figures have been grouped for the purpose of carrying out the statistical 

test. Only two control patients had seen more than one non-psychiatric 

consultant. Of these one had seen two and the other had consulted 

four. 

Of the bypochondriaoal patients, 17 had seen two consultants, 12 

had seen three six patients ha.d seen four, two had seen five and one 

patient had been to six non-psychiatric departments before referral. 

Table 87 

Hypochondria.cal 

Control 

Totals 

J!eferral to non-Psychiatric Consultants 

0 

Number of Consultants 

1 2 + 

53 (36.1%) 56 (38.1%) 38 (25.8%) 

44 ( 67. 7%) 19 (29.2%) 2 (3.1%) 

97 75 40 

"J!- = 23.25 2 df p < 0.001 

147 (100%) 

65 (lOO}b) 

212 

Interestingly, female bypochondriacal patients were more likely 

than males to have been referred to the Psychiatric Department without 

previous referral to other departments (45.9% as opposed to 26%). Both 

female and ma.le hypochondria.cal patients saw significantly more non­

psychiatric consultants than the controls, (Tables 88 and 89). 



Table 88 

Hypochondria.sis 

Control 

Tota.ls 

Table 89 

Hypochond.ri a.sis 

Control 

Totals 
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Referral to non-Psychiatric Consultants: Females 

Number of Consultants 

0 1 

34 (45.9%) 21 (28.4%) 

23 (57.5%) 15 (37.5%) 

57 36 

X:- = 7.4 2 df p < 0.05 

2 + 

19 (25.6%) 

2 (5%) 

21 

74 (100%) 

40 (100%) 

114 

Referral to Non-Psychiatric Consultants: Males 

Number of Consultants 

0 1 2 + 

19 (26%) 35 (46.1%) 19 (26%) 

21 (84%) 4 (16%) 0 
~ 

40 39 19 

.,!, = 20. 76 2 df p <0.001 

73 (100}6) 

25 (100%) 

98 

History of Surgical Operations for Present Complaint 

None of the control patients had been operated on during the course 

of the illness for the complaints which had caused them to be referred 

to the Department of Psychiatry. There were only six subjects among the 

hypochondria.cal patients who had been operated on - three males and 

three females. In the ease of the males the operations were a tonsil­

lectomy, an appendicectomy and a gastrectomy. Of the females one 

subject had had a tonsillectomy and two had undergone a hysterectomy. 
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History of Surgical Operations Unrelated to Present Complaint 

The number of patients in each group who had undergone operations 

unrelated to their current physical complaints is shown in Table 90. 

The di:f'ferences between the hy:pochondriacal and control patients is not 

significant but there seems to be a trend for hypochondriacal patients 

to have had fewer operations. 

Table 90 Surgical Operations Unrelated to Present Complaint 

Number of Operations 

0 l 2 + 

H,ypochondriacal 

Control 

92 (62.5%) 

33 (50.8%) 

33 (22.4%) 

23 (35.4%) 

22 (15%) 

9 (13.8%) 

147 

65 

Totals 125 56 31 212 

.,?,, = 3.96 2 df n.s. 

Examination of the figures for the two sexes (Tables 91) shows 

that the same trend is present in both although perhaps more definite in 

the case of male patients. 

Table 91 

Number 

of 

0 

1 

Cperations 2+ 

Totals 

Surgical Operation Unrelated to Present Complaing (by Sex) 

Females Males 

Hypochondriasis Control Hypochondria.sis Control 

4-6 ( 62. 2%) 22 (55%) 4-6 (63%) 11 (44%) 

15 (20. 3%) 12 (~ ) 18 (24. 7%) 11 (44%) 

tl.3 (17.6%) 6 (15%) 9 (12.3%) 3 (12%) 

74 4D 73 25 

.,?,, = 1.36 2 df' n.s. x?- = 3.5 2 df n.s • 

125 

56 

31 

212 
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History of a Previous Psychiatric Illness 

Only illnesses which led to psychiatric treatment were included in 

this category. As can be seen from Table 92 a history of previous 

psychiatric treatment was much commoner in the control group of patients. 

The di:N'erence is highly significant. 

Table 92 History of Previous Psychiatric Illness 

History of previous 
psychiatric illness 

No history of previous 
psychiatric illness 

Tote.ls 

Hypochondriasis Control 

22 (15%) 24- (36.9%) 

125 (85%) 4-1 (63.~ 

14-7 (1~) 65 (loo{o) 

2 
X = 11.53 1 d.f p ( 0.001 

166 

212 

This finding is present in both sexes but significant only in the 

females (Table 93). 

Table 93 History of Previous Psychiatric Illness (by Sex) 

History of previous 
psychiatric illness 

Females Males 

Hypochondriasis Control Hypochondriasis Control 

12 (16.4%) 6 (24%) 10 (13.5%) 18 (45%) 46 

No history of 
previous 
psychiatric illness 

61 (83.6%) 19 (76%) 64- (86.5%) 22 (55%) 166 

Totals 73 (10~) 25 (loql) 74- (100%) 4-0 ( 100%) 212 

x2 = 12.25 1 d.f p<0.001 x2 = 0.295 l df n.s. 
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Premorbid Personality 

Personality is an entity which is notoriously difficult to asal ss. 

For the purposes of this study specific prominent "li:fe-long" traits 

were sought. These are listed and defined below. 

1. Hypochondriacal: Subjects with this trait showed a life-long 

tendency to overconcern with their bodily functions 8lld the rapid 

development of anxiety over any bodily disorder, however slight or 

transient. They tended to s eek in themselves evidence of diseases 

which they had read or heard about. 

2. Anxiety prone: This was defined as a tendency to over-react with 

psychological and somatic symptoms of fear and tension to objectively 

minor stresses. 

3. Obsessional: Subjects showing this trait were overconscientious, 

routine-loving, meticulous, often house-proud individuals with a 

tendency to adhere rigidly to high moral standards. 

4. Schizoid: Such personalities described difficulty in forming or 

maintaining interpersonal relationships. They tended to be solitary 

individuals who rarely communicated their thoughts or feelings to 

others. 

5. Paranoid: These subjects tended to feel that others were unfriendly 

towards them and often thought that laughter or whispered convera~tion 

might be directed at them. This trait often co-exists with schizoid 

personality characteristics. 

6. Aggressive: The presence of aggressive traits in the persohality was 

recorded if' the patient had a history of being markedly self-assertive 
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and reluctant to compromise in differences with other people. A 

history of physical aggression was particularly indicative of this 

trait. 

7. Submissive: These personalities tended to be passive and long­

suffering in their relationship with others. They avoided arguments 

at any cost and:trequently accepted the opinions of others even 

though they were inwardly convinced that they were in the right. 

8. Hysterical: These patients tended to be hystrionic in their manner 

and their behaviour could o:f'ten be described as "attention-seeking" 

with over-drama.tic description and even enactment of their suffering 

and symptomatology. They tended to be suggestible and showed 

frequent changes of affect and attitude during a conversation, 

regardJ.ess of how deeply felt or strongly held these affects and 

attitudes superficially appeared. 

9. Cyclothymic: These subjects reported phasic changes of mood with a 

tendency to be either rather subdued and depressed or jolly and 

overactive but rarely, if ever, neutral. 

10. ]notionally Unstable: This trait was characterised by outbursts of 

temper or sullp.ng in the face of frustration or the necessity to 

postpone immediate gratification of needs. There was also a 

tendency to show uncontrolled emotions of any sort in response to 

minor stimuli. 

11. Sensitive: This personality trait was used in the sense described 

by Schneider (1958). These patients are troubled by feelings of 

insecurity, uncertaintj' and inferiority. They are often concerned 



-173-

about their physical appearance, social status and the opinions 

which others have of them. They are easily upset, but have great 

difficulty in expressing their feelings. 

The above traits were in no way mutually exclusive. The frequency 

with which they were encountered in the hypochondriacal and control 

patients is shown in Table 94. 
Table 94 
Personality Trait 

Obsessional 

.Anxiety-prone 

Hypochondriacal 

Sensitive 

Paranoid 

Submissive 

Schizoid 

Hysterical 

Aggressive 

mnotionally Unstable 

Cyclothymic 

Premorbid Personality 

Hypochondriasis Control 

N = 147 N = 65 

117 (79.6%) 48 (73.8%) 

113 (76.9%) 31 (47. 7%) 

87 (59.2%) 2 (3.1%) 

67 (45.6%) 26 (/Pfa) 

37 ( 25-; .. 2%) 11 (16.9%) 

36 (24.5%) 19 (29.2%) 

27 (18.4%) 7 (10.8%) 

22 (15%) 10 (15.4%) 

17 (11.6%) 6 (9.2%) 

15 (10.2%) 15 (23.~ 

11 (7 .5%) 16 (24.6%) 

Chi Square Significance 

Value 

0.56 n.s. 

16.3 p <.0.001 

55.97 p <0.001 

0.37 n.s. 

1.31 n.s. 

0.31 n.s. 

1.41 n.s. 

o.oo6 n.s. 

0.07 n.s. 

5.13 p ( 0.05 

10.41 p ('o.01 

As can be seen, the commonest personality traits encountered in the 

hypochondriacal patients were the obsessional, anxiety prone, hypochon­

driacal and sensitive. The hypochondriacal patients diff'ered signi~cantly 

from the control patients with regard to four traits: they tended to 

manifest anxiety proneness and hypocb.ondriacal traits more often; while 
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Table 96 

Personality Triat 

Obsessional 

Anxiety-prone 

Hypochondriacal 

Sensitive 

Paranoid 

Submissive 

Schizoid 

Hysterical 

Aggressive 

Emotionally Unstabl 

Cyclothymic 

E 
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Premorbid Personality: Males 

Bypochondriaim Control 

N = 73 N = 25 

58 (79.5%) 18 (72%) 

53 (72.7 9 (36%) 

49 (67.1%) 2 (8%) 

30 (41.1%) 5 (20%) 

22 (30.1%) 3 (12%) 

20 (27.4%) 5 (20%) 

21 (28.8%) 4 (16%) 

3 (4.1%) 1 (4%) 

11 (15.1%) 4 (16%) 

4 (5.5%) 5 (20%) 

3 4.1%) 5 (20%) 

Chi Square Significance 

Value 

0.24 n.s. 

9.22 p ( 0.01 

23.77 p , 0.001 

2.7 n.s. 

2.34 n.s. 

0.22 n.s. 

0.1 n.s. 

Numbers too small 

" " " 
II " " 
II " " 

Signit'icance has not been calculated where numbers are too small 

(expected frequency less than five in at least one cell). From Table 95 

it can be seen that hypochondria.cal females dii'fer significantly from 

the female controls in being more anxiety-prone, more hypochondria.cal 

but less submissive and less cyclothymic. Although the findings are 

not significant they show the same trend as the sexes combined in being 

less emotionally unstable. With regard to other personality traits, 

there is a striking similarity between the hypochondria.cal and control 

females. 

In the case of the male patients (Table 96) the hypochondria.cal 
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subjects are once again more anxiety-prone and show hypochondriacal 

traits more often in their premorbid personality. They a.re also less 

emotionally unstable and less cyclothymic but not at a statistically 

significant level. Unlike the females they tend to be more submissive 

but this is not striking and does not achieve statistical significance. 

Family Histoz:y; of Psychiatric Illness 

A number of facts were sought concerning the patients' parents and 

siblings, in order to establish any history of an i llness requiring 

psychiatric treatment and any evidence of hypochondriacal phenomena. 

The latter was, of course, not easy for the patient to assess but he was 

asked to say whether the parent or sibling was very concerned about 

questions of health and disease in themselves. Parents who were described 

as "keep-fit" enthusiasts and who ate special foods or took tonics and 

other patent medicines were included in this category. 

The numbers reporting a fami ly history of psychiatric illness did 

not differ markedly in the hypochondriacal and control groups and is 

shown in Table 97. 
Table 91 

Family History of 
Psychiatric Illness 

No Family History of 
Psychiatric Illness 

Totals 

Family History of Psychiatric Illness 

Hypochondriasis Control 
·~ 

42 (28.6%) 16 (24.6%) 

105 (71.4%) 49 (75.4%) 
-

147 (100%) 65 (lOOfo) 

x?- = 0.18 l df n.s. 

58 

154 

212 
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When the figures for males and females are examined separately 

there seems to be a tendency for male hypochondriacal patients to report 

more family psychiatric illness (Table 98) but this does not achieve 

significance. 

Table 98 Family Histor;.y of Psychiatric Illness (by Sex) 

Females Males 

Hypochondriasis Control Hypochondriasis Control 

Family History of 
19 (25.7%) 12 (30%) 23 (31.5%) 4 (16%) Psychiatric Illness 58 

No Family History 
55 (74.3%) 28 (7C/fo) 50 (68.5%) 21 (84%) of Psychiatric 154 

Illness 

Totals 74 (100%) 40 (lOO}b) 73 (1()()1}) 25 (100%) 212 
2 

X = 0.08 1 df n.s. x?- = 1.53 l df n.s. 

The number of patients with hypochondriacal fathers is shown in 

Table 99. As can be seen, more of hypochondriacal patients tend to 

regard their fathers as hypochondriacal but not to a statistically 

significant degree. 

Table 99 Rypochondriasis in Fathers 

Hypochondriasis Control 

Father hypochondriacal 16 (10.9%) 3 (4.6%) 

Father not hypochondriacal 131 (89.1%) 62 (95.4%) 

Tota.ls 147 (100%) 65 (100%) 

x2 = 1.47 1 df n.s. 

19 

193 

212 

The same pattern is present in the case of the male and female 

subjects when examined separately (Table 100). 
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Table 100 llypochond.riasis (by Sex of Patient) - in Fathers 

Father hypochondr­
iacal 

Father not 
hypochondriaca.l 

Females 

Hypochondriasis Control 

8 (10.8%) 2 (5%) 

66 (89.2%) 38 (95%) 

Males 

Hypochondriasis Control 

8 (11%) 1 (4%) 

65 (89%) 24 (96%) 

19 

193 

Totals 74 (lOO}b) 40 (1~) 73 (lOO'ft) 25 (100ft) 212 

Numbers too small for test of significance 

Hypochondriasis in mothers was reported by 24.5% of hypochondriacal 

patients and 16.9% of the control patients. (Table 101) 

Table 101 Hypochondriasis in Mothers 

Hypochondriasis in Mothers 

Hypochondriasis 

Mother hypochondriacal 36 (24.5%) 

Mother not hypochondriacal 111 (75.5%) 

Totals U-7 (100%) 

Control 

11 (16.9%) 

54 (83.1%) 

65 (lOO}b) 

2 
X = 1.09 1 df n.s. 

47 

165 

212 

When figures for males and females are examined separately, 

(Table 102) there seems to be a tendency for the mothers of female 

hypochondriacal patients to be reported as being hypochondriacal more 

often than the mothers of control females. On the other hand, there 

is very little difference in this regard between the ma.le hypochondriasis 

and control groups. 



Table 102 

Mother 
hypochondriacal 
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Itypochondriasis in Mothers (by Sex of Patient) 

Females 

Hypochondriasis Control 

23 (31.1%) 7 (17.5%) 

Males 

Hypochondriasis Control 

13 (17.8%) l+ (16%) 1+7 

Mother not 
hypochondriac al 

Totals 

51 (68.9%) 

71+ (100%) 

33 (82.5%) 60 ( 82. 2%) 

40 (100%) · 73 (100%) 

21 (84%) 165 

25 (100%) 212 

2 
X = 1.8 1 df n.s. Numbers too small 

Prolonged exposure to illness in parents or siblµigs during child­

hood was reported significantly less often by the hypochondriaca.l 

patients (Table 103). 

Table 103 Prolonged Exposure to Illness in Parent or Sibling 

Hypochondriasis Control 

Prolonged exposure to 
illness in pa.rent or 23 (15.6%) 22 (33.8%) 1+5 
sibling 

No prolonged exposure to 
illness in parent or 121+ ( 84-.4-%) 1+3 (66.2%) 167 
sibling 

Totals 14-7 (100%) 65 (100%) 212 
2 

X = 7.87 1 df p <0.0l 

This pattern was present in both the male and female subjects. 

The difference does not attain statistical significance in the case of 

the females and the frequencies are too small -for testing in the males 

(Table lQl,.). 
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Table 194: Prolonged Exposure to Illness in Parent or Sibling 

(by Sex of Patient) 

Females Males 

Hypochondria.cal Control Hypochondria.sis Control 

Prolonged exposure 
14 (18.9%) 13 (32.5%) 9 (12.3%) 9 (36%) to illness in 45 

parent or sibling 

N::> prolonged ex-

60 (81.1%) 27 (67.5%) 64 (87. 7%) 16 (64%) posure to illness 167 
in parent or 
sibling I 

Totals 74 (100%) 40 (100%) 73 (100%) 2.5 ( lOO}b) 212 

2 X = 1.9.5 1 df n.s. Numbers too small 

Personal History 

In examining the personal histories of these subjects particular 

attention has been given to those experiences which have generally been 

considered as important in the aetiology of hypochondria.sis, such as 

over-solicitous parents and periods of illness. other data which was 

not directly related to the problem of hypochondria.sis was collected 

with the purpose of obtaining a more complete profile of the patients 

who comprise the sample. The details of criteria employed are given 

together with the findings in each section. 

Number of Siblings 

Only :full brothers and sisters were considered when arriving at 

the number of siblings which does not, of course, include the patient. 

The results are shown in Table 105. As can be seen there is a tendency 

for hypochondriacal patients to have more siblings than the control 
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patients. 

Table 105 Number of Siblings 

Number of Siblings 

0 1 2 3 4 6 6 7 8 9+ 

Hypochondria.sis ll3 18 21 24 23 18 12 4 5 9 147 

Control 7 20 10 7 4 4 6 2 1 4 65 

Totals 20 38 31 31 27 22 18 6 6 13 212 

~ = 14.74 7 df p (0.05 

(patients with seven or more siblings have been grouped) 

Although the same trend is present in both male and female patients 

it is significant only in the case of the females (Tables 106 and 107). 

Table lo6 Number of Siblings of Female Patients 

Number of Siblings 

0 1 2 3 4 5 6+ 

Hypochondria.sis 6 9 11 14 9 11 14 74 

Control 5 14 5 3 2 3 8 40 

11 23 16 17 11 14 22 114 

2 X = 11.34 4 df p <0.05 

(groups O - 1 and 4 - 5 have been grouped) 



-182-

Table 107 Number of' Siblings in Male Patients 

Number of Siblings 

0 1 2 3 4 5 6+ 

Hypochondriasis I: 9 10 10 14 7 16 l 73 

Control 6 5 4 2 1 5 25 

24 29 24 21 98 

x2 = 3.41 3 df n.s. 

(groups 0-1, 2-3 and 4-5 have peen grouped) 

Position in Sibship 

Patients were categorized according to whether they were the only, 

eldest or youngest child in the family. The proportions of patients 

in each of these positions is shown in Table 108. 

Table 108 Position in Sibship 

Only Child Eldest 

Position 

?oungest Other 

Hypochondriasis 13 (8.8%) 32 (21.8%) 36 (24.5%) 66 (44-.9%) 147 

Control 7 (10.8%) 19 (29.2%) 13 (20%) 26 (40%) 65 

20 51 49 92 212 

x2 = 1.86 3 d.f' n.s. 

There is clearly a close similarity between the hypochondriacal and 

control patients with regard to ordinal position. When the figures for 

the :female patients are examined (Table 109) there appears to be a tendency 

:for more hypochondriacal females to be youngest children and for :fewer to 

be eldest. This does not, however, attain statistical significance. 
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The males do not show any striking difference between the hypochondriacal 

and control patients (Table 110). 

Table 109 

Hypochondri a.sis 

Control 

Table 110 

Hypochondrias is 

Control 

Position in Sibship: Females 

Position 

Only Child Eldest Youngest 

6 (8.1%) 14 (18.9%) 21 (28.4%) 

5 (12. 5%) 11 (27.5%) 7 (17.5%) 

11 25 28 

x2 = 2.66 2 df n.s. 

(only children and eliest children 

Position in Sibship: Males 

Position 

Only Child Eldest Youngest 

7 (9.6%) 18 (24. 7%) 15 (20.5%) 

2 (8%) 8 (32%) 6 (24%) 

9 26 21 
2 X = 0.64 2 df n.s. 

other 

33 (44.6%) 

17 (42.5%) 

50 

grouped) 

other 

33 (45. 2%) 

9 (36%) 

42 

(only children and eldest children grouped) 

74 

40 

114 

73 

98 

98 

Childhood stress was considered to have been present if the patient 

experienced a home (before the age of 16 years) in which separation :f'rom 

either or both parents had occurred for more than six months due to 

death, divorce or illegitimacy; where there was a history of extreme 

poverty, alcoholism in a parent, open quarrelling or violence between 

parents. All such stresses have been grouped under one heading but in 
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addition the permanent separation through death or divorce from a parent 

before the patient was 16 years old has been noted and is considered 

separately. 

Of the hypochondriaca.l patients 46.3% reported childhood stress. 

A proportion very similar to that of the control patients (47.7%). 

The actual numbers are shown in Table 111. 

Table 111 

Childhood stress 

No childhood stress 

Totals 

Childhood Stress 

Hypochondriasis 

68 (46.3%) 

79 (53.7%) 

147 

Control 

31 (47. 7%) 

34 (52.3%) 

65 

-x?-- = 0.002 1 df n.s. 

99 

113 

212 

The proportions reporting childhood stress in the female and male 

hypochondriacal groups (Table 112) do not differ significantly from the 

controls although it is of interest that, while fewer hypochondriacal 

males reported childhood stress than controls, more of the hypochondriacal 

females did so than the controls. 

Table 112 

Childhood stress 

No childhood stress 

Childhood Stress (by Sex) 

Females 

Hypochondriasis Control 

39 (52.7%) 19 (47.5%) 

35 (47.3%) 21 (52.5%) 

74 40 
2 X = 0.11 1 df n.s. 

Males 

Hypochondria.sis Control 

29 (39.7%) 12 (48%) 

44 (60.3%) 13 (52%) 

73 25 
2 

X = 0.002 . 1 df n.s. 

99 

113 

212 
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Permanent separation from father before the age of 16 years occurred 

in 12.9% of hypochondriacal patients and 17% of the controls (Table 113). 

The difference is not significant. The figures for each :ex are shown 

in Table 114;. 

Table 113 

Loss of father 

No loss of father 

Loss of Father before 16 Years of Age 

Hypochondria.sis Control 

19 (2.9%) 11 (17%) 30 

128 (81.1%) 54 (83%) 182 

147 65 212 
2 l elf' X = 0.31 n.s. 

Table 114 Loss of Father before 16 Years of Age (by Sex of Patient) 

Loss of father 

Females 

Hypochondria.sis Control 

10 (13.5%) 7 (17.5%) 

Males 

Hypochondriasis Control 

9 (12. 3%) 4 (16%) 

No loss of father 64 (86.5%) 33 (82.5%) 64 (87. 7%) 21 (84%) ~ 

30 

82 

74 40 73 25 

'1f' = 0.09 1 elf' n.s. Numbers too small 

Permanent separation from mother occurred in four (5.4%) of the 

hypochondriaca.l females and four of the hypochondriaca.l males (5.5%). It 

occurred in 15% of the female controls and 8% of the males. As the 

frequencies were small only the differences between the sexes combined 

212 

could be tested statistically and they did not reach significance (Table 115). 
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Table 115 Loss of Mother 

Hypochondriacal Control 

Loss of Mother 8 ( 5.4%) 8 (12.4%) 16 

lro loss of Mother 139 (94.6%) 57 (87.6%1 196 

Totals 14-7 65 212 

x2 = 2.14 1 di' n.s. 

Childhood Health 

An attempt was made to assess the patient's health as a child, 

i.e. Wlder 16 yea.rs of age. Information was not only sought concerning 

actual illnesses a.nd stays in hospital but also whether the patientshad 

for some reason been considered "delicate" as children. This was often 

vol\Ulteered spontaneously by the patients who described themselves as 

"weak" and "delicate" children who were often described as such by their 

pa.rents and relatives. In addition to this patients were asked whether 

either or both of their parents had tended to be consistently solicitous 

and protective towards them to a degree which might be considered 

excessive. Parents falling into this category were, for example., very 

concerned to protect their children aga.:uist the cold and frequently 

bought patent medicines and tonics to "strengthen" them or to prevent 

constipation or "debility". Sueh parents also tended to warn their 

children against activities which could be injurous to their health., and 

consulted the family doctor at the slightest concern. Patients were 

also asked whether they had experienced any prolonged illness which 

prevented them from taking part in normal activities for at least six 
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weeks. Any stBi.Y in hospital for longer than two weeks was noted and 

patients were asked whether they had ever been told by a doctor that 

they had some "permanent" organic pathology such a.s a "leaky valve" or 

a "weak bladder". 

Considered "Delicate" during Childhood 

Of the hypochondria.cal patients 29.3% reported that they were 

"delicate" children who were always "under the weather" and considered 
I 

"weak". This proportion was significantly higher than that in the 

control group. 

Table 116 Considered a. "Delicate" Child 

Hypochondria.sis Control 

Considered "delicate" 43 (29.3%) 8 (12.3%) 51 

Not considered "delicate" 104 (70. 7%) 57 (87.7%) 161 

147 65 212 

2 
X = 6.19 1 d:f' p <0.02 

Both male and female hypochondria.eel. patients reported significantly 

more often than the controls that they were "delicate" in childhood, 

(Table 117). The difference is more striking and more significant in 

the case of the male patients. 
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-188-

Considered a "delicate" Child (by Sex) 

Females 

Hypochondriasis Control 

28 (37.8%) 7 (17.5%) 

Males 

Hypochondriasis Control 

15 (20.5%) 1 (4%) Considered "Delicate" 

Not considered 
unelicate" 46 ( 62.2%) 33 (82.5%: 58 (79.5%) 

51 

61 

212 

24 (96%) l 

74 

~ = 4.14 1 df p ( 0.05 

73 

2 X = 26.2 

25 

1 df p <0.001 

Overprotective and oversolicitous parents were also reported by 

more hypochondriaoal than control patients. In this case, however, the 

difference, although approaching significance, did not reach the 

conventional 5% level. The findings for the sexes combined are shown 

in Table 118 and f'or each sex in Table 119. 

Table 118 "Overprotected" in Childhood 

Hypochondriasis Control 

"Overprotected" in 
31 (21.1%) 6 (9.2%) 37 childhood 

Not "overprotected" in 
116 (78.9%) 59 (90.8%) 175 childhood 

147 65 212 
2 . 

X = 3.61 1 df n.s. 



Table 119 

Overprotected in 
childhood 

Not overprotected in 
childhood 
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"Overprotected" in Childhood (by Sex) 

Females 

Hypochond.riasis Control 
' 

16 (21.6%) 4 (10%) 

58 (78.4%) 36 (90%) 

Males 

Hypochondriasis Control 

15 (20.5%) 2 (8%) 

58 (79.5%) 23 (92%) n. 

37 

75 

74 

2 

73 25 212 

X = 1.7 l df n.s. 'J!- = 1.26 1 df n.s. 

Only nine (12.2%) of the hypochondriacal females and five (6.8%) of 

the hypochondriacal males reported having been told that they suffered 

from some permanent organic pathology. This did not di:ff'er significantly 

from the control patients in whose case five (12.5%) of the females and 

one ( 4%) of the males repQrted a doctor telling them that they had a 

defect which was permanent. In no case was any evidence of the supposed 

defect found by the author. - In the case of the hypochondriacal males 

three were told that they had weak hearts and two that they had "weak 

chests". Of the hypochondria.cal females five were told that they had 

"weak hearts", in two cases with "leaky valves", two were told that they 

had "weak bladders" and two that they had "weak chests". 

Experience of Prolonged or Frequent Illness in Childhood 

"Prolonged or frequent illness" was defined as physical illness 

which prevented normal activities for at least six weeks or a history of 

frequent possibl'° relatively minor illness which caused absence from 

school such that over a period of at least six months the patient never 
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spent more ~han 14 ~onsecutive d88'S at school. 

With regard to the experience of illness as defined here the 

hypochondriacal patients did not differ significantly from the controls. 

If anything, such experiences were less frequently reported by the 

hypochondriacal patients (Table 120). 

Table 120 Prolonged or Frequent Illness in Childhood 

Prolonged or frequent 
illness in childhood 

No prolonged or frequent 
illness in childhood 

Hypochondriasis 

21 (14.3%) 

126 ( 85. 7%) 

147 

Control 

12 (18.5%) 33 

53 (81.5%) 179 

65 212 
2 X = 0.32 1 df n.s. 

Scrutiny of the figures for males and females t~en separately 

suggests that male hypochondriacal patents tend to report fewer such 

experiences of illness than the male controls (Table 121). 

Table 121 Prolonged or Frequent Illness in Childhood (by Sex) 

Prolonged or frequen 
illness 

No prolonged or 
frequent illness 

1 

Females 

Hypochondria.sis Control 

14 (18.9%) 8 (20%) 

60 (81.1%) 32 ( 80}b) 

Males 

Hypochondriasis Control 

7 (9.6%) 4 (16%) 

66 (90.4%) 21 (84%) ~ 

33 

79 

74 40 73 25 212 
2 X = 0.02 1 df n.s. ~ = 0.26 1 df n.s. 
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Experience of Hospitalization in Childhood 

Patients were asked whether they had ever been in hospital during 

their childhood (i.e. before the age of 16 years). 

Of the hypochondriacal patients seven males and four females had 

been in hospital before the age of 16 years. Of the females one patient 

had spent three weeks in hospital, two had spent six weeks and one had 

been in six months for the treatment of pulmonary tuberculosis. 

Two of the males haa been in two weeks, one for four weeks, one for 

six weeks, one fbr seven weeks, one for three months and one for six 

months. 

In the case of the control patients, one female had been in hospital 

for three weeks, one for four weeks, two for nine weeks and one for six 

months. Of the male controls one had been in for two weeks, one for six 

weeks, one for three months and two for six months. 

Patients were grouped into those who had a hospital experience in 

childhood and those who had not. As the numbers were small the male 

and female figures have been combined (Table 122). 

Table 122 Hospitalized during Childhood 

Hypochondria.sis Control 

Hospitalized in childhood 11 (7.5%) 9 (13.8%) 20 

Not hospitalized in 
136 (92.5%) 56 (86. 2%) 192 childhood 

147 65 212 

7!- = 1.46 1 d:f' n.s. 



-192-

Occupational Adjustment and Intelligence 

The social class of patients based on their occupation has been 

discussed. Patients were also categorized - as previously described -

on the basis of their occupational history, as to whether they had a 

stable or unstable job record. It was found possible to do this only 

in the case of the male patients since most of the female patients were 

housewives and had not worked since marriage. 

Of the 73 male hypochondriacal patients only twelve had ever held 

any job for less than five years and of these nine had shown a tendency 

to instability in their work record. Of the non-bypochondriacal males 

only three subjects had held jobs for less than five years and of these one 

had an instable work record. Thus 12.3%) of the hypochondriacal males 

and 4% of the controls showed job instability. The actual numbers were 

too small for a Chi Square test to be applied but would suggest that 

occupational. instability might be commoner in hypochondriacal patients. 

Intelligence was assessed using the Mill Hill Vocabulary Scale, 

Form 1 Senior. The scale was completed by all the control subjects 

and by 50 consecutive bypochondriaca.l patients (25 female-25 male). The 

total scores obtained in the test were converted into percentile grades 

with the use of the Guide to the Mill Hill Vocabulary Scale {Raven 1958). 

Thus Grade I or "verbally superior" includes subjects with scores at or 

above the 95th percentile for persons of their age group; Grade II or 

"definitely above average in verbal ability" includes subjects with a 

score at er above the 75th percentile; Grade II+ includes scores above 

the 90th percentile; Grade III or "verbally average" includes scores 
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between the 25th and 75th percentiles; (Grade III+: scores above the 

50th percentile or median and Grade III-: scores below 5oth percentile); 

Grade r.v or "definitely below average in vergal ability" includes scores 

at or below the 25th percentile (Grade tv- if scores are at or below the 

10th percentile) and GradeV or "verbally defective" refers to scores 

below 5th percentile. 

The numbers in each grade are shown in Table 123 • . 

Table 123 Verbal Intelligence 
Mill Hill Vocabulary Scale: Percentile Grades 

I II m+ III- tv I.V- V 
Hypochondrias is 

I : 
'I; I ~:; 1~ ~ c5 

I 
50 

Control 7 1+ 31 21 0 0 65 

3 11 5 51+ 1+0 2 0 115 

For the purposes of carrying out a Chi Square test patients with 

grades above the median, i.e. in Grades I to III+ were grouped in one 

category and patients below the median ( Grades III- to V) in a separate 

category. There was no significant difference between the hypochondria.cal 

and control patients (X2 = 0.79, 1 df, n.s.) although it is of interest 

to note that 20% of the control patients were graded above the median, 

as opposed to 12% of the hypochondria.cal patients. This difference 

is more marked when the data for female patients are considered 

separately (Table 124). 



Table 124-

Percentile 

Grades 

I to III+ 

III- to V 
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Verbal Intelligence (by Sex) 

Females 

Hypochondriasis Control 

1 (4%) 7 (p.1%) 

24 (96%) 34 (82.9%) 

25 41 

Males 

Hypochondriasis Control 

5 (20%) 6 (25%) 

20 (80'fa) 18 (75%) 

25 24 

19 

96 

115 

Numbers too small Not significant on inspection 

Marital Adjustment 

The civil state of the hypochondriaoal and control patients is shown 

in Table ;4J.. Of the hypochondria.cal smaple, 22 patients (15%) had never 

been ma.J:Tied; 116 (78.9%) were married and 9 (6.1%) were widowed, 

divorced or separated. Of the control sample there were 51 (78.5%) 
married, 4 (6. 2%) single and 10 (15.4%) widowed, divorced or separated. 

Thus a larger proportion of the hypochondriacal patients were single 

and this excess consists mainly of men, of whom 21. 9% were single as 

opposed to 8% in the control male sample. 

Size of Family 

As previously menti oned, only living children were considered in 

recording the size of the patient's family. The findings for the 

hypochondria.cal and control patients is shown in Table 125. Although 

the two samples do not differ significantly there would seem to be a 

tendency for hypochondria.cal patients to have smaller families. In 

particular the differences show up when families of two or fewer children 
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are considered. Thus 17.6% of the hypochondriacal patients have no 

children while 8.3% of the control group are childless. On the other 

hand 40J{; of the control patients have two children as opposed to 22.4% 

of the hypochondriacal sample. It is of interest to examine the findings 

for male and female patients separately (Tables 126 and 127). 

:£.able 125 

Hypochond.riacal 

Control 

Table 126 

Hypochondriacal 

Control 

Size of Family (excluding single patients) 

Number of children 

0 1 2 3 

22 (17.6%) 44 (35.2%) 28 (22.3%) 19 (15.2%) 

5 (8.3%) 15 (25%) 24 (40/o) 11 (18.3%) 

27 59 52 30 
2 X = 8.49 4 df n.s. 

12 (9.6%) 

5 (8.3%) 

17 

Size of Family: Females (excluding single patients) 

Number of children 

0 1 2 

10 (14. 7%) 25 (36.8%) 13 (19.1%) 

4 (10.8%) 10 (28.6%) 14 (37.8%) 

14 35 27 

2 
X = 4.44 3 df n.s. 

3+ 

20 (29.4%) 

9 (24. 3%) 

29 

68 

37 

105 

125 

60 

185 



Table 127 

Hypochond.riaca.l 

Control 
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Size of Family: Males (excluding single patients) 

Number of children 

0 1 2 

12 (21. 2%) 19 (33.3%) 15 (26. 3%) 

1 (4.3%) 5 (21. 7%) 10 (43.5%) 

13 24 25 

x2 = 6.o 3 d:f n.s. 

3+ 

11 (19.3%) 

7 (30.4%) 

18 

57 

23 

80 

The association between hypochond.riacal illness and small family 

size is more striking in the male patients although statistical significance 

is not reached. Of' particular interest is the finding that only one male 

in the control group is child.less, while there are twelve (21.1%) such 

patients in the hypochondriacal sample. 

Marital Disharmony was considered to be present if' the patient (or spouse) 

described himself as seriously unhappy or dissatisfied in his marriage, 

if there were frequent arguments and occasional violence and a history of 

separations. Only marital disharmony which was related to the present 

marriage was considered. Disharmony which had been present more than 

one year previous to the onset of' symptoms was not taken into account. 

Patients who had divorced or separated before that time were excluded. 

As can be seen from Table 128, the hypochondria.cal patients reported 

signif'icantly less marital disharmony. The males and femal.es taken 

separately show the same trend but the differences do not attain 

significance (Table 129). 



-19'7-

Table 128 Marital Disharmon_y 

Hypochondriasis 

Marital disharmony 28 (24.1%) 

No marital disharmony 88 (75.9%) 

Totals 116 

Control 

22 (43.1%) 

29 (56.9%) 

51 

50 

117 

167 

x2 
= 5.2 ldf p < 0.05 

Table 129 Marital Disharmony (by Sex of Patient) 

Females 

Hypochondriasis Control 

1JO. 7 (28.3%) Marital disharmon 

No marital 
disharmony 

14 (46. 7%) 

43 (71. 7%) 16 (53.3%) 

60 30 

'J!- = 2.22 1 elf n.s. 

Sexual Adjustment 

Males 

Hypochondriasis Control 

11 (19.6%) 8 (38.1%) 

45 (80.4%) 13 (61.9%) 

56 21 

2 X = 1.89 1 elf n.s. 

In assessing sexual adjustment patients were asked whether they 

gained satisfaction from sexual relations (and in particular sexual 

intercourse) with persons of the opposite sex. This question was 

asked in relation to the current illness and also in relation to their 

adjustment before the present illness. 

50 

117 

167 

From the data in Table 130 it can be seen that hypochondriacal 

patients were less well adjusted sexually. The male patients generally 

complained of a lack of libido due to tirednes; which was often related 

to depression, but the female patients tended to describe sexual inter­

course as a disgusting activity which had never interested them. 



Table 130 

Poor sexual 
adjustment 

Good sexual 
adjustment 
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Sexual Adjustment 

Hypoohondriasis 

72 (46.3%) 

75 (53.7%) 

147 
2 

X = 7.5 l df' 

Control 

18 (27. 8%) 90 

47 (72. 2%) 122 

65 212 

p ( 0.01 

The male hypoohondriaoal patients were more o:ften poorly adjusted 

f'rom the sexual point of view than the controls but the d.i.i'ference 

does not attain statistical significance as it does in the case of the 

females (Table 131). 

Table 131 Se:x.'tlal Adjustment: Female and Male 

Poor sexual 
adjustment 

Good sexual 
adjustment 

Females 

Bypochondriasis Control 

~ (59.4%) 14 (35%) 

30 (40.6%) 26 (65%) 

Males 

Hypochondria.sis Control 

28 (38.3%) 4 (16%) 

45 (61. 7%) 21 (84%) 

90 

122 

74 40 73 25 212 

x2 = 5.28 1 df' p <0.05 -,:- = 3.28 1 df' n.s. 

Dysmenorrhoea 

Female patients were questioned as to the amount of discomf'ort which 

they generally had with their periods. Post menopausal women were 

asked to describe the situation in retrospect. Dysmenorrhoea. was graded 

a.s follows: in the case of female patients the amount of dysmenorrhoea 
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which the patient usually experienced was noted. The degree of 

dysmenorrhoea was graded as "O" if absent, grade '!l' if mild, and not 

requiring any measures to be taken by the patient, grade "2" if the 

patient needed to take analgesics and grade "3" if the patient needed 

to go to bed at any time during the menstrual period. The numbers of 

hypochondriace.l and control females with various grades of dysmenorrhoea 

is shovm in Table 1,32. There is a significant association between the 

hypochondriace.l patients and the severer grades of dysmenorrhoea. 

Table 132 

Hypochondriasis 

Control 

Totals 

.Menopause 

Dysmenorrhoea 

Grade 

0 1 2 

42 (56.8%) 9 (12.2%) 10 (13.5%) 

25 (62.5%) 10 (25%) 2 (5%) 

67 19 12 

x2 = 6.36 2 df p <. 0.05 

(grades 2 and 3 combined) 

3 

13 (17.6%) 

3 (7.5%) 

16 

74 

40 

114 

In very few patients did the menopause seem to have been related 

to the onset of their illness. Four of the hypochondriaca.l females .-i,d 

one of the controls stated that their illness had begun while they were 

menopausal or within a year of the onset of menopausal symptoms such as 

hot flushes, scanty and irregular periods or amenorrhoea. 
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Other Factors of Possible Aetiological Significance 

Pnysical Illness or Operation related to Onset of psychiatric Symptoms 

Patients were classified according to whether or not they had had a 

physical illness or operation during the three months prior to the onset 

of their psychiatric symptoms. The hypoohondriacal and control patients 

did not differ markedly in this regard (Table 133). 

Table 133 Physical Illness related to Onset of Psychiatric Symptoms 

Hypochondriac al Control 

Physical illness related 35 (23.8%) 14 (21.5%) 49 to onset 

Others 112 (76.2%) 51 (78.5%) 163 

147 65 212 
2 1 df X = 0.03 n.s. 

There is a more marked difference between the male than between 

the female patients but in neither case does it attain statistical 

significance (Table 134) 

Table 134 

Physical illnes 
or operation 

No physical 
illness or 
operation 

Physical Illness or Operation Related to Onset of 
Psychiatric Symptoms (by Sex) 

Females 

Hypochondriasis Control 

s 18 ( 24. YI,) 11 (27 .5%) 

56 (75.7%) 29 (72.5%) 

74 40 

'J!- = 0.02 1 df n.s. 

Males 

Hypochondriasis Control 

17 (23.3%) 3 (12%) 

56 (76.7%) 22 (88%) 

73 25 

X:,- = 0.85 1 df n.s. 

49 

212 
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The physical illnesses involved were extremely varied. Those 

encountered in the female hypochondriacal patients were psoriasis, 

labyrinthitis, duodenal ulcer, gastroenteritis, post-partum haemorrhage 

due to a retained placenta, haema.turia, thyrotoxicosis, pulmonary 

tuberculosis, syphilis and pyelitis (in two cases). Two subjects had 

undergone a complete dental clearance, one a colporraphy, one a hyster-

ectomy and one a herniorraphy. In one subject the illness began shortly 

after a miscarriage at 20 weeks. 

The male hypochondriacal patients reported a haematemesis (in 

three cases), peptic ulcer symptoms (in four cases), early rheumatoid 

arthritis, nephritis, Sydenham's chorea, coronary thrombosis, pernicious 

anaemia, otitis media, sinusitis, infective hepatitis, supraspinatus 

tendinitis, hypertension (three cases), paroxsysmal tachycardia 

(supraventricular) in two cases and bronchitis (three cases). One 

patient had undergone a herniorraphy and one a laminectomy. 

suffered. a CollE!'s fracture of the radius. 

One had 

In the female control group the conditions were menorrhagia, 

epilepsy, angina, aqueduct stenosis, herpes zoster, hypertension, 

ulcerative colitis, a miscarriage at ten weeks and a prolapsed inter-

vetrebal disc. One patient had had a mastoidectomy, one a colporraphy 

and one a removal of a benign tumour from the breast. 

The male controls reported bronchitis, a prolapsed intervetrebal 

disc, prostatitis, and a haemetemesis. 

., 

' 

; 

. 
•• 

. 
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. 
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Accident Related to Onset of Illness 

Accidents causing physical injury, pain or discomfort which had 

occurred during the three months before the onset of psychiatric symptoms, 

and which the patient considered at least one of the causes of the illness, 

were reported by 13 (17.8%) of the hypochondriacal males and 5 (20%) 

of the male controls - clearly a non-significant difference. Only one 

hypochondriacal female and two control females reported an accident. 

The differences between the male groups are obviously not significant. 

When the sexes are combined the Chi Square vqlue is 0.001, which falls 

far short of the accepted level for significance. 

Compensation 

None of the male controls were actively involved in compensation 

proceedings for an injury, although five had received compensation for 

injuries in the past. Of the hypochondriacal males ten patients were 

actively pre-occupied with the question of compensation. Of these only 

two were involved in proceedings but the rest frequently contemplated 

them. One patient had received compensation but felt that it was 

insufficient. 

Thus compensation was a current issue in the case of hypochondriacal 

male patients only. None of the female hypochondriacal patients were 

involved in compensation proceedings or had received compensation in 

the past. 

Ex:posure to Illness in a Relative or Friend 

Subjects were asked whether they had been in contact with a relative , 



close friend or colleague who had suffered a serious illness within 

three months of the onset of their own symptoms. Table 135 shows the 

numbers reporting such an experience in the hypochondriacal and control 

groups. 

Table 135 Exposed to Illness in a Relative or Friend 

Hypochondriasis Control 

Exposed to illness 63 (42.9%) 31 (47. 7%) 94 
Not exposed to illness 84 (57.1%) 34 (52.3%) 118 

147 65 212 

2 
1 df X = 0.25 n.s. 

The figures for the male and female patients are shown in Table 1,36. 
Table 136 

Exposed to 
illness 

Not exposed to 
illness 

Exposed to Illness in Relatives or Friends (by Sex) 

Females 

Hypochondriasis Control 

.30 (40.5%) 20 (50}&) 

44 (59.5%) 20 (50}&) 

74 40 
2 

X = 0.6 1 df n.s. 

Males 

Hypochondriasis Control 

33 (45.2%) 11 (44;'1o) 

40 (5li-.B%) 14 (56%) 

73 25 

x2 = 0.49 1 df n.s. 

94 

118 

212 

The individuals experiencing illness with whom patients had been in 

contact are shown in Table 137. 
The commonest ill person with whom subjects in both groups had been 

in contact was a parent. Friends or colleagues were second in frequency 

in the hypochondriacal sample and last in the control group. In 
neither group was contact with an ill spouse particularly common. 
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Some patients had, of course, been in contact with more than one person 

suffering from an illness. 

None of the control patients had physical symptoms similar to those 

of people with whom they had been in contact, nor, of course, were they 

pre-occupied by the specific illness. In the case of the hypochondriacal 

patients, all were in some way pre-occupied with the illness of the 

person they had known and tended to recognize similar symptoms in 

themselves. 

Table 137 Individuals with Illness to whom patient was exposed 

Hypochondria sis Control 

Females Males Total Females Males Total 

Parent 13 17 30 7 3 10 

Spouse 5 1 6 3 2 5 

Child 4 1 5 3 1 4 

Sibling 3 5 8 2 4 6 

Other relative 6 2 8 5 1 6 

Friend or 
7 8 15 1 1 2 Colleague 

Feelings of Guilt 

These fell into two main groups. Those relating to sexual matters 

(in particular extra-marital intercourse) and those relating to self-

reproach in general over duties and responsibilities. The numbers who 

reported guilt over their sexual behaviour is shown in Table 138. 
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Table 138 Sexual Guilt 

Hypochondriasis Control 

Sexual guilt present 23 (15.6%) 7 (10.8%) 30 

No sexual guilt 124- (84.4%) 58 (89.2%) 182 

147 65 212 
2 1 d:t' X = 0.53 n.s. 

The hypochondriacal patients reported slightly more guilt related 

to their sexual behaviour than the control patients but this was not 

significant. This trend was more marked in the female than in the 

male patients (Table 139). 

Table 139 

Sexual guilt 
present 

No sexual guilt 

Sexual Guilt: Females and Males 

Females 

Hypochondriasis Control 

11 (14.9%) 3 (7.5%) 

63 (85.1%) 37 (92.5% 

74 40 

Males 

Hypochond.riasis Control 

12 (16.4%) 4 (16%) 

61 (83.6%) 21 (84%) 

73 25 

182 

212 

x?- = 0.71 1 d:t' n.s. Not significant on inspection 

Guilt feelings in general were commoner in the non-hypochond.riacal 

patients (Table 140). This finding was statistically significant. 
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Table 140 Guilt Feelings 

Hypochondria.sis Control 

Guilt feelings reported 20 (13.6%) 19 (29.2%) 39 

No guilt feelings 127 (86.4%) 46 (70.8%) 173 

147 65 212 

f = 6.32 1 df p <0.02 

The same negative association between hypochond.riasis and guilt 

is present in both male and female subjects but it does not reach 

statisticaJ. significance (Table 141). 

Table 14.J. Guilt Feelings in Females and Males 

Guilt feelings 
reported 

No guilt 
feelings 
reported 

Totals 

Females 

Hypochondria.sis Control 

14 (18.9%) 13 (32.5%) 

60 (81.1%) 27 (67.5%) 

74 40 
2 X = 1.95 1 df n.s. 

Feelings of Resentment and Hostility 

Males 

Hypochondria.sis Control 

6 (8.2%) 6 (24%) 

67 (91.&;) 19 (76%) 

73 25 
2 

X = 2.97 1 df n.s. 

39 

173 

212 

More than half of the hypochondriacal patients admitted to feelings 

of resentment and hostility towards individuals with whom they came into 

almost daily contact, but towards whom they felt 1.mable to express these 

feelings. Thus one patient felt considerable hostility towards his 

mother-in-law but felt he should not say anything since he and his wife 
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were dependant upon her for accommodation. Another patient was extremely 

resentful about the way in which his employer had transferred him to a 

post which he found disagreeable but was unable to complain. Most of 

the patients who felt that they deserved compensation felt resentment 

towards those whom they regarded responsible for their situation, such 

as trade union officials, solicitors and doctors. In most cases the 

feelings of resentment could be traced back to the period before symptoms 

first began. It should be said that these feelings were often admitted 

only after many interviews with the patient. The numbers reporting 

resentment are sholVIl in Table 14,g. 

Table lJ+2 

Resentment 

No resentment 

Feelings of Resentment and Hostility 

Hypochondriasis 

78 (53.1%) 

69 (46.9%) 

147 

Control 

20 (41+-.4%) 98 

45 (55.6%) 114 

65 212 

2 
X = 6.32 1 df p ( 0.02 

The association between hypochondriasis and unexpressed resentment is 

present in both sexes but significant only in the females (Table Jlj) 

Table 143 Resentment and Hostility {by Sex) 

Resentment 

No resentment 

Females 

Hypochond.riasis Control 

41+ (59.5%) 12 (3CY/o) 

30 (40.5%) 28 (7CY/o) 

Males 

Hypochondriasis Control 

34 (46.6%) 8 (32%) 

39 (53.4%) 17 (68%) 

98 

114 

74 28 73 25 212 

x2 = 7.9 l d:f' p <0.01 "J!- = 1.08 1 df n.s. 
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The various individuals towards whom resentment was felt are 

listed in Table 144. Some patients were resentful towards more than 

one person. 

Table 144 Individuals towards whom Resentment was Felt by 
I;l.ypochondriacal Patients 

Males Females 

Officials involved in 10 0 compensation 

Superior at work 7 1 

Parent 6 9 

Sibling 6 4 

Doctors 5 1 

Parent-in-law 2 2 

"Friends tt and colleagues 2 3 

Spouse 1 16 

Other relatives 0 5 

Child 0 6 

It can be seen from Table 144 that there is a striking sex difference 

with regard to the target of the patient's aggression. In the case of 

male patients, individuals connected with compensation claims, superiors 

at work, parents and siblings were the commonest targets; whereas in 

the female patients these feelings were aimed most commonly at husbands, 

parents and children. 
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The Influence of Radio. Television, Newspapers ·and Magazines 

Although a number of patients stated that reports or descriptions 

of diseases encountered in various mass communication media tended to 

make them anxious and apprehensive about contracting the disease, no 

patient related such an incident to the onset of psychiatric symptoms. 

The numbers admitting to being affected by these sources are shown 

in Table 145. 
Table 145 The effect of Mass Communication Media 

Hypochondriacal Control 

.Affected by mass media 25 (17%) 5 (7. 7%) 30 

Not inf'luenced 122 (83%) 60 (92.3%) 182 

Totals 147 65 212 
2 1 df X = 2.5 n.s. 

As can be seen f'rom Table 145, the hypochondriacal patients were 

more prone to be influenced by television, etc. but the association is 

not statistically significant. The figures for the two sexes (Table 14§) 

shows that the female hypochondriacals differ more markedly :from the 

female controls with regard to the influence of the mass media than do 

the male hypochondriacal patients :from the male controls. 

Table 146 

Affected by mass 
media 

Not influenced 

The effect of Mass Communication Media (by Sex) 

Females Males 

Hypoohondriasis Control Hypochondriasis Control 

0.4 (18. 9%) 2 (5%) 11 (15.1%) 3 (12%) 
~o (81.1%) 38 (95%) 62 (84.8%) 22 (88%) 

30 

182 
74 4D 73 25 212 

2 X = 3.1 1 d:f' n.s. 2 X = 0.02 l df n.s. 
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The Ini'luence of "Medical" Books 

Twelve hypochondriacal patients (eight males and four females) 

said that they possessed a book of medical information for laymen which 

they had long been in the habit of reading. No patient, however, felt 

that any of his symptoms had started after reading such a book, although 

the information may have caused more anxiety. Of the control sample, 

no patient admitted to possessing or reading such a book. 

Iatrogenic Factors 

It was not easy to assess the part played by the statements or 

actions of doctors in the aetiology of the patients' illness. However, 

such factors seemed to have operated in 22 (15%) of the hypochondriacal 

patients (12 males and 10 females) and were not f'ound in any of the control 
2 patients (X = 16.82, 1 df, p .r0.001i 

The part played by the doctor tended to take two forms. Either 

the patient was influenced by the doctors management of his case, or 

by the doctor's remarks. Thus one patient was told by his doctor that 

he had suffered a coronary and should take things easy in bed for six 

weeks. He was later told that this was n ot the case but was unable 

to be convinced and continued to fear the consequences of exertion • 

.Another patient was referred to the hospital by his family doctor 

for a suspected murmur when he was six years old. The hospital found 

nothing untoward and discharged him. His doctor, however, was convinced 

that cardiac pathology was present and ordered him to avoid strenuous 

activities. He referred hin1 back to the hospital for another opinion 
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which was again reassuring. However, the general practitioner insisted 

that something was wrong and repeated his advice. The patient had been 

pre-occupied with his cardiac function ever since. 

In some oases the patient focused his attention on a remark which 

he claimed had been made during his illness. Two patients were con­

cerned because their doctors had said that their stomachs produced too 

much acid and they were convinced that this was impairing their general 

health. 

A number of patients had become anxious and concerned because of 

the number of investigations carried out. Thus, a twenty year old 

male patient who complained of pa.ins in his muscles became alarmed when 

he was thoroughly investigated by physicians and orthopaedic surgeons 

because two o-f' his uncles suffered from a familial muscle disorder. 

Bereavement 

Only bereavements involving a close relative or friend, a.nd 

occurring within six months of the onset of symptoms were considered. 

There was no significant difference between hypochondriacal and control 

patients with regard to this variable (Table 1.47). 

Table 147 Bereavement 

Bereaved 

Not bereaved 

Hypochondriasis 

24 (16.3%) 

123 (83. 7%) 

Control 

10 (15.4%) 34-

55 (84.6%) 178 

147 65 212 

~ = 0.03 l df n.s. 
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Examination of the figures for males and females (Table 14.8) shows 

a tendency for more hypochondriaeal males to have em:perienced bereavement 

than male controls, but the numbers are too small for statistical 

analysis. 

Table 148 

Bereaved 

Not bereaved 

Bereavement (by Sex) 

Females 

Hypochondria.sis Control 

14 (18.9%) 9 (22.5%) 

60 (81.1%) 31 (77 . 5%) 

74 
2 

X = O.Oli- 1 df n.s. 

Males 

Hypochondria.sis Control 

10 (13.7%) 1 (4%) 

63 (86.3%) 24 (96%) 

73 25 

Numbers too small 

In the case of the hypochondria.cal females the lost relative was 

a mother in eight cases, a father in four cases and a spouse in two 

34 

178 

212 

cases. The hypochondriacal males lost a father in four cases, a mother 

in one case, a. spouse in two eases, a grandpa.rent in two cases and a. 

close friend in one case. 

The female controls had lost a mother in four oases, a spo.use in 

one case and other relatives in four oases. The male control who had 

been bereaved had lost his mother. 

Involvement in the Care of a Sick Person 

Eighteen of the hypochondria.cal patients had been involved in the 

care of a sick person during the six months previous to the onset of 

their illness and in a few cases were still involved. Of the eighteen, 

only three were males. The females had tended to the needs of their 
mothers in eight oases, fathers in one case, spouse in three oases, a 
child, a mother-in-law and a sibling - each in one case. The three 
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hypochondriaca1 males had cared for a mother, a friend and a mother­

in-law. 

The one male control was caring for his spouse and the female 

controls had cared for their mothers (2 cases), a child, a grandmother 

and a cousin. 

Although more of the hypochondriacal patients tended to have been 

involved in such activities the differences were small and not 

significant (Tables 149 andl50) 

Table 149 

Involved in care of 
sick person 

Others 

Involved in the Care of a Sick Person 

Hypochondrias is Control 

18 (12. 2%) 6 ( 9. 2%) 

129 (87 .8%) 59 (90.8%) 1 

147 
2 

X = 0.16 1 df n.s. 

24 

188 

212 

Table 150 Involved in the Care of a Sick Person: Mal.es and Females 

Involved in care 
of sick person 

Others 

Fema1es 

Hypochondriasis Control 

15 (20.3%) 5 (12.5%) 

59 (79. 7%) 35 (87.5%) 

74 40 
2 

X = 0.6 l df n.s. 

Ma1es 

Hypochondriasis Control 

3 (4.1%) 1 (4%) 

70 (95. 9%) 24 (96%) 

73 25 

24 

188 

212 

Not significant on inspection 
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PART TWO: The 14? Bzpeche•driacal aad 65 Oeatrel Patieats perae:aallz studied: 

Summary of Significant Findings. 

1. By-peche•driacal patie•ta are eTerrepreseated 1• the UllSkilled a».d. 

aeaiskilled 118.JlU&l eeeupati••• alld underrepreae•ted 1• the skilled 

and •on-:aanual occupatieas. 

(Significant in males and feaales) 

2. BJP•c•••driacal patients are mere likel7 to haTe been referred 

from a ••n-pa7chiatric hospital department than from their eWJl 

general practitioner. (I"•t aigaificant in fe11alea) 

3. BJPecheadriacal subJecta were ••re likel.7 te haTe beea drawn. frem 

the ••ew referral• clinic aJJ.d the "fellewup• clinic, as opposed 

to the i•-pa.tieat al'l.d 4~ hespital Ullits. 

(Not significant in females) 

4. Bypocllendriaea.l patieats reported haviag bee• 111 for lenger before 

first referral to the Department ef Ps7chiat17. 

(Not significant 1• males) 

5. Endogenous depression was diagnosed ••re often in the control 

subJecta. 

(Sigaifieaat in males aJld fe11&les) 

6. Neurotic depression was coJ!llloner in the control subJects. 

(lfuabers too ama.11 for statistical comparisons withi.A each sex). 

7. Bypochondriacal patients haTe higher &Terage •soma.tic•, 

•psychiatric• and •total• scores on the Cornell Medical Index. 

(Significant ia males and. females) 

8. H7Poehoadriacal patients were less likely to haTe a histe17 ef a 

suicidal atteapt. 

(S~ificant in males and females) 
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th illneo before refer l to the De rt nt of 

( ign1f1cant in lea and female} 

10. Hyp cho driac· l t1ent were lee like4' to ve bad previous 

tre t d. 

(:It sigzdfic t lea) 
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( ot le r with• xea c mbined) 

14. H ooh ndri .cal patient were le• likely to e t1onal 

turity. 

(Significant only with ae:r.et co bined) 

15. ypochondr1 cal patients ver leea lilt ly to cyclotbymic 

( Si 1:fic t 1n f e.lea . he inc id.enc in es • too lo for 

te ti but the eame trend present. ) 

16. Rypochondr1acal patients wer<e lees likely to have 

co tact with aibli ~ o vae ill 

( 1gnif1 to 11' whe eze• co :bined) 

17. H chondriacal pa.tie ts ten to h v 

patients. 

( ot aig 1f1cant 1n lea) 

n in pr longed 

t control 
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18. B,pechoadriacal patieata were mere likely to haTe been considered 
9 4.elicate children•. 

(Sigaificaat i• 1&&les a.ad fell&l.es) 

19. Hypochoadriacal patients reported lees 118.J:'ital dieharao!Q". 

(Significant only' when ee.na ceabiaed) 

20. HJPoeheadria.cal patients were more likel.7 t• have a pe•r 

sexual ad.Justaeat. 

(Bot sigaificaat i• males) 

21. HJP•ch••driacal females tend to have more dy's•e••rrheea than 

centrol females. 

22. Coape~sat1o• fer 1JlJur1es,,.. a current concera in the ease of 
118.l.e hypeche•dri&cal :pa.tieats oal.y. 

23. Hypocheadriacal patients who had bee• 1• coatact with 111-.ss 

in aemeeae else tended to find their B1J11Ptoms ia themselves - the 
ceatrel patieats aever did. 

24. Bypochoadriacal patie•ts were less likely to report feelings f 

guilt. 

(Significant •nl7 whea sexes ce11bb.ed) 

25. Bypochoadriacal patients were mere likely to report feeli:ags of 
reseatmeat and hostility which they were UD&ble to e::z:prees to 
the person involved. 

(Bot significant 1a the nales) 

26. Oaly hypochoadriacal patients reported the possession of book• 

contaiaing aedieal ill.formation which they made a practice of readi11g. 
27. Iatregeaic factors were found 0Jll7 in the h1J)ochendriacal patieats. 
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Treatment and Outcome 

Information was obtained from the case notes of the patient's 

condition when last seen by a member of the staff of the Department of 

Psychiatry, in those cases which had not been seen personally at that 

time. If' the patient's notes gave inadequate data the patient's 

general practitioner was contacted for further details. If the patient 

had been transferred to another hospital the case notes were written 

for. Further facts were obtained from the doctor who had seen the 

patient last and in some cases the psychiatric social worker. 

The information sought was as follows: 

1. Nature of treatments received from time of first referral to 

date last seen including the amount of time spent as an in-patient 

and day-patient 

2. Nature and degree of symptoms when last seen. 

according to whether they were 

These were graded 

3. 

a) completely absent 

b) occasionally present 

c) present most of the time and 

d) always present 

Nature of work adjustment. 

a) working normally 

This was graded either as 

b) slight impairment of work capacity (has to take rests, occasional 

time off) 

c) marked impairment of work capacity - doing only "light II work or 

d) unable to work at all 
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4. Whether or not discharged when last seen. 

The patients were divided into threeg:-oups on the basis of their 

condition when last seen. The criteria for placing in each group were 

as follows: 

Group I: 

Group II: 

a) Hypochondriacal phenomena completely absent or 

only occasionally present and 

b) working normally or with only slight impairment 

a) Hypochondriacal phenomena present all or most of the 

time and 

b) working normally or with only slight impairment 

Group III: a) H.ypochondriacal phenomena present all or most of t he 

time and 

b) unable to work or doing only "light work. 

The three groups of patients described above have been compared 

on the variables described in the foregoing section. Only the data on 

variables which are significa.tfiy associated with prognosis will be 

reported in detail. 

Length of Follow-Up 

By length of "follow-up" is meant the time to the nearest month 

from the patient's first referral to the Department of Psychiatry of the 

United Sheffield Hospitals to the time they were last seen. The average 

follow-up for the female hypochondriacal patients was 33 months and for 

the males 29 months. The patients have been grouped according to length 

of follow-up and the figures are shown in Table 151. 
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Table 151 ~gth of Follow-up of each Prognostic Group (sexes combined) 

Follow-up (months) 

0 - 12 

13 - 24 

25 - 36 

37 - 48 

49 + 

Cli.rmal state at follow-up 

I "Good" II "Fair" I I I "Poor" 

15 10 3 

19 12 4 

19 4 11 

10 9 13 

8 6 4 

71 35 

x?, = 15.797 8 d.f p <0.05 

28 

35 

34 

32 

18 

147 

As can be seen from Table 154; there is a significant association 

between outcome and length of follow-uP,as would be expected the patients 

with the poor outcome tending to have the longest follow-up. 

Treatment 

Patients received a wide variety of treatments, both pharmocological 

and psychological. To give some idea of the treatments given the numbers 

of patients who received each type of treatment at some stage of their 

illness is shown in Table 152. Drug treatments have been subdivided 

into antidepressants (mainly imipramine, phenelzine and tranylcypromine), 

sedatives(mainly chlordiazepoxide, diazepam and meprobamate) and 

tranquillizers (mainly chloropromazine and trifluperazine). 

Psychotherapy has been divided into intensive (psychoanalytically 

orientated psychotherapy given at least once weer.J.y for at least fif'ty 

minutes) and supportive (sessions at least once every four weeks). 
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Two patients (one male, one female) had been leucotomized prior to 

referral. 

Patients did, of course, receive more than one form of treatment 

during their illness. 

Table 152 

Treatment 

Electro­
convulsive 

Treatments received by Patients grouped by Follow-Up Status 

Clinical State at Follow-Up 

Group I (good) Group II (fair) Group III (poor) 
Females Males Females males Females 

N = 36 N = 35 N = 25 N = 16 N = 22 

6 10 5 3 2 

Males 

N = 22 

9 35 
(23.8%) 

.Anti-depressants 25 20 8 9 6 14 82 
(55.8%) 

Sedatives 

Tranquillizers 

"Supportive" 
psychotherapy 

"Intensiveu 
psychotherapy 

26 

9 

11 

4 

22 17 

6 7 

6 5 

2 2 

13 12 

3 4 

2 5 

2 3 

18 

5 

8 

1 

108 
(73.5%) 

34 
(23.1%) 

37 
(25.2%) 

14 
(9.5%) 

From Table 152 it can be seen that sedatives were used in the 

greatest number of patients. Electroconvulsive therapy was given to 

31.4% of the patients in Group III and 22.5% of' patients in Group I. 

However, anti-depressants were used most commonly in Group I (63.4%). 

Sedatives were used in 85.7% of' patients in Group III as opposed to 

73.7% in Group II and 67.6% in Group I. The tranquillizers were not 

widely used and the numbers receiving them in each group did not differ 
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markedly from ( Group I: 21.1%; Group II: 24.4%; Group I I I: 25. 7%). 

Psychotherapy and in particular the "intensive" variety was given to 

relatively few patients. 

In-Patient and Day Hospital Treatment 

The number of weeks spent by each patient as an in-patient or 

day-patient in any hospital from first referral to the Department of 

Psychiatry of the United Sheffield Hospitals to the date last seen was 

obtained from case-notes. The number of weeks as a day-patient or 

in-patient was converted into a percentage of the total number of weeks 

from first referral to follow-up so as to facilitate inter-group 

comparisons. 

The distribution of patients according to the percentage time as 

an in-patient is shown in Table 153. 



Table 153 

No admissions 

Less than 1% 

1 - 5% 

6 -10% 

11 - 15% 

16 - 2CP/o 

21 - 25% 

51 - 55% 

56 - 60fo 

Average in­
patients stay 

(weeks) 
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Percentage Time Spent as In-Patients by Follow-Up Status 

Clinical Status at Follow-up 

Group I (good) Group II (Fair) Group III (poor) Total 

Female Male Female Mal~ Female Male 

N = 36 N = 35 N = 25 N = 16 N = 13 N = 22 

21 20 16 13 ,I 2 8 
(58.3%) (57 .1%. (64%) (81. 3%) (15.4%) (36.4%. 

0 l 1 0 0 1 
(2.9%) (~'lb) (4.5%) 

9 6 5 3 5 7 
(25%) (17.1%) (20%) (18.8%) (38.5%) (31.8%) 

4 5 2 0 2 3 
(11.1%) (14.3%) (8%) (15.4%) (13.6%) 

2 1 0 0 3 0 
(5.6%) (2. 9%) (23.1%) 

0 0 0 0 1 1 
(7. 7%) (4.5%) 

0 l 1 0 0 0 
(2. 9%) (4%) 

0 1 0 0 0 0 
(2. 9%) 

0 0 0 0 0 1 
(4.5%) 

2.5 3.3 2.7 1.7 8.9 10.7 

80 
(54.4%) 

3 
(2. CP/o) 

35 
(23.8%) 

16 
(10. 9%) 

6 
(4.1%) 

2 
(1.4%) 

3 
(2. CP/o) 

1 
(0. 9%) 

1 
(0. 9%) 



Table 154 

Never admitted 

Less than 1% 

1 - 5% 

6 - 10% 

11 - 15% 

16 - 20% 

21 - 25% 

26 - 30% 

More than 30% 

Average day­
patient stay 
(weeks) 

Percentage of Time Spent as Day-Patient by Follow-Up Status 

Clinical state at follow-up 

Group I (good) Group II ( fairi) Group III (poor) Total 

Female Male Female Male Female 

N = 36 N = 35 N = 25 N = 16 N = 13 

30 28 20 12 9 
(83.3%) (80%) ( 80%) (75%) ( 69. 2%) 

1 2 1 0 0 
(2.8%) (5. 7%) (4%) 

2 2 3 2 1 
(5.6%) (5. 7%) (12%) (.25%) (7. 7%) 

0 2 1 1 0 
(5. 7%) (4%) (6.3%) 

1 0 0 0 1 
(2.8%) (7. 7%) 

0 1 0 0 0 
(2. 9%) 

1 0 0 0 1 
(2.8%) (7. 7%) 

0 0 0 0 1 
(7. 7%) 

1 0 0 • 1 1 
(2.8%) (6.3%) (7. 7%) 

2.2 1.1 1.5 2.7 8.1 

Male 

N = 22 

11 l 10 
74.8%) (50ft) ( 

1 
(4.5%) ( 

4 
(18. 2%) ( 

3 
(13.6%) ( 

1 
(4.5%) ( 

0 
( 

1 ( (4.5%) 

0 

1 
(4.4%) 

5.7 

5 
3.4%) 

14 
9.5%) 

7 
4. 8%) 

3 
2. 0}b) 

1 
o. 7%) 

2~0}b) 

4 
( 2. 7%) 
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As can be seen from Table 153 patients in Group III were much more 

likely to have been admitted as in-patients at least once, end tended 

to spend the longest periods in hospital. The Group II patients were 

least likely to have been admitted. Only three of the sixteen male 

patients in Group II had ever been admitted. 

The percentage time spent as a day patient is shown in Table 154. 
Attending the d8J'" hospital involves the patient arriving at the hospital 

each day at about 9.30 a.m. and departing for home at about 4.30 p.m. 

As in the case of in-patient stay, patients in Group III have made most 

use of the day hospital. 

Disposal when Last Seen 

"Disposal" refers to the decision made by the doctor when the 

patient was last seen with regard to discharge or further attendance. 

The number of patients who simply stopped attending despite having been 

given a further appointment is also shown. 

are shown in Table 155. 

The numbers in each group 



Table 155 

Discharged 

Still 
attending 

11Did not 
attend" 
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Disposal at Last Interview by Follow-up Status 

Clinbal state at follow-up 

I (Good) II (Fair) III (Poor) 

40 (56.3%) 9 (22%) 6 (17.1%) 

15 (21.1%) 16 (39%) 26 (74.3%) 

16 (22.5%) 16 (39%) 3 (8.6%) 

71 41 35 

2 
X = 37.8 4 d:f p (0.001 

55 

57 

35 

147 

As would be expected, there is a highly significant association 

between disposal at last interview and clinical state. Thus, the 

patients with the worst outcome are least likely to have been discharged 

or to have stopped attending of their own accord. 

Af!ae at Referral and Sex Distribution 

The distribution of patients by age at referral, sex and clinical 

state at follow-up is shown in Table 156. 



Table 156 

Age Group 
(years) 

15 - 24 

25 - 34-

35 - 41+-

45 - .54 

55 - 64 

65 + 

Totals 

Mean Age 

Standard 
Deviation 

-226-

Age at Referral and Sex Distribution by follow-up Status 

Clinical state at follow-up 

Group I (Good) Group II (Fair) Group III (Poor) 

Female Male Female 

l 3 2 
(2.8%) (8.5%) (8%) 

11 6 5 

(30.6%) (17.1%. (20/o) 

6 10 4 
(16. 7%) (28.5% (16%) 

10 8 8 
(27.8%) (22.9% (32%) 

6 7 5 
(16.7%) (20%) (20%) 

2 l l 
(5.6%) (2.9%) (4%) 

36 35 25 

13.04- 12.88 13.82 

Male Female 

2 -
(12.5%) 

6 5 

(37 .5%) (38.5%) 

4 4 
(25%) (30.8ft) 

2 2 
(12.5%) (15.4%) 

2 l 
(12.5%) (7. 7%) 

0 l 
(-) (7. 7%) 

16 !I.3 

38.06 39.08 

11.16 12.64 

Male 

-
2 

(9.1%) 

3 
(13.6%. 

7 
(31.8%) 

9 
(40.9%. 

1 
(4.5%) 

8 

l3 5 

1 B 

l3 7 

30 

6 

22 tl.4 7 

9.35 
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The significance of the difference between the mean ages has been 

calculated by means of student's "t" test since some of the samples 

were rather small. The results are shown in Table 157. 

Table 157 Comparison of Ages in Clinical Outcome 

Groups Compared 

I Males and I Females 

II Males and II Females 

III .Males and III Females 

I Males and II Males 

I Males and III Males 

II Males and III Males 

! 

0.41+-

1.53 

9.42 

1.04-

2.64 

3.64 

I Females and II Females 0.31 

I Females and III Females 

II Females and III Females 

I 

deS!:ees of freedom 

69 

39 

33 

49 

55 

36 

59 

37 

36 

Groups 

si&!ificance 

n.s. 

n.s. 

p ( 0.001 

n.s. 

p <0.02 

p ~0.001 

n.s. 

n.s. 

n.s. 

As can be seen from Tables 156 and 157 age at referral is related 

t9f>utcome in the male hypochondriacal patients while the differences 

between the mean ages of the hypochondriacal females are not significant. 

It is also of interest that the male group III patients are significantly 

older than the female patients with a poor outcome. The pattern of 

mean ages is also rather different in the two sexes. Thus the males 

with a "f'air" outcome have the lowest average age, which is in fact 

significantly lower than that of the males with a poor outcome, but not 
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significantly lower than the average age of males with a ttgood" outcome. 

In the case of the females, however, the subjects with the ttpoor" 

outcome have the lowest average age. 

Civil State and Social Class were not significantly related to 

prognosis. 

A Family History of psychiatric treatment, hypochondriasis in 

either parent or loss of either parent before the age of 16 years were 

not significantly related to outcome. 

Of the variables in the Personal History, only one was significantly 

related to outcome. This was a history of prolonged contact with illness 

in a sibling. Number of siblings, position in the sibship, childhood 

stress, illness or stays in hospital in childhood and a history of 

being overprotected did not show a significant association with clinical 

outcome. 

Patients reporting prolonged contact with serious illness in a 

sibling tended to have a worse prognosis. The number of males reporting 

such an experience (9) were to·o few to permit statistical evaluation 

but in the females there was a significant association (J!- = 3.87, 1 df, 

p <0.05, Groups II and III combined). 

Table 158 Prolonged Exposure to Illness in a Parent or Sibling 
during Childhood and Follow-Up Status 

Clinical state at follow-up 
I (Good) II (Fair) III (Poor) 

History of contact 
with illness in 

6 (8.5%) 11 (26.8%) 6 (17.1%) 23 (15. 7%) pa.rent or 
sibling 

Others 65 (91.5%) 30 (73. 2%) 29 (83.9%) 
71 4l 35 

x2 == 6.73 2 df p <0.05 

124 (84. 3%) 

147 
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As can be seen from Table 158 the patients with a fair outcome 

were most likely to have been in contact with serious illness in a 

sibling while the patients with a good outcome were least likely to 

have reported sucah an experience . 

In the case of :ma.fried patients there was no association between 

outcome and the number of children or the presence of marital 

disharmony. 

Sexual Adjustment was related to outcome in the case of male 

patients , but not the females (table 154) . As can be seen the 

subjects with a fair clinical outcome were least likely to report 

a poor sexual adjustment . 

Table 159 Sexual Adjustment and Follow- up Status in 

Male Hypochondriacal Patients 

Clinical Sta te at Follow-up 

I (Good) II (Fair) III (Poor) 

Poor sexual adjustment 17 (4s .6i) 2 (12 . 5% ) 9 (40. 9'}&) 

Good sexual adjustment 18 (41.~ ) 14 (87.Si') 13 (59.1%) 

35 16 22 

x2 = 6.13, 2 df p .( 0.05 

I 

28 (38 .~ ) 

45 (61.7% ) 

73 

l)ysmenorrhoea in female patients was not related to clinical outcome . 

It is interesting to note , however, that of the patients with the poor 

outcome , seven (46.2%) had moderate (Grade II ) or severe (Grade III ) 

dysmenorrhoea; as opposed to 27 . gfo of females with a good outcome and 

2ff/, of patients with a fair outcome . 
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Clinical Features Related to Outcome--

The duration of the illness when the patient was first referred to 

the Department of Psychiatry was significantly related to outcome (Table 160) . 

Table 160 'Duration of Illness on Referral and Follow-up Status. 

Duration of 
Illness 

(months) 

O - 18 

19 - JO 

31 - 90 

91 + 

Clinical State at Follow-up 

I (Good) II(Fair) Ill (Poor) 

44 (621,) 8 (19.5%) 20 (57.1%) 

9 (12.7%) 9 (21.9%) 2 (5 . 7%) 

10 (14.1%) 10 (24.41, ) 5 (14.3%) 

8 (11.3%) 14 (34.1%) 8 (22. 9%) 

71 41 35 

x2 = 22 .6, 6 df p < 0.001 

72 (48.~ ) 

20 (13 .6i) 

25 (17%) 

30 (20.J:i,%) 

147 

As can be seen from Table 160 the striking differences occur between 

the group with a fair clinical outcome and the other two group~. Patients 

in this group tend to have a longer illness. Although patients in 

Group III had also been ill for a longer period than those in Group I 

the differences are not quite so marked. 

The findings for the two sexes are shown in Tables 161 and 162. 

In view of the smaller numbers , categories have been comoined. 



Table 161 

Duration of 
Illness 

(months) 

O - 30 

31 + 

T:otals 

Table 162 

Duration of 
Illness 

(months) 

0 - 30 

31 + 

Totals 
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Duration of Illness on Referral and Follow-up Status 

in Females 

Clinical State a t Follow-up 

1 (Good) II (Fair ) Ill (Poor) 

27 ( 71/,) 11 (44,) 10 (76.<Jf,) 

9 (2.5%) 14 (56%) 3 {23;]$), 26 (35 .. J.%) 

36 25 13 74 

x2 = 7.2, 2 df p <: 0.01 

Duration of Illness on Referral and Follow-up Status 

in Males 

Clinical State at Follow-up 

I (Good) II (Fair) III (Poor) 

26 (74.'f!,) 6 (37. 516) 12 (54-.5%) 44 (60.3%) 

9 (2.5.~) 10 (62.5%) 10 ( 4.5 • .5%) 

3.5 16 22 73 

·x2 == 6.64, 2 df p < 0.01 
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The relation of duration of illness on referral and outcome seems 

to differ in males (Tables 161 and 162). The main difference is in 

the :patients with a poor outcome . In the case of the females these 

:patients do not differ much from those with a good prognosis with 

regard to duration of illness , whereas the males with a poor prognosis 

do tend to have a longer illness than those with a good prognosis . 

Diagnosis 

Only one diagnosis was significantly related to outcome -

"endogenous depression". The figures are shown in Table 163. 

Table 163 

.s 
,n 

Endogenou 
depressio 

Endogenous Denression and Follow- up Status 

Clinical State at Follow- up 

I (Good) 

Females Males 

15(41.'7;b ) 14(40%) 

II (Fair ) 

Females Males 

3(12%) 2(12 . 21, ' 

III (Poor) 

Females Males 

2(15 . 4%) 7(31.8%) 

Other 21(58. 3%) 21(6a;t; ) 22(88;&) 14(8? . ~ ) 11(84. 6% ) 1.5(68. 2'% ) l 

T:otals 35 25 16 13 22 147 

X2 == 10. 59 , 2 df' P <: 0. 01 ( sexes combined) 

As can be seen from Table 163 , the diagnosis of endogenous 

depression was associated witg a good prognosis . It is of interest , 

however , that the difference between the males witha poor outcome and 

those with a good outcome is not as striking as that between the 
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females in the corresponding groups . (xZ = 3.85 , 2 df ns) . In females 

the association between prognosis and endogenous depression is 

s~atistically significant . (X2 ~ 6.24, 1 df p < 0 . 02, combining 

groups II and III) . 

Symptomatology 

The nature of the hypochondriacal phenomena presented by the 

patients were related to outcome in a number of ways. 

The regions of the body to which symptoms were referred are 

shown in Table 164, grouped according to the prognosis of the 

patients who complained of them. There is a significant association 

in females between symptoms referred to the chest and outcome 

(x2 = 16.6, 2 df P ..!" 0. 001 ). 
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As can be seen from Table 164, females with 11 fair 11 prognosis 

are most likely to refer symptoms to the chest , followed by females with 

a "poor" prognosis and those with a 11 goodu prognosis . 

the males the differences were not marked. 

In the case of 

Symptoms have been categorized according to the system 

invol ved and are shown i n f able 165 , grouped according to outcome . 

Symptoms involving the musculo- skeletal system were the only 

ones which showed a significant association with prognosis 

(X2 = 7.43 df p.( 0. 025 , sexes combined). As can be seen from 

Table 165 musculoskeletal symptoms were associated with a bad 

prognosis particularly in the male patients and to a much lesser 

extent in the females . In the case of the former the Chi Square 

"lil.ue of 5.1 approaches significance at the 51, level with two 

degrees of freedom. In the case of the females the Chi Square 

value is only 1. 95 with one degree of freedom (combining outcome 

groups II and III ) • 

.A.s previously mentioned~ was complained of by 59 . t{o of the 

total sample of hY]?ochondriacal patients. It was found to be 

signifi cantly related to prognosis . The figures are shown in 

Table 166. In both the males and the females the complaint of 

pain is rel ated to a poor prognosi s but this is more striking in 

the case of the females and a lmost achieves statistical significance 

(Chi Square~ 5.46 , 2 elf ns ). In the case of the males the trend 

is less marked (X2 = 1.87 , 2 df ns ). 
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Table 166 Complaint of Pain and Follow-up Status 

Clinical State at Follow-up 

Complain 
of Pain 

No 
tJomplain 
of Pain 

t 

I (Good) 

Female Male 

14(38.~) 21(6o%; 

t 22(61.1%) 14(40%) 

II (Fair) 

Female Male 

16(6l/f,h) 10(62.~) 

9(36% ) 6(37.sf,) 

x2 = 6.48 , 2 df p < 0.05 

III (Poor) 

Female Male 

9(69 .~ ) 17(77.)%) 

4(30.8%) .5(22.1',) 

(males and females combined) 

60(40. 8%) 

"Primary" and Secondary" Hypochond.riases were not significantly related 
to prognosis .( see later) 

The presence of fears of the possibility of illness in the future 
which was earlier discussed was found to be significantly related to 

prognosis (Table 167). It can be seen that this relationship is 

particularly striking in the case of the male subjects (Chi Square= 17.4, 
2 df p·•,..... o. 001). The trend is present in the female subjects but not 
significant (Chi Square= 1.3 , 1 df ns, combining Groups II and III ). 
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Table 167 Fears of Illness and Follow- up Status 

Clinical State at Follow-up 

Fears of 
Illness 
Present 
No fears 

,Of 
Illness 

I (Good) 

Females Males 

16(44.4~) 20(57.1%) 

20(55 . 6%) 15(42.9i) 

II (Fair) 

Females Males 

7(28%) 4(25'1,) 

18(72'1,) 12(7~) 

llotals 36 35 25 16 

~ = 15.42 , 2 df P( 0.01 

(males and females combined) 

III (Poor) 

Females }/..ales 

4(30.8%) 1(4 • .5%) 

9(69 . 2% ) 21(95 .5%) 

13 22 

Complaint behaviour at interview was closely related to 

52(35.4%) 

95(64.6i) 

147 

prognosis . As can be seen from Table 168 , there were no patients with 

a poor clinical outcome who were in any way reticent or unspontaneous 

about their complaints . In fact , of the 24 patients who were in any 

way unspontaneous , 21 had a good prognosis . 
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Table 168 - Complaint Behaviour at Interview and FolloWllp Status 

Clinical State at Follow- up 

I (Good) 

Females Males 

II (Fair) 

Females Males 

III (Poor) 

Females Males 

Spontaneous 25(69 .~). 25(71.4%) 23(92%) 16(93.~ 13(10<1% ) 22(1oo%) 123 

Not 
Spontaneous 11(30. 6%) 10(28.6%) 2(~) 1(6. )%) 0 0 24 

Totals 36 35 25 16 13 22 147 

x2 = 18.4, 2 d.f p < 0.001 

(males and females combined) 

Although the continuous or discontinuous nature of symptoms has not 

been taken into account in dividing patients into prognostic groups , it is of 

interest to note the differences in this regard, between tha patients in 

the three groups . 

The situation on admission is sho~m in Table 169. It is clear that 

the patients with the worst clinical outcome are more likely to have 

complained of continuous symptoms when they were first seen. 

Table 169 - Continuous and Non-continuous Symptoms on admission 

and Follow-up Status 

Clinical Sta te a t Follow-up 

I (Good) II (Fair) III (Poor) 

Females Males Females Males Females Males 

Symptoms 
12(33.3%') 9(25 . 7% ) 6(24%) not 5(31.3%) 0 2(9 .1%) continuous 

Symptoms 
24(66. 6%) 26(74. 3%) . 19(76i) continuous 11(68.8% 13(100%) 20(90.9% 

Totals 36 35 25 16 13 22 
x2 = 7.95, 2 df p - 0.02 (males and f emales combined). 



The subjects with the worst outcome were more likely to have had 

symptoms which were continuous . 

Having considered the situation on admission it is now interesting 

to examine it at the time of follow- up. The criteria for categorisation 

of the three outcome groups , mean , of course that none of the subjects in 

group I (Good clinical outcome) had symptoms which were present more than 

"occasionally". The frequencies will be shown for all groups , but only 

the group with the "fair" (II) and "poor" (III) clinical outcome , will 

be compared statistically (Table 170). 

Table 170 Continuous and Non-continuous Symptoms and Follow-up Status 

Clinical State at Follow-up 

1. Absent 

.al 2 . Occasion 

3. Most of 
time 

4. All the 
time 

I (Good) 

Females Males 

10(27.~ ) 6(17.~) 

26(~) 29(82.9%) 

0 0 

0 0 

II (Fair) 

Females Males 

0 0 

0 0 

14(56%) 9(56. )%) 

11(4/+i) ?(43.1/r, ) 

III (Poor) 

Females Males 

0 0 

0 0 

tl. 

~ 

3(23.11k) 4(18.~) 

10(76.~ ) 18(81.&} l 

6 

5 

30 

46 

36 35 25 16 13 22 147 

Comparing females in groups II and III : x2= 3. 75 , df ns 

Comparing males in groups II and III : x2 =6 .37 , df p < 0. 02 

Thus patients with the worst outcome are more likely to complain of 

continuous symptoms at follow-up. 

The patients • response to reassurance when first seen was also related 

to outcome (Table 171). 



Table 171 

T~mporary 
response 

No 
response 

T.otals 
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Response to Reassurance and Follow- up Status 

Clinical State at Follow- up 

I (Good) II (Fair ) 

Females Males Females Males 

21(58. 3%) 18(51.4%) 9(36i) 7(43. "(fo) 

15(41. 7%) 17(48.6%} 16(6lf,6) 9(56. 3%) 

36 35 25 16 

x2 = 11. 96 , 2 df p «( 0. 01 

(males and females combined) 

III (Poor ) 

Females Males 

3(23 . 1%) 4(18 . 216 ) 

10(76.9%) 18(81.8%) 

13 22 

62 

85 

147 

The association between a lack of response to reassurance and prognosis 

is clearly present in both sexes. In the males it is statistically 

significant (Chi Square = 6.37 , 2 df p < 0.05) but in the females the 

Chi Square value of 5.93 only just fails to attain the :ff, level of 

significance for two degrees of freedom. 

The presence or absence of conversion symptoms , obsessional features 

and depersonalization was not related to clinical outcome . A history of 

suicidal attempts was also unrelated to prognosis. 

Physical Health 

The degree of organic pathology was significantly related to 

prognosis (Table 172). As described earlier , the organic pathology was 

classified into four grades : none , mild , moderate and severe . There were 

only two female patients in the severe grade . For purposes of comparison 

the patients with mjld , moderate and severe pathology have been grouped. 
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Table 172 Organic Pathology and Follow-up Status 

Clinical State at Follow-up 

I (Good) 

Pathology Female Male 

Grade 1 30(83 . 3%) 24(68. 6%) 

Grade 2-4 6(16. '?'% ) 11(31. 4% ) 

Totals 36 35 

II (Fair) 

Female Ma.le 

, 19(76%) 13(81.3%) 
I 

6(24%) 3(18. 71,) 

25 16 

x2 = 10.17, 2 df P < 0. 01 

(males and females combined) 

Ill (Poor) 

Female Male 

9(69. ~ ) 8(J6.4i) 

4(30. ~ ) 14(63. 6%) 

13 22 

103 

147 

Although the tendency for patients with a poor prognosis to have more 

physical pathology is present in both sexes , it is significant in the 

males (Chi Square= 9. 25 , 2 d.f p < 0.025), but not in the females 

(Chi Square = 1 . 2.5 , 2 d.f p > 0. 0.5 ). 

Previous referral to non-psychiatric consultants was commoner in 

patients with a bad prognosis (Table 173). 



Table 173 

Number 0 

of 
1 

Consul-
tants 

2 

Total 
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Previous Referrals to Non- Psychiatric Consultants and 

Follow-un St atus 

Clinical State at Follow- up 

I (Good) II (Fair ) III (Poor) 

Females Males Females Males Females Males 

~1(58. 3%) 11(31.4i) 10(40'%) 5(31 .~ ) 3(23 . )$) 3(13 . 1{u) 

10(27.~ ) 18(51.4%) 8(32%) 9(56. ~ 2(15 . 4%) 10(45.5i) 

5(13. 9%) 6(18.2'%) 7(28'% ) 2( 12 .5;,o' 8(61.51%) 9(50.c#) 

36 l f) 13 22 

(Mal es and females combined) 

.53(36. 1%) 

57(38.1%) 

37 ( Z5 . <Jf., 

147 

As can be seen from Table 173 more male and female patient~ with a 

poor prognosis had previously been referred to non- psychiatric consultants 

than patients with a good or fair clinical outcome . In the case of the 

females this finding was significant (X2 = 6.83 , 2 df p '<' 0.05, patient s 

wi t h fair and poor prognosis combined). In the case of the males the 

association was not significant c'J!-: 2. 35 , 2 df ns ). 

A histor y of surgical operations for the presenting complaint or any 

other illness was not related to prognosis , nor was a history of previous 

psychiatr ic illness . 
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Premorbid Personality and Clinical Outcome 

Only anxiety prone, hysterical and cyclothymic premorbid personality 

traits showed a significant relationship to prognosis. The obsessional , 

hypochondriacal , sensitive, paranoid , submissive, schizoid, agressive 

and emotionally immature personality traits were not significantly 

associated with prognosis. 

The distribution of anxiety-prone personalities in the three 

prognostic groups is shown in Table 174. It can be seen that in both 

sexes a previously anxiety prone personality is associated with a good 

prognosis. In the case of the males, however , these findings are more 

obvious and statistically significant (X2 = 8.92 , 2 df p < 0. 01). 

In the case of the females , there is not much difference between 

patients with a good and a fair prognosis regarding anxiety-proneness, 

but the incidence is lower in those with a poor prognosis. This 

finding is not significant ("Yl- = 8.92 , 2 df p < 0.01) . 

Table 174 lnxiety-Prone Personality and Follow-up Status 

I (Good) II (Fair) II (Poor) 

Females Males Females Males Females Males 

Anxiety-
~1(86.1%) 31(88 • .5%) 22(8~) 10(62 • .5%) 7(53.8%) 12(54.5%) prone 

Others 5(13. 9% ) 4(11.5%) 3(~) 6(37.sfo) 6(46.2%) 10(45 • .5% 

Totals 36 35 25 16 13 22 

t' =- 14.4, 2 df p ~ 0.001 

(males and females combined) . 

113(76.1,h) 

34(23 .1i) 

147 
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A hysterical premorbid personality was considered present in 

19 females and only three males . Of the three males two had a poor 

clinical outcome and one a good outcome . In view of the sroAll number 

of men showing this personality trait , it is clear that this trait 

cannot be of great practical clinical importance in ma.le subjects . 

In female patients , however , a hysterical premorbid personality is 

significantly related to a poor prognosis . (Table 175 ). 
Table 175 - Hysterical Personality a11d Follow- up Status in Females 

Clinical State at Follow- up 

I (Good) II (Fair ) III (Poor) 

Hysterical Personality 3,8. )%) 

Others 33(91. ~ ) 16(64%) 6(46 . 11) 

Totals 36 25 13 

A cyclothymic personality was present in 11 patients (8 females , 

3 males) and was associated with a good prognosis in 9 (Table 176)'. 
Table 176 - Cy;!othymic Personality and Follow- up Status 

Clinical State at Follow- up 

I (Good) II (Fair ) 

Females :Males Females Males 

, 

III (Poor ) 

Females 

Cyclothymic 6(16. ,1) 3(8.6i), 0 , 1(7. '(J; ) 

Males 

0 

19 

55 

74 

11 

Others 3o(s3 . J%) 32(91 . 4%) 24(97 . 6% ) 16(100%) ;12(92 . 3% ) 22(1oo%.136 

Totals 36 35 25 16 13 22 147 ? x- = 5. 35 , l df p 1(" 0. 02 
(males and females ; grou~s II and III combined) 
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The presence of feelings of resentment was related to a bad prognosis 

in the male patients only (Table 177) . 

Table 177 

Resentment 

Feelings of Resentment and Follow- up Status in Males 

Clinical State a t Follow-up 

I (Good) II (Fair ) III (Poor) 

13(37. 17& ) 2(12 • .5%) 13(59. 1%) 

No resentment 22(62. 9% ) 14(87 .1/,) 9(40. 9% ) 

Totals 35 16 22 

x2 = 8.55 , 2 df p <: 0. 02 

Guilt related to sexual behaviour was significantly associated 

with a good prognosis (Table 178). In males the association was 

significant (x2 = 9, 1 df p <' 0.01 , combining groups II and III ), 

but not in females (X2 = 0.56 , 1 df ns , combining groups II and III ). 

Table 178 Sexual Guilt and Follow-up Statu.,s 

I (Good) 
Females Males 

II (Fair ) 
Femal es Males 

III (Poor) 
Females Males 

28 

45 

73 

Sexual 
guilt 

8(19 .~ ) 11(31.4i) 2(~) 0 2(15 . 4%) 1(4 • .5%) 23(15 . 6%) 

No sexual 
guilt 

Totals 

-

29(80.61) 24(68. 6% ) 23(92",h) 16(100'fo) 

36 35 25 16 

x2 = 10 , 2 df p ~ 0 . 01 

(males and females combined) 

11(84. 6i ) 21( 95 .5% ti. 

13 22 147 
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Patients who reported that they were made anxious about their 

health by reports or descriptions of diseases on radio , television , 

etc ., tended to have a better prognosis,Table 179) . This attained 

significance only with the frequencies for males and females combined. 

Table 179 

Frightened 
by radio 

etC'.. 

Others 

Tota.ls 

Follow-up Status of Patients Frightened by Radio , 

Television etc , 

Clinical State at Follow-up 

I (Good) 

Females Males 

9(2-5$) 8(22 .9%) 

27(75%) 27(77. 1%) 

36 35 

II (Fair) 

Females Males 

4(16'/,) 3(18. 8%: 

21(84%) 13(81.~: 

25 16 

x?- = 7.4, 2 df' p < 0. 025 

(males and females combined) 

III (Poor) 

Females Males 

1(7. 7%) 0 

12(92.31) ?2(1oo,i,) 

13 22 

25(17%) 

122(831') 

147 
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Fellow-up Study: Statistically Significant Finding• 

1. Males with the worst outcome were significantly older than males 

with a good or a fair out come aad also than females with a poor 

outcome. 

2. Patients with a •rair" outcome were most likely t o have been in 

prclo:nged contact with illneas ia a sibling. 

(Significant with sexes combined and in fe118.les. 

too small for Chi Square Test). 

Male frequencies 

3. Males with a "fair" outcome were least likel:y to ha"9 a poor sexual 

adjustment. 

4. Patients with a good outcome were more likely to haTe had an illness 

of shorter duration when first referred; the patients with a fair 

pregnosie tend to ha.Te had the loDgest illness. 

(Significant in both sexes). 

5. A diagnosis of endogenous depression was associated with a good outcome. 

(Wot significant in males) 

6. In female patients, symptoms referred to the chest were associated 

with a fair outcome and least common in patients with a good outcome. 

7. Symptoms referred to the musculo-skeletal system were associated with 

a poor outcome. 

(Significant only with sexes combined). 

8. The complaint of pain was associated with a better outcome. 

(significant only with aexes combined) 
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9. Fear of illJless was associated with a better outcome. 

(not significant 1• females). 

10. Spontaneous, no•-reticent complaint behaTiour •s aasoeiated with 

a poor outco•e. 

( in both sexes). 

11. Patients who described their symptollS as coatinuous when they were 

first eeen tendei to have a worse outcome. 

(Significant gnJ.y with sexes combined) 

12. PatieRts who showed no response to reassurance when first seen tended 

to ha.Te a worse outcome. 

(Bot significant in femalea). 

1;. The presence ef organic pathology was a.asocia.ted with a poor 

outcome. 

(not significant in females). 

14. Patients who had seen non-psychiatric consultants before referral 

tended to ha.Te worse outcome. 

{Not significant 1• malea)i , 

15. Patie•ts who were anxiety-prone peraon.a.litiea tended to haTe a 

better outcome. 

(Bot significant in females) 

16. lemales with a h7steriea.l persoJ2alit7 tended to have a worse outcome 

17. A cyclotby'mic personality was associated with a good outcome. 

18. Males who harboured feelings of resentmeat ~ tended to have a peor outcome. 
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19. The presence of guilt relating to sexual beha:fiour was associated 

with a geod outcome. 

(Not significant in females) 

20. Patients who reported that they were made anxious about their 

health b7 reports or deacriptiens of diseases on the radie• 

teleTisio• or 1• 11agazines tended to haTe a better outcome. 

(Significant olll.y' with sexes combi ed) 
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R:ypochondriasis and Endogenous Depression 

Inv iew of the excess of patients in the control sample vho were 

diagnosed as endogenous depression, it seemed desirable to control 

this variable in relation to some of the differences found which 

might reasonably be considered d.ue to the disparity between the 

hypochondriacal and control groups with regard to the incidence of 

endogenous depression. 

Accordingly 25 patients from each sample were matched for sex, 

diagnosis of endogenous depression and as closely as possible for age 

(Table 180) . 

Control (D) . 

Table 180 

The groups are referred to as hypochondriasis (D) and 

Sex and Ag,e Distribution in Na.tched H;vpochondriacal 

and Control Samples 

Males 

Hypochondria.sis (D) 

Control (D) 

Females 

ltypochondriasis (~) 

Control (D) 

15-24 25-34 35-44 45-54 55-64 65+ 

0 1 4 2 6 :l 

0 0 5 2 5 2 

0 3 2 3 2 1 

0 ;3 1 4 2 l 

14 

14 

11 

11 
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The variable on which the matched groups have been compared are 

a) Duration of illness on referral to the Department of Psychiatry 

b) a history of a previous psychiatric illness 

c) a history of a previous psychiatric illness 

d) the presence of guilt feelings 

e ) a premorbid cyclothymic personality 

f) clinical outcome 

Duration of illness on first referral tended to be longer in the 

hypochondriacal patients (Table 181) but the differences did not attain 

statistical significance . 

Table 181 Duration of Illness on Referral in Matched Hypochondria.cal 

and Control Patients 

Duration of 
Illness (months) 

O - 6 

7 - 12 

13 - 24 

25+ 

Hypochondria.sis (D) Control (D) 

Females Males 

7 4 

3 5 

l 2 

0 3 

11 14 

3.97 , 2 df ns 

Females Males 

8 10 

2 1 

0 0 

1 3 

11 14 

(males and females dura~ion 
over 13 months combined) 

29 

11 

3 

7 

50 



As can be seen from Table 181 there is no significant association 

between the duration of the depressive illness on referral and the 

presence of hypochondriacal phenomena. However , in the case of the 

men there is obviously a tendency for those with hypochondriacal features to 

have had longer illness. If the males in each group are grouped into 

those with an illness of six months or less and those with an illness 

of more than six months duration , inverse association between a short 

illness and the presence of hypochondriacal features in fairly marked , 

but not significant (X2 = 3.6, l df ns) . 

A history of suicidal attempt was commoner in the non- hypochondriacal 

depressed patients (Table 18?) . Only two of the )l:ypochondriacal patients 

gave such a history. 

significance . 

Th.is finding did not , howev~, attain statistical 

Table 182 History of Suicidal Attempt (Matched groups ) 

Previous Psychiatric Illness 

No previous psychiatric 
Illness 

Hypochondriasis (n) Control (D) 

Female Male Female 

2 6 4 5 

9 8 7 9 

11 14 11 14 

not significant on inspection 

17 

33 

50 
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Guilt feelings were present in more of the non-hypochond.riacal 

than control patients but not significant association was found (Table 184) . 

Table 184 Guilt Feelings (matched group~). 

Hypochondriasis (D) Control (D) 

Female Ha.le Female Male 

Guilt feelings 3 1 5 4 13 

No guilt feelings 8 13 6 10 37 

11 14 11 14 50 

x2 = 1. 7, df ns 

(males and females combined) 

Cyclothymic premorbid personalities 1ere also commoner in the non­

hypochond.ria.cal patients but once again the finding was not statistically 

significant . (Table 185) . 

Table 185 Cyclothymic Premorbid Personality (matched groups) 

Control Patients 

Cyclothymic personality 

Other 

Hypochondria.sis (D) Control (D) 

Female 

1 

10 

11 

Male Female 

l 4 

13 7 

14 7 

x2 = 1.34, 1 df ns 

(males and females combined) 

Male 

2 

12 

14 

8 

42 

50 
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The clinical outcome is based on the patient's overall condition 

when last seen and has been graded as "symptom free 11
, 11 much improved" , 

"slightly improved• and 11unchanged11
• The findings are shown in 

Table 186. There was one suicide among the non- hypochondriacal 

females and none in the hypochondriacal group. If the sexes are 

combined it is clear that there is little difference between the two 

samples - both having 19 subjects who were symptom free or much improved. 

However , when each sex is considered separately, it would appear that 

the male hypochondriacal depressives have a worse prognosis than their 

controls while the female hypochondriacal depressives have a better 

outcome than their controls . 

Table 18q 

Symptom free 

Much improved 

Slightly 
improved 

Unchanged 

Totals 

Clinical Outcome in Matched HY;pochondriacal and Control 

Patients 

Hypochondriasis (D) Control (D) 

Female Male Female Male 

3 1 3 4 11 

7 8 3 9 27 

0 3 2 0 5 

1 2 2 1 6 

11 14 10 14 
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Ce11D&risoa ef Matched HYpoehe•driaeal a•d Centr•l Patieats Diagn•sea a• 

lndoge•ws DepreHha: S;paaary •f l!'i•dbgs. 

!he twe greups were CGltl*red with regard to ah: Tariablea:: 

a) 4urat1o• ef illness on referral to the Department of Psychiatry; 

b) a history of a suicidal attempt; c) a history of a preTious 

psychiatric illness; d) the presence of guilt feelings; e) a preai,bid 

cyclothyllic peraena.lity and f) clinical outcome. 

Jro aigaificant associations were found but the direction of 

differences found were the same as those in the comps.risen of the 

unmatched samples with the exception of a history of a preTious psychiatric 

illness. The incidence of this finding was virtually the same in beth 

the ~chiadriacal and control depressiTe samples. 
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11 Primary11 and "Secondary" Hypochondriasis 

In order to examine the validity of considering hypochond.riasis 

as an entity , it was decided to compare those of the 147 personally 

studied cases who had been diagnosed as 11hypochondriasis 11 with those in 

whom some other diagnosis had been made . Thus patients in whom 

hypochondriasis was considered the "primary" condition were compared 

with those in whom it was considered 11 secondary11 • The two groups 

·will be referred as 11 Primary hypochondriasis sample11 a...""ld 1'Secondary 

hypochondriasis sample 11 • 

As previously noted "Primary Hypochondriasis 11 was diagnosed in 66 of 

the 147 patients . The age and sex distribution of the primary and 

secondary groups are shown in Table 187. 
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Table 187 Age and Sex Characteristics of Primary and Secondary 

Hypochondria.sis Samples 

Age Primary 

Females 

Secondary 

1.5 - 24 

2.5 - 34 

3.5 - 44 

45 - 54 

55 - 64 

65+ 

Mean Age 

2 (6.1}) 

7 (24.1i) 

3 (10.3%) 

8 (27.6%) 

7 (24. 1%) 

2 (6.c/to) 

29 

45.:, 

Standard 
Deviation 14.8 

1 (2.2%) 

14 (31.1%) 

11 (24.4%) 

12 (26.7%) 

5 (11. 1%) 

2 {4.4%) 

45 

42.1 

9.97 

Primary 

4 (10.g;) 

8 {21.6%) 

7 ( 18 . 9%) 

7 (18.9%) 

10 {27%) 

1 (2.7;6) 

37 

42.8 

13 .6 

Males 

Secondary 

l (2.8%) 

6 (16.7%) 

10 (27.8%) 

10 (27.8%) 

8 (22.2%) 

1 (2.8%) 

36 

11.1 

8 

35 

31 

37 

JO 

6 

147 

The primary and secondary groups did not differ significantly with 

regard to the sex distributions (7!' = 1.96, 1 df p ~ 0.05). The 

mean ages of the two groups did not differ significantly nor was there 

any association between either group and age (females : x2 = 3. 84 , df ns , 

males : x?- = 2.56, 3 df ns). 
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The associa"liion between soci~.l class and primary and secondary 

hypochondriasis was significant ,,hen the sexes w ere examined 

separately but not when combined. Table 188 shows the distribution 

by social class of the female primary and secondary hypochondriacal 

patients . 

Table 188 Social Class in Female Primary and Secondary Hypochondriacal 

Patients 

Social Class 

1 + 2 3 + 4 5 6 7 

Primary 1 (3.~) 2 (6 . (}% ) 12 (41,4%) 10 (34 • .5i) 4 (13 •. ~ ) 29 

tecondar ~o 1 (2.~) J:2 (26 .. ~ ) 15 (33.3%) 17(37.8%) 45 

~otals l 3 24 25 21 74 

2 
X = 6 . 01 , 2 df p < 0 .05 

(combining social classes 1 to 5) 
As can be seen from Table 188 , in females primary hypochondriasis 

is associated with a higher social class . There is in particular an 

over-representation of socia l class 5 (skilled m~u.al or routine 

non- manual occupations ) and fewer unskilled manual occupations 

(social class 7). 
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In the case of the male patients a different but statistically 

significant association is found (Table 189) . 

Table 189 Social Class in Male Primary and Secondary HyPochondriacal 

Patients 

Primary 

Secondary 

Totals 

Social Class 

1 + 2 3 +4 5 6 

1 (2 . 7%) 2 (5 . 4%), 8 (21. 6% ) 18 (48 . 6% ) 

0 

l 

4 (11 . ~ ) 14 (38 . <j/, ) 7 (19 .~) 

6 22 25 

x2 = 6. 99 , 2 df p < 0. 05 

(combining social classes 1 - 5) 

7 

8 

11 

19 

(21 . 6'~) 

(30. 6~) 

37 

36 

73 

In the case of the male patients with primary hypochondria.sis it is 

the semi- skilled occupations which are over- represented . 

In the family history only one variable differentiated 

sgnificantly between primary and secondary hypochondria.cal male (but 

not female) patients : a history of the patient ' s father having been 

hypochondria.cal (Table 190)~ was associated with primary hypochondria.sis . 
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Table 190 - Father Hy::pochondriacal : Primary and Secondary Hy-pochondriacal 

Patients 

Femal es 

Primary Secondary 

Males 

Primary Secondary 

Father hypochondriacal 5(17 .~ ) 12(26. 7% ) 15(40 • .5% ) 5(13 .9'% ) 37 

Others 24(82 . 8%) 33(73 .:3% ) 22(59.~ ) 31(86. 1%) 110 

Totals 29 45 37 36 147 

i2, = 0.89 , 1 df -,!- = 5. 2, 1 df p < 0.05 

combining sexes , x?- = 1. 68 , 1 df ns 

A number of clinical features differentiated significantly between 

primary and secondary hypochondriacal patients . 

The duration of the illness at the time of first referral tended to 

be longer in "primary" hypochondriacal patients (Table 191) . 
Table 191 - Duration of Illness on Referral in Primary and Secondary 

lfy-pochondriacal Patients 

Duration of Illness (months ) 

O - 6 7 - 12 13 - 24 25 + 
Females 

Primary 1(3.4% ) 4(13 . ~ ) 9(31i) 15(51.1/,) 29 

Secondary 16(35 . 6'%) 8(17 . 8% ) 9(2~) 12(26. 7%) 45 
Mal es 

Primary 8(21.6i) 3(8.1~) 10(27'%) 16(43. 2% ) 37 

Secondary 13(36. I ) 7(19 .. 4%) 2(5 . 6%) 14(38.9%) 36 

38 22 30 57 147 
X2 = 16. 89 , 3 df p < 0.001 ( sexes combined) 
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The association between primary hypochondriasis and an illness of 

longer duration on first referral is present in the males and the 

females . In the females x2 = 9 . 78 { 2 df P< 0. 001 , patients with 

histories of O - 12 months combined). In the case of the males , 
2 

X = 8. 07 , 2 df p < 0.02, {patients with histories of O - 12 months 

combined). 

There were some differences in the symptomatology of the primary 

and secondary hypochondriacal subjects . 

The presence of a fear of illness which might befall one in the 

future was associated with secondary hypochondriasis . Although the 

trend was present in both sexes it was significant only in the 

females {Table 192 ). 

Table 192 Fear of Illness in Primary and Secondary Hypochondriasis . 

Fear of Illness 

No Fear of Illness 

Totals 

Overall 

Females Males 

Primary Secondary Primary Secondary 

6(20. 7%) 21(46 . 1,b) 11(29.1/,) 14(38. 5fp) .52 

23(79.3%), 24(.53.'.3~} 26(70.:3%) 22(61. 11) 95 

29 4.5 37 36 147 
x2 = 4 .08 , 1 df p < - 0 . 05 x2 = 0. 33 , 1 df ns 
X2 

::. 4 . 1 , l df p < 0 . 05 (sexes combined-) 

Two types of complaint were commoner in patients with primary 

hypochondrias is , 

Complaints referred to the musculo- skeletal system (Table 193) were 

commoner in patients with primary hypochondriasis . 



Table 193 

Musculo- Skeletal 
Complaints 

Others 

Total 
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Complaints involving Ymsculo- Skeletal System in 

Primary and Secondary Hypochondriasis 

Females Males 

Primary Secondary Primary Secondary 

13(44. ~ ) 8(17. $%) 15(40 • .5%) 11(30. 6% ) 

16(55 . ~ ) 37(82 . 21& ) 22(59 . 5%) 25(69 . 4%) 

29 45 37 

4.7 

100 

147 

2 
X = 5 . 09 , 1 df p < 0. 05 x2= o.42 , 1 df ns 

combing sexes x2 = 6.0?, 1 df p < 0. 02 

The association between musculo- skeletal complaints and primary 
hypochondriasis (Table 193) is present in the males and the females , but 
it does not reach significance in the former . 

Complaints involving the skin , hair or appearance were rather 
uncommon but showed a significant association with primary hypochondriasis . 
Because of the small numbers the figures for the males and females have 
been combined (Table 194). 



Table 194 

Skin , hair , etc . 

Other 
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Complaints Involving Skin , Hair or Appearance and 

Secondary Hy;pochohdriasis 

Primary 

Female 

Secondary 

4( 13.8"%) 1(2. 2',$) 

2.5 (86.~ ) 44( 97 . ff/, ) 

Male 

Primary 

4(10. 8%) 

33(99 . 2%) 

i 2 = 3.9, 1 df p < 0. 05 

(combining sexes) 

Secondary 

1(2. &.' ), 

~5(97 .~ ) 

10 

137 

Obsessional symptoms were :present in 19 (28 . 8%) of the :primary and 
14 (17. 3%) of the secondary hypochondriacal pa tients . This finding was 
not significant but the association bet~een obsessional symptoms and 
primary hypochondriasis was significant in the case of the female 
patients (Table 195 ). 

Table 195 Obsessional Symptoms in Primary and Secondary Hy;pochondriasis 

Obsessional symptoms 

No Obsessional symptoms 

Tota.ls 

Female 

Primary 

11(37.~ ) 

18(62.1i) 

Secondary 

4(8. 9'%) 

41(91.1'% ) 

45 

1[- = 7.5, 1 df 

Male 

Primary Secondary 

8(21. 6%) 10(27. 8'%) 33 

29( 78 .4]1) 26(72 ,2'%) 114 

37 36 147 

Depersonali zation was s i gnificantly commoner in secondary hypochondriasis . 
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Table 196 Depersonalization in Primary and Secondary Hy;pochondriasis 

Depersonalizatio 

No 
Depersonalizatio 

Totals 

.r: 

.r: 

Primary 

4(13.~ ) 

25(86.2%) 

29 

Female 

Secondary 

13(28.9%) 

32(71.1~) 

45 

Male 

Primary Secondary 

2(5 . lf,t) 9(2.5%) 28 

35(94.6) 27(75%) 119 

37 36 147 

x2 =- 2. 2 7 , 1 df ns x2 =- 4.1 , 1 df p <0.05 

combining sexes : x2 = 6.57 · 1 df p ( 0 . 02 

As can be seen from Table 196, depersonalization was commoner in 

secondary hypochondriasis in both sexes but this was significant only in 

the males. 

A poor sexual adjustment was associated significantly with secondary 

hypochond.riasis in the case of the male patients . In females a poor 

sexual adjustment was commer in the patients with primary hypochondriasis , 

but this was not significant (Table 197). 

Table 197 

Poor sexual 
adjustment 

Good sexual_ 
adjustment 

Totals 

Sexual Adjustment in Primary and Secondary H:rpochondriasis 

Female 

Primary 

18(62.1%) 

11(37. <f/,) 

29 

Secondary 

25(55 . 6'%) 

20(44. ~ ) 

45 

x2 = 0. 31 , 1 df ns 

combining sexes : x2 = 1 3 . ' 

Male 

Primary 

10(27%) 

27(Tffi) 

37 

Secondary 

18(_5~) 

18(50%) 

36 

7I 

76 

147 

x2 = 4 . 1 , 1 df p < 0 . 05 

1 df ns 
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A history of a suicidal attempt was commoner in patients with 

secondary hy-pochondriasis (Table 198) . 

Table 198 - History of Suicidal ~ttenmt in Primary and Secondary 

Hy:pochondriasis 

Female 

Primary Secondary 

History of suicidal 
attempt l(J . 4i) 8(17 .8%) 

Ma.le 

Primary 

2(5 .4'%) 

Secondary 

15 
No history of 
suicidal attempt 28(96. 6% ) 37(a2.2i) 35(94 •. 6~) 32(88.g-p) 132 

Totals 29 45 37 36 147 

x?-': 4.2, 1 df p '( 0 . 05 

(sexes combined) 

Premorbid personality differed in only one regard between "primary" 

and "secondary" hypochondria.cal patients :: an anxietY4?rone personality 

was associated significantly with secondary hypochondria.sis . This 

finding was not significant in the female patients but was significant 

in the males (Table 199) . 

Table 199 - Anxiety- Prone Premorbid Personality in Primary and 

Secondary Hy:pochondriasis 

Anxiety- prone 

Others 

Totals 

Female 
Primary Secondary 

23(79 . 3%) 37 (82.2%) 

29 45 

Ma.le 
Primary Secondary 

22(59 .5%) 31(86.11) 

37 36 

113 

34 

147 
x2 = 0.1, df ns 
combining sexes : 

Xf = 5.24 df p ( 0 . 05 
x2 = 4.24, 1 df p <0. 05 
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In the female primary hypochondriacal patients the commonest 

premorbid personalities were the obsessional (79._:3%), the anxiety- prone(79 ,.,3%), 
sens itive (55 . 1%) and hypochondriacal (41 . 3%}. In the female secondary 
hypochondriacal patients the commonest premorbid personalities were the 
anxiety- prone (82 . 2%), the obsessional (80'}, ), hypochondriacal (57 . 8% ) and 
sensitive (46'1,+. 

Similarly in the male primary hypochondriacal subjects , the 

obsessional personality is commonest (83 . ~ ), followed by the 

hypochondriacal (64.~ ), anxiety prone (59 .5%) and sensitive ( 43 . 2% ). 
In the male secondary hypochondriacal patients (as in the females ) 

the anxiety- prone personality was commonest (86.1%) followed by 

obsessional (71/, ), hypochondriacal (69 . ~ ) and the sensitive (38 . 9% ). 

A history of previous psychiatric illness was associated with 

secondary hypochondriasis and this was s t atistically significant (Table 200). 
Table 200 Previous Psychiatric Illness in Primary and Secondary 

lbpochondrias is 

Previous psychiatri 
illness 

No previous 
psychiatric illnes 

Totals 

Primary 

C 

l (~~) 

Females 

Secondary 

9 2cf/.> ) 

Primary 

4(10. 8% ) 

f 28(96 . 6%) 36(8o%) 33(89 . 2% ) 

29 45 37 

r= 4. 14, 1 df p <o.os 
( sexes combined) 

Mal es 

Secondary-

8(22 . 2'% ) 

28(77. 3% ) 

22 

125 

147 

Treatment differed in the primary and secondary hypochondria.cal patients 
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with regard to the use of electro-convulsive therapy , antidepressants 

and sedatives . 

Electro-convulsive therapY (E.C.T.) was administered to more patients 
with secondary than with primary hypochondriasis (Table 201). This 

finding was significant. 

Table 201 

E.C. T. used 

No E.C .T. used 

'Jfo tals 

Use of Electro-convu1sive Therapy in Primary and 

Secondary Hypochondriasis 

Female Male 

Primary Secondary Primary Secondary 

1(3.4%) 12(26.7',) 4(10. 8%) 18(5o%) 

28(96.6%) 33(73 .3%) 33(89.2%) 18(50Jb) 

29 45 37 36 

D. 

35(23.8%) 

12(76.2%) 

147 

r-:= 15.8 , 1 df p ( 0. 001 

Antidepressants were also used in more secondary than primary 
hypochondriacal patients and this finding iaS also significant. Although 
this was the case in males and females , it was not statistically 

significant in the females (Table 202) . 
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Table 202 - Use of Antidepressants in Primary and Secondary 

Hypochondrias is 

Primary 

Females 

Secondary 

Males 

Primary Secondary 

Antidepressants 
used 12(41.4%) 27(6'1%) 28(77.8%) 82(55.gp) 

No antidepres-
sants used 17(5s.6i) 18(40%) 

'!otals 29 .37 .36 147 

.,?-· =- 2.45, 1 df ns -,?= 8.97 , 1 df p < 0.01 
combinine sexes : X2= 9.0, 1 df :p ( 0.01 

Sedatives , however , were used. in more primary than secondary 
hypochondriacal :patients , but this finding was significant only in 
the case of the male patients (Table 20.3 ). 
Table 203 The use of Sedatives in Primary and Secondary Hypochondriasis 

Primary 

Females 

Secondary 

Sedatives used 21(72 .4%) J4(75 . 6fa) 

No sedatives used 8(27. 6%) 11(24.4i) 

~·otals 29 45 

xZ =- 0. 09 ' 1 df ns 

Primary 

Males 

Secondary 

.3.3 89.2i) 20(55 . 6%) 108(7.3. 5%) 

4(10. ec,t) 16(44. 4% ) .39(26.5%) 

37 36 147 

t'=- 8.4, 1 df p ( 0.01 
combining sexes , 2 X =- 3.54, l df ns 
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0utcome was not significantly related to primary or secondary 

hypochondriasis although it can be seen from Table 204 that there is 

a tendency for patients with :primary hypochondria to do ,rorse. The 

patients have been categorised into the three follow-up groups which 

were defined in the section on prognosis . 

Table 204 - Outcome of Primary and Secondary H:ypochondriasis 

Clinical State at Follow-up 

Females Males 

I (Good) Il (Fair) III (Poor) l(Good) II(Fair) III(Poor), 

Primary 12(33. )%) 13(52";} 4(30.8;,o) 13(37.1%) 10(62.5%) 14(63. 6%) 

Seconda:ry 24(66. 6% ) 12(~'); ) 9{69 .2%) 22 (62.9%) 6(37.1'0 8(36. 4% ) 

Totals 36 25 13 35 16 22 

"J!- == 2. 63 , 2 df ns "J!-= 4.94 , 2 df ns 

combining sexes ~ X2= 5. 37 , 2 df ns 

This masks the fact that patients with primary hypochondriasis were more 

likely to describe their symptoms as continuous at follow-up (Table 205 ). 



Table 205 

Symptoms 

bsent 

Occasional 

Most of time 

All the time 

Totals 
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Continuous and Non- continuous Symptoms at Follow-up 

in Primary and Secondary Hy-pochond.riasis 

Females Males 

Primary Secondary Primary Secondary 

3(10.4i) 7( 15 . 6% ) 3(s.1i) 3(8. 3%) 16 

9(31%) 17(:37 .8%) 10(27%) 19(52.8%) 55 

8(27. 6%) 9(2°") 5(13.5%) 8(22 .~ ) 30 

9(31%) 12(26.1',) 19(51.4% ) 6(16.1/,) 46 

29 45 37 36 147 

x2= 1.14, 3 df ns x2= 9. 75 , 2 df p ( 0. 01 

combining sexes , X2 = 7.51 , 3 df ns 

There was no association between symptoms being described as continuous 
or non- continuous on admission , and primary or secondary hypochond.riasis . 

hen the disposal of patients is examined , there is very little 
difference between the primary and secondary hypochondriacal patients 
except that ih, the case of the males a higher percentage ceased attending 
of their own accord (Table 206 ). 



Table 206 

Discharged 

Still attending 

Did not attend 
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Disposal in Primary and Secondary Hypochondriasis 

Females 

Primary 

. 12(41.~). 

10(34. ,5% ) 

7(24.1i ) 

29 

Secondary 

17(37. 6% ) 

16(35. 6%) 

12(26.1/,) 

45 

11- = 0.11 , 1 df ns 

Males 

Primary 

10(27%) 

16(43.~ ), 

11(29. 7%) 

37 

Secondary 

16(44. 4%) 

15(41. 6%) 

5(13. ~ ) 

36 

x2= 3. 65 , 2 df ns 

combining sexes ~ x2 = 1. 15 , 1 df ns 

55 

57 

35 

147 
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Comparilons of Patients with "Prillary" and 'Becon.darz" Hzyochcndriaeis: 

Statistica.11.y Significant Findiil,g,S 

1. Ia females •primar7• hypochondriasis was associated with a higher 
social class grading. 

2. In males •primary" bypochondriasis was ass•ciated with a lower s•cial 
class grading. 

3. In males a histo1'7 of a father who was hypocho•driacal was associated 
with "pri11&.r711 hypechondriasia. 

4. Patients with primary bypoch•Jltriasie tended to b&Te had a longer 
illness when first referred. 

s. Fears ef illness were associated with "secondary" hypochendriasia 
(n•t significant 1• males). 

6. S711Ptons referred to the 11t1sculo-ekeletal system were associated 
with •primary" hy:pechoadriasis (net significant in males). 

7. Complaints iBTOlTillg the skin, hair or appearance were associated with 
"prill&l'Y" hypochoadriasis. 

8. In females the presence of ebsessional symptoms was asseciated with 
•pril'IB.ry" hypochondriasia. 

9. Depersonalization was associated with •secondary" bypechondriasis 
(not significant in fe11ales). 

10. In males, a peer se%Ual adjustment was associated with •secondarya 

B11>0chondriasis. 

11. A history of a suicidal attempt was aseeciated with naecondary" 

bn,oehondriasis. 

12. Patients with •second.aryff hypocho11.d.ria.si11 were :mere likely- to haTe a.a 



aaxiet7-pre•e per1enality. 

lJ. A hiatery of a preTi&ua ps7clliatric ill.Jlees waa aaa•ciated with 

"aecend.ary• h7Pecho•driasi1. 

14. The admi•i•tration ef electro-eonTUlaiTe therapy tended te be •ore 

common 1• patients with •1econdary" hl'Pocho-4ria1i1. 

1S. An.tidepreaaanta tended to be preacribed to more patients with 

•aecoaclary• hypochoadriasis (not signific&Jlt ia fe11alea). 

16. Ia males set1at1Tea tended to be prescribed to more patients with 

"secondary• hypochondriaeia. 

17. Males with •primary" hypochondriasia were more likely" to describe 

their symptoms as conti:auoua at follow-up. 



Chapter III: 

The Preaept Study 

Di11cuaaiop. 
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DISCUSSIOlJ 

The Two Se.moles 

In this study two different patient samples have 'been investigated . 

The first comprised 300 newly referred patients , of t,hom 11 manifested 

hypochor.driacal J?hcnornena and 186 did not . The purpose of this part of 

the investigation W!'I.S t.o study certain aspects of hypochondriasis in a 

s~.mple which was re la.ti vel:r unselected . In view o. the generally 

accepted low incidence of patients who e'10· . .r,o,d hypochondriacal phenomena 

as the most promi.n~nt or "Ven the only features of their illness , it 

was realised that an attempt to collect a consecutive series of cases 

,·:ould take a period of time which would make such a project impractical. 

Impressionistic evidence also suggested that an ap})reciable nurobef of 

hypochondrL.cal patients were being seen in fdlo r- u:r clinics and would 

therefore not be included in a sample unless subjects were dr~wn from 

all settings within the department . 

The second s?.nrnle of patients was therefore drawn from those seen 

during the course of the author ' s routine clinical duties . In addition , 

colleagues were asked to refer patients in ·.,rhom hypochondriacal 

phenomena were the most prominent clinical features . This , most of the 

Doctors did gladly. The patients were transferred to the author ' s care 

and continued to be seen by him under Consultant supervision. Thus 

all patients i~, this sample were studied personally by the author and 

were included in the sample only if the criteria earlier described were 

fulfilled . The sample comprised 147 hypochondriacal and 65 non- hypochondri-

e.cal subjects . The latter were collected and studied in the same way as 

the hypochondriacal patients had been. 
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!he two control ••rie• differ in that the pereonal ••rie• 

con.•titute• u. elder greup. !he UJlder 24 age group 1• partiC11lar 

1• l••• eo1111oa 1• the per•o:aal ••rie• of •ubjeeta. The h.J'pochoadrial 

•ample• differ Ter7 little with regard to age. 

It 11 clear from Table 207 and 208 that al thot1gh there are no 

marked differences between the new referrals and the personall7 

•tudied caae• witla. regard to male: female proportions, there are 

difference• 1• the age di1tribution, ia that the per•onal ••rie• 

eoaetitutee u. elder group. The 1Dld.er 24 age group 1• particular 

11 le•s common 1• the personal •eriea of aubjecta. The hypochondiacal 

sample• differ Tery little with regard to age. 

It •eemed u•eful• therefore, to compare h)'pochoadriacal a.ad 

no•-~ochondrical patients in the new-patient aetti:ag •• that 

difference• ceuld bo demo••trated at a stage before further ••lectioa 

facter1 .... 1ced their preaeace. Thia ha• alao had the effect of 

allowt.g comparisons in the pereo:aal aerie• to be made between 

h7Pechoadriaeal a.ad eontrel patient• vho de net differ markedl.7 with 

regard to age. 

Ia d1acu•a1Bg the reeulta of thi• atud,Jr, the •ew patient &urTe7 

and the persenal iaTeat1gat1on will be eoasiderod aeparatel7 aad thea 

a •7athesi• will be attempted. 
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l• erder te cempare the eerrespendiag aa11ples ef hypechendriaeal 

and centrol patients trea the newi,, referred an.d personal series, the 

data. vi th regard to sex and age is ahoVJl ill. !able 207 a.ad 208. 

Table 292: 

Kales 

:l'ema.lea 

Sex Ratiea 1:a Jl'evlz Reterred od P'eraen.al Seri.ea 

HJPechou.riacal 

Jfev Beterrals Personal 

53 (46.~) 73 (49.7%) 

61 (53.~) 74 (50.~) 

Ceatrel 

Jl'ev Referrals 

81 (43.-51,) 

105 (56.~) 

Person.al 

25 (38.~) 

40 (61.~) 

114 147 186 65 

Table 208: Age Distribution in Ievl.z-Referred a.ad Person.al Series 

(Males and Yemalee Cembined) 

Hypochondri a-
cal: 
Wev Referr a.la 

Personal 
S'oriea 

Ceatrel: 
Wew Referr 

Peraou.l 
S'eriee 

al! 

O - 24 

10(8.~) 

8(5.~) 

49(26.-11,: 

3(4.6~) 

25 - '.34 '.35 - 44 45 - 54 55 - 64 65 + 

25(21.9',£) 30(26.~) 30(26.~) 14(12.~) 5(4.~: 

3.5(23.g,g) 31(20·.~)
1 

37(2;.z') 30(1~) ' 6{4.~) 

50(26.'11,' 31(16.1',) 27(14.~) · 21(11.~ 8(4.~) 

14(21.51' 2((30.~) 15(i3.1$) 8(12.lC) , 5(7.~) 
i 

114 

147 

186 

65 
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!lllle Jrew Referral Stud:y;: Diacu1sitn of Fiadipgp 

Ipcidt!C! 

.la waa poiated eut earlier it 1• important to diatiJ1gUiah between 

the i•cide•ce ef h.Jpeohendriaaia aa a di9&neatic e•tit7 aad ef 

hJpechendriacal phenemeaa which preaent in other clinical 8J11.dreme1. 

In the pre1en.t 1tuc11" eight (2.'~) ef the 300 patie•t• were 

diagnoaed as •HJpoche•driasia•. Thia fiadiag ia withi• the range 

reported b7 previeua workera. (13rowa 1936, Weodaide 1954, 

Ladee 1961, -..4 KeJ11"0D 1964). 

BTen when re1ulta ef studiea earrie4 eut 1• eeme rather 

differeat pepulatien1 are eonaidered, the fitdia.ge tend te be the aame. 

Thus lieH ( 1928) 1• Jl11glud. feud an iacideace ef l.~ 1• a aur·n7 ef 

1.500 male mental hespital patients over 60 years ef age who were 

aeither pa7chotic ner demented. Rickela et al (1949) 1• the Uaited 

States, reperted a 2$, iaeidenee in 100 conaecutiTe patients referrei 

fer priT&te paychiatrie treatment. 

B7Pochondriacal phenomeaa, hevever, are rather ce11110• as a feature 

ef psychiatric illaesa. l• tbe preaeat aurTe7 ef )00 newl7-re:!erred 

patieats the i•cidenee was 3Bf,. The oal.7 atud7 in a comparable aettiag 

which reperta •• theilc14eaee ef Jan)ocheadriacal phenomena er a,mpteu 

1a that ef F. 13ren (1936) who :toUAd aa i•cidence ef 4S,. 13reW1'11B 

rather bread defiaitien 1181' accoUJLt for the higher i•cide•ce. 

The iacideaee ef hJ'pocheadriaeal pheneme:na 1a depre•siTe 111•••• 

lla• bee• feuad to be 48.~ 1• •e•doge••u• depreaaien8 &Jld 32.7P 1• 

8 •eur•t1e depresaiea8
• Thie 11 also similar to taat reported b7 

preTieu• w•rkera. (Lewia 1934, :Brown 1936, Griner et al 1961, 
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Xileh aad Garside 1963). 

Ia aea-depreaaiTe p17ch.-Jteuretic cenditieas auch as aaxiet7 aac1 

h7sterical states, hypecheadriacal pllenemeu. were e•ce aga1• ee:mieal7 

e•ce'DJltered. ot patient, diagJleaed •aax1et7-h1'•ter1a• S6.'Jf, aheved 

hypeclleadriacal feature•. This ia i• keepiag with Sh1rra1lcu1a (1957) 

fiadiag, that thia was the diagJlesis meat eeDllleal.7 aaaeciate4 wit a 

hJJ>ech••driacal IJ'lll)tema. 

0. the basis ef the feregeiag fi•diaga, it~ be eenclud.e4 that 

vllile }qpeehe•driacal pheaemeu. are rel&t1Tel7 ce1111e•, •pri-.17 

~echeadriaaia• ia a diagm.eaia which is ••t efte• made. ~e degree ef 

acreeaeat betveea Tarieua studiea, despite iiffereacea 1• diagJleatie 

criteria a.ad 11ethedeleg7, is aurpris1Jlgl7 gee4. 

Sex aad Age Distributie• 

With regard te the Ill rati• 1• •ewl7 referred patients ahewiag 

)Q"peche•driacal phenemeJaa, there was•• eigaificaat aaaeciati•• witk 

either ,ex. Thia vaa ala• the case 1• the per••aall7 studied patieata. 

Tllb fiadiag ia a keepiag vi th that ef preTieue werkera vh• haTe 

aurTe7ed large aeries ef 1ubJect1 (Bre'WJI. 1936, Xatze•elbegea 1942, 

ShirTaiker 1957, Ladee 1951, Bq aad Adn.ni 1962, XeDT•• 1964). 

!he )qpecheadriacal patieata te:aded. te be elder thaa the eeatrela 

alt:heup the7 were felllld 1a all age greupa. Tile peak age iacide».ce 

fer h7Pecheadriacal patients vas in the 35-54 7ear raage - a fiadiag 

aiailar te that ef Rq aad Ad.TU.i (1962) wae reperted a peak iacideaee 

1• the 36-SO 7ear ruge, KeJl1'e• (1964) whe feu.d a peak ia the 30-49 7ea;r 

age rage. The peak a the uder 24 7ear greup which •ight haTe bee• 

aaticipated b7 tAe writiaga ef Schilder (1930), Xretachller (19.52) au. 
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Reaeafield (1958) was ••t eaceuatered. Ia fact, this was 8.ll age greup 

which was particularl.7 uader-represeated aae11g the hJ'pecheadriacal 

patieate. 

Male aad feaale laypeche•driacal patieata differed with regard to 

age d1stributiens in that there were mere aales 1a the 25-34 aad ss~ 
7ear ra11gea. Furthermere, the male b.Jpecheadriacal patients were 

aet signifie-..t]Jr elder than the male ce11trels while the female 

hJpeche•driaeal patieats were sigJt.ificaatl.7 elder thaJl their centrels. 

There are•• studies ia which h7Pecheadriaeal patieata haTe bee• 

cem:pared with eeatrele en the age Tariable aad it ie therefere ••t 

peeaible te draw arr Talid ce11pariae11s. This questien will be 

discussed further when the fi•dings en the personal sample are censidered. 

CiTil Status 

Ia cemi•• with Bay- ud U:T&.111 (1962) &lld Kemye11 (1964) hJrpechoadriacal 

patients haTe been fe'Wll.d mere likel.7 t• be married. This fiadiBg must, 

heveTer, be censidered ia cenjuncti•• with the greater&&• ef the 

h7Peehe11driaea.l patieats. The sig11ifieaa.ee ef this becomes clearer vb.ea 

the males aad females are censidered separatel7. It ea.n. aew be see• 

that the males ( vb.• were ••t feuad. te differ significu.tl7 ia age 

fr•• their eeatrele) do net iaclude a sig11ificantl7 higher prepertiea 

ef married subJects. HeweTer, the fe11ale hypechendriacal patieats were 

significaa.tl7 elder than their centrels and de centai~ a signifieantl.7 
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greater pr•p•rti•• •f :married subjects. This difference is ebTieusl7 

related te the prepeaderaace ef females Ullder 24 7ea.rs ef age 1• the 

ceatrel greup. 

S•cial Claa• 

A aigaif'icu.tt.ead.eae7 fer bJpeeheJtdriacal patie•ts te ha.Te uskillet 

eccupatieas was feud. Thia was present but •et aigiaiticaat ia the case 

ef the 11&1.e h1J>echendriacal aubjeeta. Because ef the great Tariety ef 

aecial class gradings empleyed b7 authers, it is net pessible te make 

aatisfacterT cempa.risiena. HeweTer, the aaseciatiea between hypecheadriacal 

phene11eJl& aad lever secial cl.&ases has bee• aeted b7 a nuilter ef writers 

(Hellbgahead & Bedlich 19.58, Michael 1960, :Brill & Sterrew 1960, Ba7 & 

Ad:ra•i 1962 ,~er & Michael 1963). Ke211"•• (1964) did net fiad this u.d 

the pessible e:r:plaaatien will be discussed later. 

Size •t :ryni 

•• preTieus studies have auggested that &IJ1' relationahip exist• 

between h.7Peeheadriasia and the JWJlber ef children a patient has. Ia 

this surTey h:,pechendriacal females tend t• baTe mere children than their 

centrels. The e:r:pl&J1ation fer this prebabl7 lies in the fact that 

h:,peeheadriacal fe11&les are frem lewer seeial classes, who are kB.en 

t• ha.Te larger families. 

Diagesia 

The atatieticall7 sigBific&llt fiadi:ags with regard te diagnosis 

present all interetimg pattern. The presence ef h:,peehe•drical, pheneaeaa 

was aaseciated with the diagn•ses ef an%i.et7-bT•teria and endegeaeua 

depressiea. An absence ef :ta,pecheadriacal S1'JlPt•ms was associated with a 
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referr!-1 felleviag a auicidal attempt related tea reactiTe depressioa; 

aad alse a histe17 ef auicidal attempts 1• general. !hia was••' 
significant 1a the case ef the male patients but it 1s of interest 

tlla* net ••e ll&l.e bJpechendriacal pa.tie•t presented fellewing a 

suicidal attempt. Ps7che-aexaal dieerders were significantly aeseeiatet 

with aa abee•ce •f bJJ)•ch••driacal a7111>t••• 1• .. n. Jre female• with 

pe7ch .... eD1&l dieerdere were diagaesed 1• this •ample. 

Jrt.e patieata (~) i• the tetal aaaple were c•••idered te be 

sufferillg fr•• alceholism, •f wb.011 oJll.7 ••e shewed h7}>eche•driaeal 

•111Pt•••· 
These fiadiags are i• lceepi:ag with those •f Steabaclc aa4 Bluaentlaa.l 

(1964) wh• auggeet that chreaic alcoheliaa aacl suiciclal beh&Tieu.r 

repre•••t •a wish te be killed• while •b7PecheJldr1&• is related te 

•a fear ef gettiag killed•. UafertUB&tel7, these authors de ••t 

repert the age diatributi••• 1• their sample& aad it is therefere 

difficult t• eT&luate their fiadiags. Ia the present stud.7 the 

negatiTe aasociati•• betwee• suicidal attempts and hTJ>•ch•adrical 

sympte11s seems to be, at leaat ia part, due te the prepoaderance ef 

patient• ad.er 24 years of age 1A the ••n-111Pochondriacal patient,. 

hetller iaterence which 11&7 be draVJL is that these two greupa •f 

pltieata reflect the two aaia t11>e• ef behaTieur which 11&1' bring a 

patient te a ps7chiatriet. The first fel'll ef behaTieur, which 1a sheVJL 

b7 patients wh• attempt suicide, are dependent•• alcehel er 118.!lifeet 

p17che-ae2:U&l diaerders 1• 9tl.ch a way as te cell.flict with aeciet7, ~ 

be described a, •actiiag-eut beha:9.ltur". I fact, 1• these pat1e•t•, the 



problea ia ce1111Uaicated 1• more Terbal terms. The fi•ding that 

eJLdegeaeua depreaaien ia aaseciated with bJpechendriacal 1711ptem1 

in men is less easily explained particularly as the findings differ 

from that ia the peraellal series. ~•r this reason it seems best te 
d.iacuas this fading tegether with these 1a the personal series. 
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The Personal Study of 147 Hypochondriacal and 

65 Non- Hy;pochondriacal Patients. 

Discussion 

There were no statistically significant finc3.ings with regard 

to the sex and age of the patients in this series . The peak in 

adolescence described by Schilder (1930 ), Kretschmer (1952) and 

Rosenfeld (1958) was not found. The females showed a peak in 

the 25-34 and 45-54 year age groups , while the bulk of the males 

were evenly distributed in the 35-64 year age span. 

Since the ages of the hypochondriacal and control groups do 

not differ significantly in this sample , it is not surprising 

that there is no significant difference in the number of married 

subjects in each group , as was found in the new- patient survey. 

However , it is of interest that 16 (21.9%) of the hypochondriacal 

males were unmarried as opposed to two (S"p) of the male controls . 

This may reflect a reluctance or inability of hypochondriacal 

individuals to establish relationships which dem2.nd a shifting 

of attention from the self to others , and also the acceptance of 

responsibility for others . This attitude would not be expected in 

females who might ,,1elcome a marriage in which a dependant relationship 

could be expected , given the conventional image of the female role in 

marriage . 
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Social Class 

The association between a low social class grading and the 

presence of hypochondriacal ~henomena has been found in the 

personal series as highly significant , both in the male and female 

subjects . The male hypochondriacal patients are puticularly over-

represented in the unskilled occupations while the female hypochon-

driacal patients predominate in the semi and unskilled categories. 

These findings support those of a number of previous investigators 

(Hollingshead & Redlich 1958, ~1ichael 1960 , Erill and Storrow 1960 , nowning 

& Rickels 1962, Ray & Advani 1962 , Langner & Michael 1963, Rickels 

et al 1964) . Kenyon (1964) , whose study might be considered 

most comparable to the present one, did not find any association 

between hypochondriasis and the lower social classes . Tb.is may be 

due to a difference in patient selection. Kenyon (1964) furnishes 

figures which show that 23 . 6j of all patients treated at the Maudaley 

and Eethlem Royal Hospitals between 1951 and 1960 belonged to the 

lowest two social classes (semi-skilled and unskilled manual 

occupations) . The present study has shown that 54.3% of all new 

patients referred to the Department of Psychiatry of the United 

Sheffied Hospitals belonged to these two social classes . This 

difference may be due to the fact that the Haudsley Hospital is 

highly specialised and does not serve a specific area , while the 

clientele of the Sheffield Teaching Hospital can be regarded as 

representative of the city population. 



The association between low occupational status and hy:pochondriacal 
illness may have a nUIDber of explanations . It is possible that a 
low social status is related to low intelligence - particular verbal -
and therefore there is a tendency to communicate distress in simple 
bodily terms when confronted by an illness with physical and 
psychological components , since the latter may requir~ a higher 
degr ee of verbal facility for their communication. In the present 
study, however , no association has been found between hypochondriacal 
illness and verbal intelligence . 

The second possibility is that , given the same symptoms , an 
individual is more likely to complain of those which interfere 
with his occupation. Thus semi-skilled and unskilled manual 
workers , who expend more physical effort than any other occupational 
group , are most likely to become aware of physical symptoms . It is 
also possible that the more an individual is engnged in physical 
activities , the more aware he becomes of his bodily functions , 
whether normal or not . 

The concept of illness as a "social role" provides another 
approach to the elucidation of this question. Talcott Parsons (1964) 
has delineated the main features of the sick role as followe:-
11(1 ) It is a partially and conditionally . legitimated state in 
which others are expected to treat the sick person with compassion , 
support and help; but it is not to be evaluated as in itself a 
11 good thing" . 

(2) It is the basis of a series of legitimized exemptions from the 
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fulfilment of normal expectations , in work, family obligations and 

even in showing consideration and good temper towards others . 

(3) Through the conception of incapacity the individual is not 

held responsible for his state , in the sense that he could be 

expec ted to become well through 11 pulling himself together" by an 

act of will and 

(4) It has a definitely ascribed goal of action which is given 

p:dority over other goals , namely to 11 get well" . The patient 

himself is expected both to seek competent technical help and to 

co-operate actively with therapeutic personnel in getting wellf. 

Parson ' s second point is perhaps the one of greatest relevance 

to this discussion. It suggests that the symptoms which are 

most likely to cast o..n individual in the role of an ill person 

would be those that interfere with his obligations at work ~nd 

at home . It seems reasonable to suppose that a manual worker is 

more likely to regard bodily symptoms which impair physical 

efficiency as legitimate evidence of illness , rather than 

psychological symptoms which cannot be shown to interfere with his 

work activities in any direct way. 
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Clinical Aspects 

s might be expected , hypochond.riacal patients were more likely 

to have been referred from a non-psychiatric hospital department and 

tended to have been referred to more non-psychiatric departments 

during the course of their illness. This may in part explain the 

greater duration of illness before referral to the Department of 

Psychiatry which was reported by hypochond.riacal patients . On the 

other hand, it might be argued that hypochondriacal patients tend 

to over- eJiaggerate the severity of their illness in terms of duration 

and intensity. This is not an easy point to assess but in most 

cases , the patient 11s relative confirmed the history which had been 

given. 

It seems reasonable for the patient 1 s family doctor to refer a 

pat i ent who complains of puzzling physical symptoms to a non-psychiatric 

consultant in the first instance . However , it would seem desirable to 

make a psychiatric evaluation as early as possible so as to avoid 

investigations or procedures which may possibly be unecessary. It is , 

of course realised that hypochondriaca l pa tients often resist being 

referred to a psychiatrist and almost coerce their doctors into 

carrying out further investigations . However , it was noted tha t 

in many patients the previous concentra tion by doctors on the physical 

aspects of the case had reinforced the patient ' s belief tha t the 

problem was a physical one and made management along psychological 

lines extremely difficult for them to accept . 
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The fact that hypochondriacal subjects tended to be o..rawn from the 

new- patient and follow- up clinics as opposed to the in-patient and 

day- patient units is not easily explained, but may relate to the fact 

that a history of suicidal attempts was commoner in the non­

hypochondriacal patients . In addition , the latter patients (in the 

per-sonal seri~s ) were more likely to have been diagnosed as endogenous 

depression. Since this study has been carried out in a department 

which is particularly alive to the questions of suicide and attempted 

suicide , patients who manifest such behaviour or show the possibility 

of doing so in the future are very carefully sought out and are more 

likely to be admitted. This seems the most likely explanation of 

the excess of non-hypochondriacal patients in the day hospital and 

in- patient uni ts . Another possibility may lSe the reluctance of 

patients who regard their illness as physical to accept admission 

to the wards of a psychiatric department . Certainly, many hypo­

chondriacal patients felt that their referral to a psychiatric 

department represented a rejection by their previous doctors , and 

p.-eferred their friends not to know about it. 

Symptomatology 

There has been close correspondence between previous studies 

(Shirvaiker 1957 , Katzenelbogen 1942 and Kenyon 1964) regarding the 

regions of the body to which symptoms were most commonly referred . 

In the present study the regions most frequently involved are also 

the head and neck, chest and abdomen. As in Kenyon' s (1964) 

investigation, the region next in frequency was the back. In addition, 

there is agreement with Kenyon 's (1964). finding that the two systems 
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most commonly involved are the gastrointestinal and mu.sculo-skeletal ; 

It is striking that from the earliest days of medicine to the present 

time the descriptions of the symptoms of hypochondriacal illness have 

remained so remarkably similar ; particularly the abdominal symptoms 

which were long considered the cardinal feature of hypochondria.sis 

and are indeed enshrined in the very name of the condition. 

In order to compare the complaint behaviour of hypochondriacal 

and non-hypochondriacal pat ients as objectively as possible the 

Cornell :Medical Index was used. This seemed to be the most appropriate 

instrument , since it offered what might be regarded as a standardized 

opportunity for complaint behavioux and avoided the possible tendency 

on the investigators part , to encourage hypochondriacal patients to 

produce complaints , and to inhibit patients knoun to be non-hypochondriacal . 

The hypochondriacal patients did , in fuct , obtain significantly 

higher scores on the Cornell Medical Index. In addition, the two 

groups of patients have been compared on individual items . This 

has been done simply to render the data more meaningful and not necessarily 

in the hope of detecting any associations of aet iological importance. 

Although all significant associations have been reported , it is 

appreciated that in some cases the frequency of affirmative responses is 

so low as to make the item concerned of very minor value as a 

discriminating variable . For this reason only those items which were 

answered "yes11 by ten or more of the 50 hypochondriacal patients will 

be ta.ken into account . The items which discriminate at the highest 

level of statistical significance (p o 
•001) can be seen to include 
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three main groupings . The two largest with five items each , relate to 

over- concern with health (items 115 , 117 , 121, 122 , 123 ) and gastro­

intestinal symptoms (items 48 , 49, 50 , 52 and 54) . The other large 

cluster of four items relates to the musculo- skeletal system ( items 38 , 

65 , 66 and 70 ). Thus the three main clusters include one which gives 

support to the overall nature of the main difference between the two 

gr oups of patients , while the other two correspond to the two 

systems which were found clinically to be most connnonly involved in 

hypochondriacal patients . 

This study has not had among its aims the investigation of the 

physical processes associated with hypochondriacal illness and a 

detai led discussion of this area would be beyond its scope . In a 

number of the cases studied the pre- occupation seemed to be with what 

have been referred to as the physiological correlates of the emotions , 

e . g. tachycardia , tachy:pnoea and muscle tension. The occurrence of 

such changes have long been known particularly since Cannon ' s (1929 ) 

classi c study. It has been less easy to explain the localization of 

symptoms. Malmo and Shagass (1949 ) have shown that when patients 

with cardiovascular complaints are exposed to a painful stress they 

shown a higher mean heart rate , a greater mean heart rate variabili ty 

and greater mean respiratory variability. On the other hand , reliably 

higher neck muscle potential scores were obtained from patients with 

complaints referred to the head and neck. Mal mo, Shagass and Davis (1950) 

have also .carried out an intensive longitudi nal study of three patients , 

and have demonstrated subclinical alterations in muscle tension in those 



parts of the body to which symptoms were referred during the stressful 

phases of an interview. They regard this as support for the principle 

of symptom specificity "which states that the particular physiologi c 

mechanism of a somatic complaint is specificall y susceptible to 

activation by stressful experience". This may explain the 

localisation of symptoms in some patients , but it seems more likely that 

the area involved depends on a constellation of factors rather than a 

s i ngle cause . For example , a part of the body may be focussed on 

because of psychophysiological changes which facil i tate the process 

of identific~tion with another person. The fact that the physiological 

accompaniments of emotion affect most parts of the body is well- known - as 

Cannon (1929 ) points out "•• any high degree of excitement in the 

central nervous sJrstem, whether felt as anger , terror , pain , anxiety , 

joy, grief or deep disgust , is likely to break over the threshold of 

the sympathetic division and disturb the functions of all the organs 

which that division inervates11
• Thus ex; osure to illness in another 

person may serve to draw attention to particular aspects of a Hidespread 

physiological process . This , as was pointed out earlier , seemed to 

have occurred in a l l the hypochondriacal patients who had been in contact 

with illness in a relative or friend \'Tithin three months of the onset 

of their own illness (Tables 135-137). However , the hypochondriacal 

patients had not been in contact with illness significantly more often 

t ha.:tt the non- hypochondriacal patients . Kreitman et al (1965 ) report 

that hypochondriacal depressives were more likely to have symptoms 

resembling those of the main illness of their mothers . However , the 
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Chi Square of 4. 29 (p < 0.05) which is reported in their pa.per , has been 

calculated without applying a Yates correction, which , in view of the 

small sample size (40), would seem desirable (Maxwell 1961). ~·lb.en 

this is done , the Chi iquare value is reduced to 2. 98 ·which is not 

significant at the 5% level . Furthermore , the comparison carried out 

by Kreitman et al (1965 ) with regard to identification does not seem 

to be entirely satisfactory. Since they have chosen a control group 

without physical symptoms , they arc consequently comparing the tendency 

of one group to identify with the physical symptoms of their parents and 

and the tendency of the other group to identify with the non-physical 

symptoms of their parents. It does not seem unreasonable to suppose 

that identification may occur more easily with some forms of symptomatology 

than with others . 

The development of symptoms resembling those of a close relative 

or friend who has recently died or suffered a severe illness has also 

been described by Stenback (1960), Kellner (1963) and Parkes (1965 ). 

The role of identification will be further discussed in relation to 

other variables of possible aetiological significance . 

Fears of illness which might befall them in the future uere 

present in 52 of the hypochondriacal patients (27 females, 25 males ). 

The content of tho fears have been listed in Table 66. Patients with 

fears of illness or death usually showed insight into the irrationality 

of their fears . One female patient , when asked how she had been , 

sai d with a smile, 11 Last week I had TB , heart di seas and leuJr..aemia" • 

Most fears followed exposure to illness in relatives and friends . As 



can be seen from Table 66, the commonest fears were of cancer in general , 

cancer of the lung, sudden death and heart disease . As mentioned 

earlier , no patient related the onset of the hypochondriacal illness to 

anything read or seen in newspapers , books , magazines , television or 

radio. Patients who had no fears of illness showed a strikling lack 

of interest in the possibility of contracting any diseas in the future. 

These patients were concerned only with the SYIDPtoms which troubled 

them. Apart from the 19 patients who were convinced that a specific 

disease was present , the remaining 80 simply stated their complaints 

and when asked what they thought might be wrong often re::used 

steadfastly to speculate on the subject . If pressed they might 

e ventually offer some theory such as "a nerve bein5 nipped" or "a bone 

out of place11
• 

The division of patients into "spontaneous and non-spontaneous" 

complainers was fairly easy to make. Only 24 of the 147 patients 

were in any way reticent about their complaints and of these 21 had 

fears concerning illness . The impression gained was that these 

patients often feared telling of their symptoms in case their 

apprehensions were confirmed. 

Significant associations were found between a number of clinical 

features and hypochondriacal illness . Sysmenorrhoe was more frequent and 

more incapacitating in hypochondriacal females . A possibly related finding 
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was a poor sexual adjustment in hypochondriacal patients ; this 

association being significant only in the females . It may be that 

both complaints reflect a dissatisfaction with the female role . 

Some female patients maintained that their symptoms were made worse by 

intercourse , but others simply stated that they considered it distaste-

ful and wished they need never engage in it . Despite this , it is 

interesting that there,as an inverse relationship between the presence 

of a hypochondriacal illness and w.arital disharmony. This finding 

seems to underline the fact that the hypochondriacal individual needs 

someone to whom to communicate his complaints , and may at the same time 

be preventing the expression of open anger by himself or his spouse by 

the use of his sick role . Thus one patient ' s wife expressed anger and 

dissatisfaction with the patient ' s behaviour to the doctor but never 

told the patient because she felt that it would be wrong to upbraid 

someone in physical pain or discomfort . 

Sainsbury1 s (1963) work is of interest . 

In this regard Grad and 

They interviewed the relatives 

of all patients referred to the community psychiatric serve in Chister , 

Sussex and found that 11 the aspect of the pati ent 1 s behaviour which 

families found most troublesome was constant harping on bodily complaints . 11 

Another explanation for the lower incidence of marital disharmony 

reported by hypochondriacal patients might be a reluctance to discuss or 

consider non-physical aspects of their problems . When asked about their 

marriages a numbers of patients replied that their symptoms were not due 

to any marital problems. 

The tendency to deny any guilt feelings , although present in all 

patients , may also have been more marked in hypochondriacal patients 
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because of their reluctance to face psychological problems . 

Psychoanalytic writers have , however , stressed the presence of guilt 

over aggressive and hostile feelings as an important f actor in the 

development of hypochondriacal illness . If the presence of a 

hypochondriacal illness is effective in counteracting feelings of guilt 

one would expect the inverse relationship between guilt feelings and 

hypochondriasis which had been found in this study. Further support 

for this hypothesis is given by the finding that hypochondriacal 

patients were more likely to report feelings of resentment and 

hostilityvhich they were unable to express to the person involved. 

It could be argued of course tha t these feelings of resentment were 

actually intended for the doctor who was not accepting the patient ' s 

complaints at their face value , a nd that by describing resentment 

towards others , the patients were indirectly telling the doctor of 

their resentment towards him. An attempt was therefore made in all 

cases to help the patient to ventilate his negative feelings about 

the doctor , and the impression was gained that these individuals had 

never been able to express feelings of this sort freely and openly. 

It should also be borne in mind that the patient ' s resentment 

towards doctors might at least in part be due to the rather antipa thetic 

attitude of some doctors towards them which was occasionally expressed 

in quite unambiguous terms . In most cases the patients were the 

sources of information concerning such incidents , but it was not 

unusual for doctors with whom the author discussed cases to a:lmit freely 

their hostility towards the patient , and the fact that they had "told 

him off". 
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Although it was usually possible to show that the feelings of 

resentment antedated the onset of the hypochondriacal illness , it is 

possible ihat the patient was projecting his current feelings of 

resentment on to situations which preceded his illness. Nonetheless , 

it seems reasonable to infer that the inability to express feelings 

of resentment does contribute to the psychogenesis of hypochondriacal 

illness . 

Two diagnostic entities showed a significant negative association 

with hypochondria.cal illness . These were endogenous depression and 

neurotic depression , both of which were connnoner diagnoses in the 

control sample . This finding is in keeping with that of Stenback 

and J alava (1961) whose work was described earlier . They consider 

that 11hypochondria11 does not occur very often in depressive illness , but 

this statement conflicts with the findings of other authors (Brown 1936 , 
Hohman 1940J Jones and Hall 1963 ). Stenback and Jalava (1961 ) 
considered 11Hypochondria11 and depressive illness to be incompatible , 

since the former implies the presence of anxiety - an effect which is 

not a part of depression. This is a somewhat surprising statement 

when one considers tha t the presence of anxiety symptoms inpatients 

diagnosed as having endogenous depression is a common clinical 

observation. Another possibility is that depressive illness appeaxs 

to be less common in hypochondriacal :patients because some of the 

patients with physical symptomatology are suffering from an "affective 

equivalent" . Da Fonseca (1963 ) has suggested that certain 11 somatic 

syndromes 11 may represent affective illness in predisposed individuals . 

He bases his contention on the finding tha t twins suffering from 



depression have a high proportion of siblings and relatives with 

somatic syndromes which resemble affec tive illness in their " tendency 

to recover and relapse" ••• their tendency to spontaneous disappearance 

and their frequent association with endogenous mood changes" . 

Da Fonseca {1963) did not investigate control groups of non-depressed 

psychiatric patients to show that they had fewer relatives with such 

"affective equivalents" • 

.As described by Da Fonseca, the concept of "affective equivalents"' 

is part of a wider genetic theory of depressive illness . He considers 

the genetically predisposed individual to be more prone to develop a 

depressive illness if an immaturity of the autonomic nervous system is 

also present . It is this immaturity which is postulated as the cause 

of the physical disturbance . 

An equally plausible ecplanation may be based on the psychoanalytic 

theory of the aetiology of depressive illness . As stated by Glover (1949) 

and Noyes (1958) a constitutional predis~osition is accepted , but the 

psychogenic origin of depression is believed to consist of anxiety and 

hostility following the real or fa..~tasied loss of a loved object . This 

loss is felt as a rejection and the resultant hostility cannot be 

expressed due to super ego control. It is therefore turned on the self 

thus producing feelings of depression and guilt . In this context it 

could be argued that hypochondriacal illness should protect '1gainst the 

development o: depression and guilt , since asstunption of the sick role 

allows hostility to be discharged through COI"'.}."!.aint beh3.viour , and a l so 

allows ,;uilt to be assW?.ged oy the conviction that one is already suffering . 



It must be remembered , however , that depressive and h;ypochondriacal 

disorders do occur simultaneously in the same patient . The interaction 

between these two states nm.st obviously be r egarded as a complex one , 

particularly as the aetiological factors may differ =rom subject to 

subject . Nonetheless in the light of the foregoing discussion one 

might predict that depressed patients who show hypochondriacal features 

will manifest less guilt than those who do not . It was not possible to 

demonstrate a significant association when hypochondriacal and control 

depressives matched for age and sex were compared Table(J..84) but a trend 

in the predicted direction ·was found . Thus two of the 25 hypochondriacal 

and eight of the 25 control patients manifested guilt feelings . Giberti 

(1965), ,1hose study ,1as mentioned earlier , did in fact find that in 

patients with endogenous depres sion there was a significant association 

between hypochondriacal features and a lower incidence of guilt ; 

In the light of this reasoning , a lower incidence of attempted 

suicide might also be expected in hypochondriacal patients , since , in 

addition to the opportunities for directing aggression outwards, the 

appeal function of suicide (Stengel et al 1958 ) is also served by 

hypochondriaca l complaint . Such a finding was , in fact , reported by 

Ziegler and Heersema (1943 ). 

In the personal series the negative association between hypochondriacal 

illness and suicidal behaviour has once again been demonstrated. In 

the matched depressive samples the same trend is strongly present with 

only two out of 25 hy-pochondriacal subjects , and eight out of 25 control 

subjects having a history of suicidal attempt. These findings suggest 

that hypochondriacal features somehow protect e.gainst suicidal behaviour . 
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It is clear , however , that this protection is by no means absolute since 

15 (10. 2%) hypochondriacal patients in the personal series had in fact 

:rn.ade suicidal attempts . It is '.vorth recalling that Jameison and Wall 

(1933), who studied the records of 25 patients who had committed 

suic i de while in hospital , found that sever hy:_oochondriacal and 

ni..~ilistic ideas were a consistent feature . Their descriptions 

suggest that these uere patients with psychotic depressive illnesses -

conditions which must have presented particularly difficult problems 

before the advent of convulsive therapy. 

The premorbid personalities of the hypochondriacal patients 

differed in a number ofw.ys from those of the controls . The 

hy-9ochondriacal patients were more likely to have been anxiety- prone and 

hypochondriacal , and less likely to have been submissive , emotionally 

immature or cyclothymic . The premorbid personality traits encountered 

most commonly in the hypochondriacal patients were similar to those 

found by Kenyon (1964) viz , anxious , obsessional and hypochondriacal . 

All these traits were much commoner in the p~tients in the present study 

than in Kenyon 1 s (1964) investigation. However , the two studies are 

not really comparable since Kenyon ha s restricted his study to data 

from case notes . He does not provide information concerning the 

definitions used , and has not compared his sample with a group of 

non- hypochondr~al patients on this vexiable . 

The proness to anxiety in the hypochondriacal subjects is also 

.refl ected in a group of items in the Cornell Medical Index relating to 

cardiovascular and respiratory function , .,:1ich distinguished between 

hypochondriacal and control na tients (Table 75 It JO ) 
- • ems - 35 • In 
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a number of cases the concern of over illness was based on an 

awareness of the somatic anxiety symptoms such as shortness of 

breath and tachycardia. It was not surprising that a premorbid 

hypochondriacal personality was commoner in the hypochondriacal 

patients , but it should be noted that 4Cfi., of these patients had no 

such premorbid personality traits . Katzenelbogen (1942 ) reported 

all of his 51 patients as showing hypochondriacal personality traits . 

while Kenyon (1964) reported an incidence of 12 . 7% in "primary" 

hypochondriasis11 and 17% in " secondary hypochondriasis . 11 Both of these 

authors used case records as their source of information and the wide 

desparity of their results , highlights the difficulties and short-

comings of this research method. It seems clear , however , that 

personality traits other than hypochondriacal ones may predispose to 

the development of a hypochondriacal illness . 

The finding that female hypochondriacal patients were less likely 

to be submissive personalities , suggests that they may utilize the sick­

role to dominate their husbands or relatives when other techniques fail 

or cannot b~ used. The manner in which some hypochondriacal females 

had manoevred their spouses into taking on the female role in the home 

was striking. Thus in the case of one female patient , the husband was 

forced to care for the children and do all the housework. 

The fact that hypochondriacal patients tended to show less emotional 

instability is in keeping with the finding that they were unable to 

express feelings of resentment and hostility. Thus hypochond.riacal 

patients were more likely to suppress unpleasant feelings rather than 
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demonstrate them openly and without controlJ as the emotionally 

unstable personalities did . 

The finding that hypochondriacal subjects were less likely to 

have cyclothymic personalities seemed possibly a result of the 

pr eponderance of patients with endogenous depression in the control 

group. In the groups matched for sex , age and diagnosis of 

endogenous depression , the trend was the same although not 

significant (two of the 25 hypochondriacal and six of the 25 control 

subjects were cyclothymic ). This is in keeping with Giberti 1 s (1965 ) report 

that the incidence of cyclothymic personality traits tended to be 

lower in hY}_)ochondriacal depressives . The significance of this 

finding is not clear . It may indicate that constitutional factor s 

play a smaller part in the aetology of hypochondriacal depressions . 

Of the factors during childhood which were investigated as being 

of possible aetiological importance , three were found to be 

significantly associated with hypochondriacal illness . Thus 

hypochondriacal JR tients were less likely to have been in prolonged 

contact with a parent or sibling who was ill , they tended to have more 

siblings , and to have been considered 11 delicate 11 children. 

These findings suggest th~t the factors in childhood which 

might result in hypochondriacal illness , involve the centring of 

attention on a child , who is given the role or status of a sick or 

"delicate" person , and who possibly uses this status to draw attention 

away from his siblings . In this regard it is of interest that 

hypochondriacal patients tended to have more siblings , although this 

finding was not significant in the males . This is in keeping with 
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Gonda1 s (1962 ) finding that neurological patients viho persistently 

complain of pain , have significantly more siblings than those who do not . 

Gonda suggests that children in l arge families learn to use the complaint 

of pain and the adoption of an invalid role to seek assistance when 

painful experiences arise in later life . The finding that hypochondriacal 

patients tended not to have been exposed to illness in a sibling or 

parent seems understandabl~ . since such an illness may have drawn 

attention away from the p~tient and have set "standards• for the 

adoption of the II sick- role" which he could_ not "achieve". 

It would seem that parents •·rho are hypochondriacal about 

themselves are not quite so pathogenic in this context as parents who 

are hypochondriacal nbout their children. As Kanner (1946) points out , 

it is possible for parents to mak~ invalids of their children by 

reducing them to " organs of their solicittrus preoccupations11 • 

In evaluating this data it is important to take into account 

the fact that much of it is being gathered from a hypochondriacal 

individual who may be recalling his childhood in terms of his present 

mental sta t e . Thus the statement that he was not over]!'Otected as a 

child may represent his dissatisfaction with his present treatment 
rather than an objective assessment of his treatment as a child . 

It may on the other hand indicate a life- long feeling of not being 

helped in the ma.nner which one ' s plight demands . From the attitude 

of many doctlre to these patients , it seems likely that their persistent 

demands for help often evoke responses hich served to confirm their 

belief that they never receive the help and consideration ~·.rhich they 

feel they neeli. 
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The concern with comriensation for !njuries in hypochondriacal 

males seemed also to be a manifestation of thir feeling . rone of 

these patients ,ere actually involved in compensation proceedings and 

in some cases had never instituted any . They 1ere !':imrly :rreoccupied 

with th beli f the t th y hoi.U not got enough or should have asked for 

some thin~ . The resentment expressed by these ratients in relation to 

these problems ·as often also present in their attitudes to doctors and 

to their relatives . The complaint about the lack of compensation 

seemed to be yet one more expression of their rlissatisf~ction with 

those from whom they expected help. 

Only twelve of the hy:pochond.riacal IJ3.tients admitted to 

rossessing and reading books containing medical information and advice 

for laymen. This finding is probably another manifestation of 

hy:pochondriacal behaviour and not of aetiological significance , 

since none of the hypochondriacal patients could ascribe the 

development of their illness to the reading of zuch a book. More 

often the patient consulted the book after his concerns had already 

been aroused . It is noteworthy that there was no significant 

association between a tendency to be made anxious by reports and 

descriptions of disease in the mass media and hypochondriacal illness. 

Only 25 of the hy-pochondriacal patients reported being made anxious by 

such reports and of these 22 subjects had fears of illness rather than 

preoccupation •rith symptoms only. 

Iatrogenic factors seemed to have played a pa.rt in the illnesses 

of 22 (1.5% ) oft he hy:pochondriacal ID,tients , and in one of the controls . 

Although many writers have dr:lwn attention to the iatrogenic factor 
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(Watters 1938 , Katzenelbogen 1940 , Ryle 1948 , Chambers et al 1958 , 

James 1960 , Wahl 1962 , Mayer Gross et al 1960 and Keyes 1965 ). 

Har t (1954) points out that few investigations have been carried out 

to establish the facts in these situations. As Wheeler et al (1950) 

have shown , the subjects who develop neurotic symptoms due to a 

doctor ' s words or actions , are usually pre-disposed to such a 

development . Hart (1954) has pointed out how often patients may 

recollect their doctor ' s remarks quite inaccurately. He questioned 

ten physicians about the remarks they had supposedly made to patients . 

He found that the physicians were taken aback at the statements 

ascribed to them and were convinced that they had reassured the 

patient adequately. Hart (1954) seems to ac~t the evidence of 

these physicians rather too readily . It is possible that what 

appears to be a clear explanation to a doctor is far from clear to 

a patient . 

The precise aetiological role of iatrogenic factors remains a 

difficult question. Although there is no evidence that a doctor ' s 

behaviour will produce a hypochondriacal illness ~er se , it clearly 

behoves him to avoid exacerbating a neurotic state if at all possible . 

The best advice in these situations is surely that of Hart (1954), who 

suggests that reassurance is not sufficient for patients who fear heart 

disease ; what they need , he feels , is the exploration and treatment 

of their real concerns and worries . 
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FACTORS RELATED TO CLI1"'ICAL OUTCOME 

There were sex- related differences {ith regard to the factors 
influencing clinical outcome although a number were common to both 
mn.le and female hypochondriacal patients . 

The factors which showed a statistically significant association 
with a good clinical outcome in both sexes {ere :-

?. An illness of short duration on first referral . 
2 . A cyclothymic personality. 

3. A tendency to be made anxious about health by reports or 
descriptions of disease on the radio , television or in 
magazines . Factors significantly related to a bad outcome 
in both sexes were : 

1. Spontaneous , non- reticent complaint behaviour . 

2 . Symptoms described as continuous . 

3. Symptoms referred to the nru.sculo- skeletal system. 

4. Com~laints of pain. 

The finding that a shorter illness is related to a better 
prognosis is in keeping with the work of Rosenfeld (1958), Ladee (1961 ) 
and Ray and Advani (1962 ). The presence of cyclothymic personality 
traits in patients with a good prognosis indicates support for 
writers who have stated that the presence of depression favours a good 
prognosis (Fenichel 1955 , Rosenfeld 1958 , La.dee 1961, Ray and Advani 1962 ). 
These authors also found that the presence of Bnxiety meant a favourable 
outcome . The finding that these patients react with concern to 

information about disease in the mass communication media , tends to lend 
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support to this finding . Furthermore , this particular symptom 

suggests a sensitivity or responsiveness to events in the environment 

which patients with a bad prognosis did not show. Instead they­

manifested an eagerness to complain of symptoms which they tended to 

describe as painful , continuous and related to nru.sculo- skeletal system. 

In patients with the worst prognosis , this system was more often 

involved in men (54. s%) than women (38.~ ). This may be due to the 

greater age of the men in this prognostic group and thus the greater 

likelihood of degenerative joint disease being present . 

The factors related to a good outcome in males were :-

1. Pre- morbid anxiety- prone personality. 

2 . Fear of illness . 

J . A poor sexual adjustment . 

4. Guilt relating to sexual behaviour . 

The factors relating to a worse outcome in males were :·-

1. A greater age . 

2 . A la.ck of response to reassurance when first seen. 

J . The presence of organic pathology. 

4. Feelings of resentment . 

In females a good prognosis was related to the endogenous 

depression , while symptoms referred to tbe chest indicated a fair 

prognosis . Female hypochondriece.l ~- tients with a poor prognosis 

tended to have hysterical personalities and a history of having seen 

more non- psychiatric consultants . 
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From these findings two syndromes of chronic hypochandriasis 

emerge hich correspond to those described by otherau.thors. In the 

case of the male the picture is of an older pa tient . resentful and 

complaining of symptoms {including pain) which are described as 

continuous , and who shows no response to reassurance . He is either 

not working , or able to do light work only. These patients 

probably come close to those described as suffering from "hyyiochondria11 

by Gill espie (1928). His patients were chiefly males in later life who 

manifested an "excessive concern shown in a re:peated affirmation of his 

discomforts ." His patients seldom responded to therapy and rarely 

recovered. It is also of interest that in the present study 9 of the 22' 

males in the group with a poor outcome had been given electro- convulsive 

therapy with poor results . In this connection it is instructive to 

recall Roth I s ( 1959 ) statement that in depressive illness "where hy-pochon­

d riacal symptoms are the presenting disability and cominate the 

clinical picture , ••• electro- convulsive treatment is either 

ineffective or of such transient benefit as to be therapeutically 

worthless . It has therefore tended to confirm the independence of a 

group of cases ,ith prominent hypochondriacal symptoms from the 

affective psychoses :proper". 

Whether or not these patients justify the nosological status of 

an independent condition is delaitable . However , they do seem to represent 

8 . clinical syndrome in which a hypochondriacal illness in elderly men 

is associated with depressive symptoms but does not respond to treatment 

as one might expect in a typical depressive illness . 

The females who had a poor cl:lnical outcome were younger than the 
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corresponding males . They were hysterical personalities who had seen a 

number of non- psychia tric consultants , complained volubly of persistent 

pain and other symptoms a.nd did not respond to treatment . They were 

virtuel invalids in many ca ses . These patients s eem to correspond to 

those described by Gehring (1932 ) as 11 pa inf\1l women". Re describes their 

wanderings from consultant to consultant , their rersistent complaints of 

pain and other symptoms and their tendency to become invalids . Richards 

(1919 ) referred to them as "persons with hypochondriac complaints who 

drift with the tide of every day farthn and farther ont into a condition 

of invalidsm". She found it a condition much commoner in females who 

are q_ u.ite iri.,_ccesE'ir1~ to r eassurance. She also r efers to the ir 

visits to numerous consulte.nts - 11 t he physiciai. thi nking he must have 

overlook d something , and goaded by the feeling that he ought to be 

doing something sends the patient from one specialist to another". 

In the same way as the male equivalent is often labelled 

11 de ression" (Roth 1959), females described above have at times been 

regarded as suffering from "hysteria". This is a syndrome upon whose 

status and nature , considerable doubt has recently been thrown 

(Sla t er 1961 , 1965 ). On the other hand Perley and Guze (1962) have 

presented evidence that 11hysteria11 exists as a syndrome , using a definition 

which has as its main criteria "a history of many vague colllJllaints and 

mult i pl e pai ns , numerous sexual symptoms , including dysmenorrhoea , 

dysparev.nia and sexual frigidity , and the history of excessive 

hospital izat i on and surgical operations". While it is possibl e to 

accept that these patients may be hysterical personalit i es who communicate 

the i r symptoms in a histrionic overdramatic manner , it would seem an 
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unusually broad application of the term "hysteria" to apply it in 

these cases . Part of the difficulty is , of course , due to the vague 

nature of the term itself . It would seem desirable to specify whether 

the p~tient is an hysterical personality , or is showing conversion or 

dissociative symptoms , rather than use a blanket term ·.,1hich could 

refer to any aspect of hysterical illness . The term " conversion 

reaction" has also come in for recent reappraisal , in particular 

by Ziegler et al (1960 ) and Ziegler and Imboden (1962 ). In a study 

of patients diagnosed as 11 conve:mon reactions", Ziegler et al (1960 ) 

found that " the type of symptoms with which our patients often 

simulated known diseases entities was that of pain11
, and also that the 

majority of their subjects , "regarded themselves as organically 11111 • 

In view of this it seems quite arbitrary to designate these patients 

as suffering from conversion rather than hy:pochondriacal reactions . 

In fact Ziegler at al (1960 ) actually state that ":perhaps there is 

some qualitative difference between the pain syndromes and other 

conversion reactions , in that the :pain syndromes represent disguised 

but nevertheless verbalised appeals :fir help , in sharp contrast to 

the relatively unverbalized appeal implicit in " loss of function" 

syndromes in which the symptoms speak for themselves". This problem 

harks back to the late 17th and early 18th century , when , as described 

in the historical review , 11Hysteria11 and 11 Hypochondria11 ,,,ere equated . 

:But even as recently as 1928 . T.A. Ross stated that he was not 

certain that there,-a.s "any great difference between the hypochondriac 

and the hysteric" . Unfortunately , Ross , lil::e many others , did not 

define either term with any precision. 
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Thus far we have discussed what might be named the " invalid 

Syndromes" which have emerged from this prognostic study. The other 

hypochondriacal syndromes , associated with a better prognosis , consist 

firstly of those cRses where the hypochondriacal illness is associated 

with a depressive illness . Here the outcome is usually excellent , 

particularly in females . In addition these patients tend to have a 

short illness and cyclothymic personalities- features which further 

support the depressive nature of this hypochondriacal syndrome . 

The other cluster of features associated with a better prognosis 

were those indicatins the presence of anxiety , viz . fear of illness , 

an anxiety- prone personality and a tendency to be made anxious by the 

discussion of disease in the mass communication media. These patients 

were also more likely to be reticent about their complaints . 

features suggest the entity kncwn as 11 noso:phobia". 

The Nosological Status of Hypochondriasis 

These 

It has been demonstrated that a number of clinical differences 

exist between patients diagnosed as suffering from "primary" 

hypochondriasis and patients with 11 secondary11 hypochondriasis . The 

former group consisted of patients in whom it was felt that no other 

diagnosis but b.ypochondriasis could be made . This meant eliminating 

patients with obsessional or hysterical illness and in particular those 

in whom anxiety or depression were present in more then a mild degree . 
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The results of the statistical comparison of the two groups provide 

additional evidence for maintaining that anxiety and depression 

were associated with " secondary" rather than "primary" hypochondriasis . 

Thus the patients designated as having 11 secondary11 hypochondriasis tended 
I 

to have a shorter history when first referred , were more likely to have 

made a suicidal attempt , to have had previous psychiatric illness treated 

and were more likely to be treated with electro- convulsire therapy and 

anti- depressants . In addition patients with " secondary" hypochondriasis 

tended to be anxiety- prone personalities , to have fears of illness and 

to be treated with sedatives . 

These two clusters of clinical features are clearly a strong 

indication that 11 secondary11 hypochondriasis coni-prises depressive and 

anxiety syndromes , while "primary" hypochondriasis does not . 

Other significant findings were the association between musculo­

skeletal symptoms and complaints concerning skin , hair and a~pearance 

and "primary" hypochondriasis . Depersonalisation was associated with 

" secondary" hypochondriasis . The latter findi11..g is of interest since an 

association between depression and depersonalisation has been shown by 

Sedman and Reed (1963 ) and Sed:rnan and Kenna (1963 ), while Dixon (1963) has 

demonstrated in a study of college students that depersonalisation is 

significantly related to anxiety . In vie .r of the finding that fears 

of illness and disease were also associated with "secondary" hypochdriasis , 

it is interesting to note Glover ' s (1949 ) contention that in hypochondriasis 

"depersonalisation •••• is a defence against the fear of organ ch£inge 

or loss". 
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An examination of the data suggest that 11 :prioary" hypochondriasis 

may differ in some respects in the two sexes . Thus male patients with 

"primary11 hypochondrias is tend to dominate Social Class 6 ( s~mi- skilled) 

while the females with 11 primarytt hypochondriasis tend to be predominantly 

in Social Class 5 ( skilled manual and routine grades of non- manual 

occupations ). The reasons for this sex difference is not clear . It 

may be due to the fa.ct that the femnle social class was based on her 

husband ' s occupation. These results may therefore indicate that men 

who have hypochondria.cal wives tend to be in a higher social class 

than men who are themselves hypochondria.cal . This i s of interest in 

the libht of Rawnsley and Loudon 1 s (1964 ) study of the Tristan da Cunha 

islanders . They found that psychogenic headaches and a history of 

hysterical " spells" were commoner in the wives of leaders rather than 

other men. Gittleson 1 s (1961 ) finding that psydiatric patients with 

psychogenic headaches were more likely to have obsessional personalities 

seems to provide a l i nk~with the finding in the present study that 

females with primary hypochondria.sis tend to have obsessional 

personalties . 

Males with 11 priniary11 hypochondrias is tended to have h;y"})ochondriacal 

fathers vhile females did not show this tendency. Hubble (1953 ) has 

suggested that hypochondriasis may be commoner in men bece.use they are 

able to find women who will play the role of a mother to them , while 

men are less likely to take on this role in relation to women. The 

present finding may reflect a pattern of male h;y'})ochondriacal dependence 

in certain families such as Hubble (1953 ) described in the famous 

Darwin family . 
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A poor sexual adjustment was associated with secondary hypochondriasis 

in males and a prima~y hypochondriasis in females . As previously 

?Ointed out , this was because the poor adjustment in males was 

associated with a loss of libido during a depressive illness , whereas in 

females it tended to be a longstan ing personality trait . 

The main task o: this nosological investigation has been to 

demonstrate that there are differences between 11 pri.nary" and. "secondary" 

hYrochondriasis , which justify the former being regarded as an 

independent syndrome . In the absence of clear cut aetological 

evidence one may hesitate to use the term "aisea~ entity" but at 

the present sta6e of :psychiatric l:no,1ledge the use of this term 

in relation to hy:pochondriasis seems appropriate and justified. 
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Maia Conclusieas &Jld SY11thesie 

The fiadiags of this st~ suggest that there are three aaia 

qpeeheadriaeal spdremes. These are ll,n>•eh••driacal clepreaeiea, 

h1Poche-.driacal &JUi.et7 (or ••••phebia) and prill&l'1' h,pecheadriasia. 

It hae bee• shown that the first two s:,adremes ar• related to a geed 

pregaesis, the third 4eea aet ahow a aigaificaat asseciatio• with 

prognesia, except 1a the case ef •••• .la them, prillar7 hypocheadriaais 

teads to ia4ieate a poor pregaesia ill terms of seTerit7 ef persistent 

symptoms only. In other werds, when •e• with priJ1&ry hJpoehoadriasis 

do badl.1' they tend to eompla.b. of contiauous sympte:ms :more often than. 

11ea with secondary hypeehondriasis who still have symptoms at follow-up. 

A. aumber ef Tariable ha.Te emerged which 118.Y' be of aetiolG>gieal. 

significu.ce in. lJn>echond.riacal ill.JLese. The fi:adings of this stud.7 

show that a h1'Poch0Ddriacal illness is the result of a co~tellatioa 

of factors. The pattern which has emerged suggests that the 

deTelop:ment of hypochoniriacal illlless ia adult life is facilitated 

when there is a centeri:ag of attentioa on a child who is encouraged to regard 

himself as a sick persoa. This is also related to the deTelop:ment of 

hypochendriacal 8.lld aJlXiety pro•e persona.lit7 traits. 

HJPochondriacal 1lhl.eee is more likely ia lever social claas creupe, 

s~stillg that the cellllUllicatien of problems in physical terms is m•re 

likely i• these social strata which accept phy'sical rather than 

ps7chological ill.-ess as a justificati•• fer conferr1Bg the •sick-role" 

up•• an iadiTidua.l. 
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The patterll ef lcy'pochondriacal illness has been shovn te differ ia 
seme respects between ma.lea a:nd feaales. If }o-pechondri&cal illness 
is regarded easeatiall.7 as aa ai•ptien of the sick rele it ia ••t 
surprid:ag tllat social attitudes to the role of•• and women 1:a a 
society should result 1• tae sick role be1-g maaifeated 1• different 
ways. 

At a time when medical aerT1ces are becoming more readil7 accessible 
to wider seetioaa of the population, tae 11.&ture of the sick role is a 
subject which demands attention. B7Pochondriacal illness 11&7 be rogar4-d 
aa o•e facet ef this problem and the present atu~ has atte11pted to cast 
aeme light•• it fro• a ps7chiatric staa4peiat. 
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Illustrative Case Histories 

Male Patients 

A. Secondary Hypochondriasis 

I: Ifypochondriasis and Depression 

1. Mr . R. G. aged 51 yea.rs was referred following what appeared to be a 

suicidal attempt by coal-gas poisoning although he strenuously denied azzy­

suicidal intent. 

He was the fifth of sixteen children am described a happy healthy 

childhood. After leaving school at 14 year s he worked as a miner, a 

steelworker and, after the war, as a crane driver until he was sacked when 

he took time off during an attack of bronchitis. At the time of referral he 

had not worked for two months. He had an appendicectol\Y at 20 years and a 

partial gastrectomy for a duodenal ulcer at 38 years. Since that time he 

had also suffered from a prolapsed intervertebral disc which gave hihm 

occasional pa.in. 

He stated that he had never felt realli happy since the death of his 

mother of cancer of the breast 14 years previously. He had always been 

particularly close to his mother and had never married. 

He had felt worse over the past 4 months with pain in his left leg, in 

his finger ends, in his left breast am. his left side. He complained of odd 

sensations in his abdomen and trouble with his bowels. He thought th~t he 

had "a growth in my leg". 

Treatment with electro-convulsive therapy 3 years previously had helped 

his depression to some extent. 

On examination no physical abnormality was found am he was reassured 

but he continued to complain of pain. He was treated with an antidepressant 



-n2-
(Imipramine) and a sedative (Diazepa:in.1) and ma.de steady progress. Eight 

months after referral he was feeling very well, had no depression and no 

physical symptoms or pre-occupations. He was working normally. 

2. Vir. C.H. aged 37 years was referred having been depressed for six months, 

with lack of energy and early morning wakening. 

He was the only child of an easy-going father and a w0rrying over-

proteetive mother. He was married and had two children and worked as an 

electrician's 'mate'. 

Thirteen years previously he had been treated for depression with electro­

convulsive therapy and had made an excellent recovery. 

On the present admission he was pre-occupied with his health and afraid 

that he might have tuberculosis of the throat or cancer of the stoma.eh. 

Physical examination revealed no organic disease but it was not possible to 

reassure him. He was treated with electro-convulsive therapy, Imipramine 

and Chlorpromazine. Within 6 weeks he was much improved but relapsed 2 

weeks later and was given further E.C.T. with good results. Five months 

later he was depressed again, complained th.at he felt cold, that his blood 

was not circulating properly, that he had a "growth or T.B.~ in the throat 

and that he bad lost weight. He was treated with Amitryptaline and made 

steady progress. Two months later he was symptom free and back at work. 

3. Mr. C.A. aged 42 years gad been depressed for 12 months with early 

morning waking and diurnal variation of mood. He complained of feelings of 

dizziness and pains in the chest. He was afraid of being ill suddenly and 

dying - especially of a "cardiac thrombosis". Three years previously both 

his parents had died of myocardial infarction. His father had always been 



-n3-

healtey and after his death the patient became pre-occupied with the thought 

that a healthy man, such as he himself was, could su&lenly be struck down by 

illness. Twelve months previously a 36 year old man at his work had 

suddenly complained of pain in the chest and died. After this the patient 

became depressed and more pre-occupied with his health. He said "as soon as 

I get a pain, or a stab of something - my mind fliei straight away to 'what's 

that? - there 's something there ' • 11 

On physical examination no abnormality was found and he accepted 

reassurance, but by the end of the interview he was voicing concern about his 

heart. 

On Imipramine he made steady improvement and within 4 weeks was much 

better, although still hypochondriacal at times. Twelve months after 

referral he was free of depression and was working normally, although he had 

occasional fears of illness. 

4. Mr. S.R. aged 55 years had been depressed and anxious since a haemetemesis 

at work two years previously. He was married and had an adopted daughter 

who had a family of her own. 

Since the haemetemesis he had been doing light work but was afraid of 

going to work because he felt that the noise in the rolling mill was injurious 

to his health. He complained of headaches, dizziness and weak:Eass of the 

arms and legs. Apart from chronic bronchitis which had resulted in some 

dyspnoea on effort, the patient showed no peysical abnormality. His 

depressive symptoms gradually improved but he continued to complain of pains 

in the chest, stomach and head. He said "I am only 55 years old but I wish 

I could retire 11 
• He was very resentful against his firm for giving him a 



sweeping-up job after he had been there for 42 years. He was treated with 

electro-convulsive ther,py but showed only a temporary response. Four years 

later he was still not working am his physical complaints were unchanged. 

He constantly asked to be allowed to go to a convalescent home or to be retired. 

5. Mr. E.B. aged 28 years complained of being constipated for 4 months, 

dizzy, unable to take in sufficient air and of pain on defaecating and 

continuous pain in the left side of his chest. 

He was depressed all through the day and unable to sleep. He had seen 

four doctors and had egen gone to the casualty department of a general 

heepital eight days.._- previously to ask for help. 

Physical examination revealed no abnormality but it was completely 

impossible to reassure him. After admission to the in-patient unit he 

coatinued to complain of pain in the arms and difficulty in breathing. He 

approached a number of doctors in the unit for help anion one occasion ran 

to the nearest general hospital to ask for an X-ray. He made no response 

to electro-convulsive therapy and was transferred to the local mental 

hospital, where he was treated as an in-patient for six months. He improved 

but during this time his wif'e left him and he went to stay with a sister in 

Cornwall. He returned to Sheffield and was working normally 3 years after 

fisst being seen. Two years later he was seen again, now complaining of 

pa.in in the head and chest. He was back with his wife and child and reported 

no marital difficulties. He was extremely depressed, bad no appetite and was 

waking early. Once again no physical pathology was found (apart from varicose 

veins) aut he could not be reassured. He made a rapid response to treatment 

with antidepressants and within 3 months was feeling very well and vack at work. 
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ll Rypochondriaais and .Anxiety. 

6. Mr. C.J. aged 55 waa referred to the Department of psychiatry after being 

investigated on a medical ward to which he had been admitted one night when 

he complained of severe cheat pain. No organic pathology waa found. He waa 

an only child, wa.a married with a 21 year old daughter and worked aa a foreman 

turner in a firm with whom he had been for 41 years. 

For two years he bad experienced a tightness in hia chest, sweating of' 

the palms and a fear of cancer and heart disease. He had feelings of panic 

and was afraid to go to sleep in case he died in the night. He had been re­

assured on a number of occasions but this did not help. 

For about two years he had been having an affair with one of' the women 

who worked under him. He bad tried to break off relations with her about six 

months previously but six weeks before his acute attack she had threatened to 

expose him to his wife if he allowed her to be sacked with a number of employees 

who had been declared redundant. He be@n to feel more anxious and concerned 

about his health until one night he had a pain in his chest and thought he was 

dying of a heart attack. 

He did not respond to reassurance when first told that he had no physical 

disease. However, after his problems emerged and were discussed, he gradually 

improved and returned to work. Two months later he waa feeling quite well 

except for occasional feelings of anxiety. 

7. Mr. K.M. aged 45 years had always been preoccupied with his health and 

went to considerable lengths to keep fit. He was married with an 18 year old 

daughter. Both his parents were alive and he had one brother. 

For nine months he had been feeling tense and anxious, particularly when in 



crowds or tra.i'fic. He was constantly aware of his heart and terrified that 

he might have a "heart attack". 

This illness was related to a period of estrangement with his brother 

which had lasted about two years and was centred on an argument as to who should 

take resp9nsibility for the care of their aged parents. The patient avoided 

his brother, but felt it his duty to visit his parents. He insisted on his 

wife accompanying him al though she had never got on with his parents. 

On plzy'sical examination no organic pathology was found. 

to reassure him but this lasted only for a day or two. 

It was possible 

Throughout his illness the patient managed to keep working at his job of 

production planner in a steelworks. 

He was treated with chlordiazepoxide and psychotherapy. He managed to 

keep working but his improvement was slow. After three and a half years he 

was very much improved but still inclined to be anxious and concerned about his 

heart, despite the fact that he could swim without any untoward effects. 

8. Mr. C.L. aged 25 years was referred by a plzy'sician to whom he had been sent 

because of abdominal pain. 

home with his parents. 

He was the youngest of four children and lived at 

He complained of abdominal pain for six months and the fear that he would 

burst his appendjx and was afraid he would require an operation. He was tense 

and anxious. 

Plzy'sical examination revealed no abnormality but it was not possible to 

reassure. He continued to work and attended for psychotherapy. After about 

twelve months it emerged that shortly before the onset of his illness he had had 

intercourse with a woman who was the wife of a workmate and also a friend of 

his mother. He became afraid that his mother or his workmate might find out. 
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Shortly after visiting the father of a ~iend, who was in hospital following 

the perforation of his append.ix, he developed pains in his abdomen and the fear 

of the same occurring to him. 

He improved very slowly and three years after referral was feeling much 

better, although he did report occasional pains in his abdomen. 

9. Mr. F .B. aged 37 was married with two children and worked as an "electrician's 

mate". He complained of dizziness, weakness, heaviness of the eyes and 

exhaustion. He had always been concerned about his health but this had been 

worse for two years. Pains in the back made him fear kidney disease and he 

also feared pulmonary tuberculosis. When constipated he feared cancer. He 

always examined his stools and his urine which he thought was abnormally "millcy" 

at times. 

He was the third of· four brothers all of whom, unlike him, were tall strong 

men. His father \liRS keen on athletics and had encouraged his sons to play at 

games and athletics. 

The patient felt that his problems were due to coitus interruptus; but 

after being seen for some time a picture of considerable marital conflict 

emerged. He was seen together with his wife and made a gradual improvement 

over a period of fourteen months. At this time he said that he felt much better 

and felt sure that his problems were "in the house". 

10. Mr. E.W. aged 22 years said that his trouble was "I keep worrying about 

II 
my health. He had pains in the head which made him fear a brain tumour and 

pains in the chest which made him fear "heart attacks" and cancer. He also 

complained of palpitations, breathlessness and a fear that he would go bald. 

He was an only son and had been concerned about his health for seven years, 

since the death of his father from "cancer of the lung". 
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He was treated with psychotherapy and meprobamate and continued 

working. Al though he was reassured tha. t he was physically well he continued 

to be afraid of illness although at times he would admit that his fears seemed 

irrational to him. After a year he attended less regularly. When seen six 

years after his first referral he stated that he was very well but still bad 

the occasional fear that he might develop a brain tumour. 

B. Primary Hypochondriasis. 

11. Mr. A.M. aged 48 was an unmarried man who lived with his 85 year old 

mother. He worked as a labourer in a steel factory. He complained of pain 

round the heart of ten years standing, and headaches which bad been present for 

two years. He complained of constant "terrible" wind and belched at intervals 

during the interview. Three months previously he had been investigated by a 

physician who found a blood pressure of 220/110 mg. Hg. but did not recommend 

treatment. The patient bad always been a cautious insecure individual and his 

illness first came on when his aged mother became increasingly demanding. 

Matters worsened when he was put to work on a large rather frightening machine 

two years before and he developed headaches. 

On physical examination he was found to have a blood pressure of 200/110 

mg. Hg. but no other evidence of organic pathology. It was not possible to 

persuade him that he was well enough to work, but 18 months after he wa.s first 

seen he decided that he would go back. Although he continued to work, five 

years after first referral he was still complaining of headaches, weakness and 

wind. However he was able to go fishing and attend a club in the evenings. 



12. Mr. A.H. aged. 52 complained that he had auffered abdominal pain fer 

30 7ear1 and had been told it vae due te exceea acid. 1or tvo years he had 

also had pain in the throat, the left leg, and between the sheuldera. He 

showed no depreaaion or anxiety. Both hie parents were dead and he waa 

the older ef two children. Be waa married and had three children. Be 

worked aa an accountant. 

He vaa eeen oTer a period of three 7eara during which time he 

altered veey little. Benhad :ma.n y businelB interest, f'rom which he made 

a good liTing and had a part time Job. When last seen he aaid he had pain 

everywhere except in the head but managed to take an active interest in a 

variety of business activities. At no time did reassurance have a:ny effect 

on him. 

13. Mr. n.z. aged 45 complained that he had had a dreadful burning 

pain between the shoulder blades, in the neck, arms, and in the lower part 

of' his back f'or six years. He had not worked for 7 months aince leaTiu« 

his job as a steel e:xa.miner. He was married but had no children. He 

had been seen and investigated by a rheumatolegiat, an orthopaedic surgeon 

and a neurolegist, all of whom had reassured him to no ef'f'ect. M,-clograma 

had proved negative. .After six months he refused further psychiatric 

help as being irrelevant to his problems but was referred back three 7ears 

later after a laminectoJDy' and removal of a diac had made no difference to 

hie pain. He had not worked for four years and was aupported by his wife. 

He spent moat of his~ resting. After two visits he once again ceased 

attending as he felt that talking and tablets vere not doing him any good. 

At no stage did he shov ~ evidence of anxiety or resentment. 

14. Mr. M.H. aged 27 bad been concerned with his urinary funetion for four 

years. This preoccupation vith the functioning of hie bladd b 
er egan When he 
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noticed that he was dribbling a:f'ter micturition. He also complained of head-

aches, difficulty in breathing, and a tightness in his stomach. He showed 

no marked anxiety or depression. 

He was a steelworker, married with no children. He had a twin brother 

who lived very close by with his wife and children. The patient was quite 

unable to get on with his sister-in-law who he thought envied their childless 

state. At times he and his brother bad almost come to blows and this situation 

bad been particularly bad at the onset of his illness. One of his main 

worries was that his mother should not get to hear of their argument. He 

had been investigated and reassured but continued to worry and observe his 

urinary :£'unction. He was treated with chlordiazepoxide and psychotherapy 

aimed at helping him to ventila~e his feelings about his brother. 

He continued to complain of urinary dribbling, but gradually improved 

and continued to work normally. After 14 months he reported feeling much 

better and was discharged. 

15. Mr. H.W. aged 53 years was referred fran the department of medicine 

under whose care he bad been treated for pernicious anaemia for eight years. 

For five years he had complained of a griping abdominal pain which was unrelated 

to meals and did not respond to any treatment. 

could be found. 

No explanation for the pain 

The patient was the youngest of seven children. He was married with 

a nineteen year old daughter and worked as the driver of a ref'use collecting 

lorry for fifteen years. He was an obsessional individual with high standards 

and was quite unable to express any aggressive feelings. He harboured strong 

feelings of resentment towards the doctors who had not diagnosed his condition 

when he first became ill. 
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He was examined peysically and another barium meal carried out which 

was normal, but he continued to complain and be preoccupied with his stomach, 

although he would not express any specific fears or beliefs about what might 

be wrong. 

He was treated with meprobamate and psychotherapy but two years later 

was quite unchanged. Throughout this time he had continued to work although 

he took occasional days off. 

Female Patients 

A. "Secondary H,ypochondriasis" 

I. :a.ypochondriasis and Depression. 

1. Mrs. A.H. aged 46 had felt depressed, tearful, lacking in energy and 

initiative for four weeks. She was preoccupied with her vision which she felt 

was going dim. She thought she had "strained" her eyes by staring too long 

at a television set. 

she was going blind. 

No amount of reassurance could alter her feeling that 

She was the third of five children, was married and had a 22 year old 

daughter. Four years before the patient had suffered a depressive illness 

which was similar in almost every detail and she had made an excellent recovery. 

On the present occasion she responded rapidly to treatment with imipramine. 

Within three months she was much improved but then relapsed and became pre-

occupied with her vision once again. After this set-back her progress was 

more gradual and she improved slowly over the next three months. Six months 

later she was completely well, with no evidence of depression or .bypochondriasis. 
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2. Mrs. B.D. aged 53, a warehouse assistant, was referred to the department 

of psychiatry by a physician who had found no organic basis for her. complaints. 

She said that she had been "depressed over my health" for five months. She 

complained of palpitations, "unpleasant feelings" around the heart, aching in 

the backs of her legs, pains in the head and back of neck, and numbness of the 

forefinger of the left hand. She was depressed, without energy and had lost 

her sense of humour. 

had no children. 

She was the second of six children, and was married but 

She had always been concerned about her health and had read a "medical book" 

for thirty years - "it's as good as a library book to me". She first noticed 

the pain around her heart after being involved in an accident on her husband's 

motor cycle. A colleague at work told her that it might be "a clot of blood". 

She looked this up in her medical book and discovered that her heart was not 

where she felt the pain. She then began to worry about her stomach. 

After being treated as an in-patient for two weeks with imipramine she 

improved markedly but remained mildly hypochondriacal. Two years later she was 

very much better. There was no evidence of depression, but she occasionally 

wondered whether she had "strained" a muscle around her heart in the motor 

cycle accident. 

3. Mrs. E.A. aged 49 had been depressed, tense and unable to sleep for four 

weekds. She complained that her nose was blocked and that she was constantly 

producing mucous from it. 

who found no abnonnality. 

She was examined by an ear, nose and throat surgeon 

She was treated with electroconvulsive therapy as an in-patient and made 

a limited recovery. She was less depressed but still convinced that her 

troubles were due to a blocked nose. Treatment was continued with phenelzi.ne 



but she continued to complain of being tired and having pains in her head 

and neck. She was convinced that her nose was the main problem and saw a 

herbalist who f!!J.Ve her an inhalant. This gave her same relief but only of a 

temporary nature. She bought innumerable inhalants and ~rgles, but all to 

no effect. Her husband reported that she spoke incessantly about her complaints. 

After two years of treatment she improved briefly but relapsed when her husband 

had an operation, and ms re-admitted. She vras given electroconvulsive 

therapy and showed some improvement in her mood but continued to complain. 

She was seen by an endocrinologist who found that there was equivocal evidence 

of eypothyroidism. Treatment with thyroxine made no difference to her complaints. 

The depression eventually cleared up but she continued to complain about pains 

in the head, stuffiness of the nose and cracking in the ears. She obtained a 

job as a barmaid. One year later she was still complaining about pey-sical 

symptoms but managing to do her work. 

4. Mrs. L.H. aged 70 years was transferred from a surgical ward. She bad 

been adllitted for investigation of epigastric pain of three years duration. 

Gastroscopy revealed a fairly large gastric ulcer on the lesser curvature which 

was considered to be benign. She was profoun~ depressed and said she bad 

no appetite for one month. One week previous to admission her pai~ bad stopped '< 

and she was convinced that her ulcer had burst and •the poison bas gone all 

over DtY" b0031•. She believed she had been transferred to another ward to die. 

She was the third of five children and bad never married. Her father had 

died of a "burst ulcer' and this bad been a ueat shock. 

She was treated with electrooonvulsive therapy and made an excellent 

recovery. One month later there •s no evidence of depression or ey-pochondriasd.a. 



Two y~s later she became deeply depressed once again and on this 

occasion was preoccupied with her bowel :f"unction. Her response to electro­

convulsive therapy was again dramatic and all her symptoms cleared completely. 

5. Mrs. E.S. aged 64 years canplained of "screwing pa.in in the head" of 

fourteen months duration. She canplained of peculiar feelings all over her 

boc:zy and felt that she was going blind. For twelve months she bad been 

depressed and without energy. She had been treated for depression 14 years 

previously following a suicidal attempt. She was an only child, was married 

and had one daughter. 

Peysical examination revealed no abnormality, but she could not be re­

assured that she •a not going blind. She was treated with electroconvulsive 

therapy and made a complete recovery within six weeks. Three years later she 

presented with a depressive illness and was again preoccupied with her vision 

and pain in the head. She was treated with electroeonvulsive therapy and 

within eight weeks was canpletely well and was discharged. 

Il: Rypochondriasis and Anxiety;. 

6. Mrs. E.H., a typist aged 34 years said "I've got a stupid idea that I 

will probably die of cancer" • This fear had been present for two years. During 

the six months before her fears began a number of people she knew "seemed to 

die of cancer". At first she feared that she might have cancer of the throat 

and was seen by an ear, nose and throat specialist who reassured her temporarily. 

However, before long her fears of cancer returned. 

She was the third of four children and had married her first husband at 

19 years of ag,. She had one child who was now 14 years old. The marriage 



was an unhappy one and she divorced her husband after he had been violent 

to her. She re-married at the age of 29 years but always felt guilty as she 

was a Ranan Catholio and therefore should not have divorced. She was terrified 

of talling pregnant. The patient was a tense, anxious person who had always 

been afraid of the dark and closed spaces. She was an obsessional peraOD&lity 

and:ha.d been conscious of her breathing for many years. 

She waa treated with psychotherapy and chlordiazepoxide but onl,y showed 

temporary improvements • . She attended a psychotherapeutic group with some 

benefit but continued to be anxious and afraid of dying. At no stage did she 

atop working, and although she still had occasional fears of cancer when seen 

two years after referral she stated that she felt very much better. 

7. Mrs. P.s. aged 28 years, a shop assistant, complained of difficulty with 

swallowing, a fear of choking to death, breathlessness, palpitations and sickl,y 

feelings ot tour months duration. She was afraid that she might die of a heart 

attack. She had been seen by a peysician who had reassured her, but ahe con­

tinued to be concerned about her heal th and constantl,y asked for help and 

reassurance. 

She was the second of four sisters and was considered delicate as a child. 

She took no part in sport and a doctor told her that she had outgrown her strength. 

She married at the age of 26 years a man who had bad an ileoatomy for 

ulcerative colitis. She found that she could not enjoy intercourse and gradually 

became tense and anxious. She besm to fear that she :might have a bad heart 

and her husband might develop cancer. 

She was treated with psychotherapy and Diazepain but it was not possible 

to rea.ssure her over her fears of disease except tor very abort period.a of time. 

Four years after she wa.s first seen she was still complaining of difficulties 



with swallowing and breathing. She was not capable of coping with all her 

housework and bad to rely on help from relations and her husband. 

8. Mrs. O.D., aged 29 yea.rs, a petrol pump attendant, complained of tightness 

o£ the chest, palpitations, attacks of shaking and difficulty with breathing 

for tour weeks. She was afraid that she might die of a heart attack or a 

brain tumour. Peysical examination revealed no abnormality but it was not 

possible to reassure her on this. 

She described a very unhappy childhood. Both pa.rents were often drunk 

and she and her brother feared them. 

She married at 17 years of a!@ and had two children. Her husband was 

a Maltese and she described him as having a "vicious temper". Three years 

before her illness began she bad become involved with another.man. This a:f'fa.ir 

ended after two years but shortly before her illness began he called at her 

place of work and she felt she was still in love with him. He did not come 

again, but she felt he might come again. She became afraid of her husband 

:finding out and terrified o:f' what he might do. It was at this point that her 

fears of heart disease began. She left her job and felt · unable to do her house-

hold chores. 

She was treated with Diazepam and psychotherapy but made little progress 

and was admitted to the day hospital for a period of nine weeks after which she 

felt much improved. However, eight months later she was concerned about her 

health again and was unable to cope with her work. 

9. :Mrs. D.F. aged 33 years .said "everything I have wrong with me I think is 

cancer". This fear had been present for a year since a friend died of cancer 

o£ the breast and a cousin had a leg amputated for a "cancer". She was constantJ,y 
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looking tor an:, sign of cancer in any part of her body. 

She was the older 'of .'two children and described a happy childhood. 

She worked aa a clerk until she married at the age of 18 years. Her husband 

had an operation tor a eydrocoele when she •s 25 years old and since then had 

lost interest in sexual intercourse. When she was 27 years old she began 

seeing another man but broke off the affair when she was 30 years of age • 

She then adopted a baby t1 for the affection t1 • 

However her ma.le friend still visited her occasionally. 

with her household chores. 

She was able to cope 

She was treated with psychotherapy and Diazepam but ma.de very little 

progress although she was not severely incapacitated. After two months ahe 

refused to come an:, more. 

10. Mrs. J .J. aged 30 years, a shopkeeper, aaid "I think of nothing but my 

breathing" • She fekt that she E.s not taking air in properly, that there was 

an obstruction preventing air from going to the base of her lungs. She felt 

as if each breath would be her last. This had been present for three years. 

Reassurance from a plzy'sioian who had examined her did not help. 

She was an only child. Her father who had died one year before her 

referral had suffered from tuberculosis as long as she could remember. Her 

mother was an extremely .l\YPochondriacal individual about her own and the patient's 

health. 

The patient married at the age of 21 yea.rs and had three children. 

Her fear of ct.Ying began when she had a retained placenta following the birth 

of' her youngest son. She was anaemic afterwards and became preoccupied with 

her breathing. Since then she had also become afraid of' further pregnancies. 

She was treated with chlordiazepoxide and psychotherapy. She gradually 

improved and continued to cope with her greengrocer's shop. After five months 
• 



she stopped attending although she still bad some fears of czy-ing. Her 

family doctor reported 18 months later that she was completely well. 

B, Primary Hypochondriasis. 

11. Mrs. A.F. aged 27 yea.rs, an art teacher, complained of knife-like pains 

in the chest, aching in the shoulders and back, and a dead feeling in her 

muscles. Thia had been present for two years. 

The patient was the eldest of three children. Her father bad complained 

of •pain in the heart" for many years but doctors could find no cause. The 

patient bad al~s been a tense individual and had enuresis up to the age of 

7 years. She maITied at the age of 26 years a widower with one child. She 

felt that her husband did not pay her enough attention, particularly since the 

birth of their seven month old child. She did not enjoy doing housework and 

wanted to teach again. 

No evidence of orsunc pathology- was found, but the patient continued 

to complain and said she was sure she "produced too much acid•. 

She was treated with psychotherapy and ohlordiazepoxide. She continued 

to complain of pain in the neck muscles and exhaustion; however, she took a 

teaching post. After two years she was still complaining of pains in her neck 

and shoulder but said that her husband had improved in his attitude and she was 

feeling less tense. She was discharged. 

12. Mrs. R.F., a widow aged 75, said that she had not been well for 31 years. 

She complained of a burning pain in the spine and stomach and "sticky feeling'' 

in her back. She said her feet were the only place where she hai no pain. 

She was the youngest of eight children and was always considered a 

delicate ailing child. She missed a great deal of school due to •biliousness" 



and her mother would not let her work at first because she was •too 

delicate". Eventually she worked in a factory. 

She married aged 26 years and had three children. Her husband died 

when she •s 57 years old. Since then she had lived alone and was very 

lonel,y. Plzy'sioal examination revealed no abnormality but reassurance was 

without effect. The patient tended to describe her symptoms all over her 

boczy in a rather pleased wa:y. 

disease. 

She denied ever worrying about any specific 

Two years after first attending she was exactly the same and had not 

responded to Diazepam or impre.mine. 

but simlply recited her complaints. 

She showed no anxiety or depression 

13. Mrs. A.M. aged 49 years, a warehouse worker. said that she had pa.ins 

in her abdomen and back for one year. However, she added that there had 

hardJ.i been a time in her life when she had been entirely f"ree of pain. 

No cause had ever been found. 

She was the fifth of' seven children and had many headaches as a child. 

She married aged 24 years and had two children aged 24 and 18 years. 

lAlring psychotherapy she said that she first had pains in her legs 

when she discovered her husband was being unfaithful 15 years before. 

Since then she had never felt sure of him and continued to have pains. 

At times her legs became weak and she •collapsed". No physical abnormality 

was found and she was reassured. She was treated with ohlordiazepoxide 

but continued to complain of paJltlS in her back, abdomen, calves, and head. 

She was concerned about them and thought she might have displaced a bone 

while shaking carpets. She attended for •supportive" psychotherapy 
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for f'o~ years but did not improve. However she was able to do her housework. 

She felt she could never be really sure of her husband and that he had spoiled 

her life. 

14. Mrs. R.P. aged 49 years said "I am one big pain". She complained of 

"aching and cracking of the boczy-• for three yea.rs. She showed no evidence 

of depression or anxiety but complained volubly 

She was the youngest of four childl-en and described a very sheltered 

life. She had never left home until she married at the age of 46 years to 

a man ten years her junion. Shortly after, she realised that he was an 

alcoholic but felt that she could not leave him and depend on her family. 

No organic pathology was found but the patient could not be reassured - in fact 

she constantly interrupted to describe her symptoms in greater detail. She 

was admitted but took her own discharge after six days. Twelve months later 

she was no di:fferen t, still complaining of aches and pains all over her boey-. 

She was treated with chlordiazepoxide but did not respond. She could 

not accept &l\V' psychological explanation for her symptoms, although she did not 

offer any. She re:rused to attend for further treatment. 

15. Mrs. A.W. aged 40, a non-practising State registered nurse, said she had 

not felt well for five yea.rs. She tel t as if •my endocrine system is upside 

down". She complained of •sinusitis" and "tonsillitis" and felt that she was 

losing excessive calcium with her menses because her teeth seemed crumbly. 

She had also noticed this in her daughter. 

The patient had been examined by a p.b;ysician in the Department of 

Medicine of the University of Sheffield but could not be reassured. On each 

visit she spoke volubly and for long periods about her "tonsillitis" and 

"sinusitis". 



At other times she :felt that "m;y teyroid is pressing on m;y trachea" and 

that there was menstrual blood in her which "wanted to come out". 

She m.d one younger sister with whom she had argued a great deal after 

. her father died a year previously. Her mother had died twelve years before 

of "cancer of the stomach" and had also had 11 sinus trouble". The patient 

had tremendous feelings of hostility towards her sister who she felt had been 

favoured by her father. 

She constantly criticised her doctors and spoke of going to London 

f'or private treatment. She was treated with Diazepam but two years after 

referral was no different and still convinced that her sinuses and tonsils 

were the source of all her complaints. 
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THE PSYCHIATRIST'S ROLE IN THE INTERVIEW SITUATION 

I. Pn.owsxY, M.B., CH.B., D.P.M.• and F. G. SPEAR, M.B., CH.B., D.P.M. t 
Sheffield, England 

INTRODUCTION 

Psychiatrists have become increasingly interested in the investigation 
of factors influencing a patient's improvement or deterioration during 
treatment (1). The problem exists both for those using largely physical 
or pharmacologic methods, as well as for those using mainly psychologic 
methods. There is little doubt, however, that in the field of psychiatry 
in general and psychotherapy in particular, unique difficulties are en­
countered, especially by researchers who wish to bring experimental 
methods to bear on the interview situation without having it too radically 
distorted by the requirements of scientific rigor. In this paper we pro­
pose to discuss some of these difficulties. This discussion will be followed 
by an account of an experiment we have conducted which is relevant to 
these problems. 

The variables operating in a therapeutic interview situation between 
a psychiatrist and a patient may be listed as follows : 

I. Variables Originating in the Doctor 

a. Those perceived "directly" by the patient in the interview. 

1. Facial appearance, voice, content of speech (2), mannerisms, sex, 
age, and ethnic group. 

2. Dress, nature and arrangement of office furniture and ornaments. 

b. Variables perceived "unconsciously" or "indirectly" by the patient 
through the medium of those mentioned in Ia. These variables may be 
collectively considered as functions of the doctor's personality. They 
would reflect his life's experiences, education, and the consequent theo­
retical orientation which he brings to the psychotherapeutic interview. 

c. Factors originating in the doctor ( of which the patient may become 
aware before the interview) such as social status, academic standing, 
position in the hospital or professional hierarchy, personal facts concern­
ing the doctor's family and friends, and the like. This sort of informa­
tion may obviously be obtained in a variety of ways, both active and pas­
sive. 
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t Senior Registrar to the Department of Psychiatry, United Sheffield Hospitals. 
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II. Variables Originating in the Patient and Acting on the Psychiatrist 
Variables a., b., and c. will be largely similar to those originating in 

the psychiatrist. In addition, however, there is the variable 

d. The patient's illness, its nature and severity. 
The psychiatrist's behavior will probably be influenced by whether 

the illness appears to have a good or a bad prognosis and whether or not 
it seems suitable for the treatment he has to offer. This may even de­
pend on whether the patient is seen in the morning or in the evening-as 
in a depression with a diurnal variation. 

The patient's account of any previous treatment he has had and his 
feelings about it will also influence the psychiatrist. 

III. Variables Originating in the Environment 

a. Those acting on the psychiatrist. 

1. Demands made on his time by other duties. 
2. The attitudes of society as a whole and of his own colleagues to 

the type of therapy he is practicing. 
3. The demand for therapeutic success and evidence of academic prow­

ess resulting in the doctor's desire to obtain cures and gather 
material for publication (needs which might tend to conflict). 

4. Economic pressures on the psychiatrist which demand that he does 
work of a quality ( and quantity) sufficient to earn him the income 
he requires. 

b. Those acting on the patient. 

1. Current attitudes to the treatment he is receiving-both good and 
bad. 

2. Attitudes toward the treatment in his family and social circle. 
3. Economic considerations which press for a treatment which al­

ways seems to be "doing something" and which works in the 
shortest possible time. 

4. Difficulties involved in getting to the psychiatrist, such as weather, 
transport, distance. 

The variables listed above have obviously been grouped rather arbi­
trarily since, in fact, some may act simultaneously on both psychiatrist 
and patient. The point we wish to emphasize, however, is that all the vari­
ables listed, plus many others which would undoubtedly arise in a par4 

ticular situation, demand to be taken into account when any aspect of an 
interview between a psychiatrist and a patient is being evaluated scien­
tifically. The difficulties involved in such a task are considerable. 
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Frank (3) has lucidly discussed the possibility that the various forms 
of psychotherapy are effective because of factors which they all have in 
common. Clearly these factors are not related to the theoretical orienta­
tions of the psychiatrists but more probably to certain personality factors 
which makes them therapeutically effective in the appropriate circum­
stances. Some psychiatrists might obtain results with only a narrow 
range of patients, while others function to good effect with a wide selec­
tion of patients. If the therapist's time is to be used economically, it is 
imperative that he have some idea of the situations in which he might 
expect to be most effective. 

In the present context, we are concerned with variables originating 
in the psychiatrist. The simplest method of examining these variables 
would seem to be by comparing psychiatrists who are obviously very 
different with regard to some or other characteristic. This is possibly 
one of the most important points to bear in mind when attempting this 
type of experimentation. If the psychiatrists being compared do not 
show marked differences, either on confrontation or on psychologic test­
ing, it is highly likely that the results obtained will be inconclusive and 
difficult to interpret. 

At the same time it is also useful to choose the psychiatrists to be 
compared, so that the aspects in which they differ can, to some extent, 
be isolated and measured either directly or indirectly. For example, if 
one wished to find out whether a patient tended to confide more freely in 
a more experienced rather than in a less experienced psychiatrist, it 
would be important to choose two doctors who did not differ markedly in 
any other characteristic. 

If, on the other hand, one wishes to show that the psychiatrist's per­
sonality is an important factor, it would be imperative to control the 
'' experience variable.'' In the following example we have examined 
mainly the psychiatrist's personality as a factor. We have tried to 
exclude the voice and speech content variables by a simple device of 
using a "silent interview" technique. This does away with the need 
for recorders and other expensive pieces of apparatus, which on the 
whole probably tend to distort the interview situation. Measuring 
the personality of the psychiatrist is not easy. Impressionistic descrip­
tions are of considerable value here, if possible by independent observers. 
The fact is well known that psychiatrists are sophisticated enough about 
questionnaires to be able to present whatever impression of themselves 
they may wish. In the following experiment we have used a question­
naire method but in addition we will discuss some of the differences 
between the interviews from an impressionistic point of view. 
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A further consideration is that the psychiatrist may modify his be­
havior in the experimental interview situation so as to present himself 
in the most favorable light. We have, however, gathered the impression 
that it is not easy for doctors to alter their interview technique in this 
way, even if they should wish to do so. A possible factor preventing this 
occurrence in the present experiment was that the environmental factors 
acting on the psychiatrists were operating throughout the experiment in 
the usual way, since the interviews had to be fitted into the daily routine. 
Another factor was that the psychiatrists taking part were under the 
impression that the information being gathered for examination was their 
notes on what the patients said. They were unaware that the length of 
time which the patient spoke was to be examined statistically. Obviously 
this state of affairs will not always exist in such an experiment. It is 
for this reason that such experiments should not be conducted under 
-0onditions divorced from the everyday reality of the psychiatrist's 
clinical routine. 

The following experiment can obviously only be regarded as a small 
beginning. It demonstrates particularly the effect on patients of psy­
chiatrists with widely differing personalities and, in addition, describes 
a useful technique which probably results in minimal distortion of the 
usual clinical situation. 

MATERIAL 

l. The Interviewers 

The interviewers were two doctors with four to five years' experience 
in psychiatry. They will be referred to as interviewer M and interviewer 
L. There were fairly marked differences between them with regard to 
appearance, accent, and conversational behavior. Interviewer M tended 
to be more directive, while L was the more permissive. Both interviewers 
filled in Kreitman 's psychiatric orientation questionnaire ( 4). The re­
sults are shown in Table I and their significance is discussed below. 

Observer 

L 
M 

TABLE I 

Scores on Orientation Questionnaire 

A Scale 

+82 
+12 

0 Scale 

-19 
+16 
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2. The Patients 

Twelve patients were chosen at random from those attending the Day 
Hospital of the Whiteley Wood Clinic, which is the psychiatric depart­
ment of the University of Sheffield Teaching Hospital. Their ages and 
diagnoses are listed in Table II. None of these patients could be de-

TABLE II 

Patient Sex .Age Diagnosis 

1 M 45 Chronic Anxiety State 
2 F 72 Depressive Illness 
3 F 70 Depressive Illness 
4 M 41 Depressive Illness 
5 F 73 Depressive Illness 
6 F 45 Personality Disorder 
7 F 51 Depressive Illness 
8 F 56 Depressive Illness 
9 M 52 Depressive Illness 

10 M 49 Paranoid Psychosis 
11 F 18 0 bsessional Neurosis 
12 F 45 Depressive Illness 

scribed as retarded. Interviewer M had clinical responsibility for all 
the patients, as doctor supervising the day hospital. None of the pa­
tients were engaged in systematic psychotherapy with either of the two 
doctors. Patient number 2 was quite new to both doctors at the time 
of interview, and patients 12 and 1 had been seeing L in the out-patient 
department before admission. The rest of the patients had not been 
interviewed by L before the experiment. 

METHOD 

The patients were seen by the two interviewers in random order. 
The interviews took place under similar office conditions and the par­
ticipants sat face-to-face. The doctor was required to follow a standard 
interview procedure. When the patient was seated he asked, "Would 
you tell me about the way you feel T'' He then noted the time and did 
not say anything more until the patient had been silent for one minute. 
He then noted the time again, and in this way a measure of the conversa­
tional activity was obtained. 

Each patient was seen by both doctors within a 36-hour time-period. 



THE PSYCHIATRIST'S BOLE IN THE INTERVIEW SITUATION 179 

While the patient spoke the interviewers made notes, but apart from the 
restriction on verbal communication there were no other requirements as 
regards their behavior. 

RESULTS 

The times spoken by the patients as measured by the method described 
above are shown in the form of a histogram (Fig. 1.). Of all the 12 pa-

70 

60 

50 

10 

FIGURE 1 

·• Interviewer L' 
0 M 

1 2 3 4 5 6 7 8 9 10 11 12 
Patients No. 

tients, nine spoke longer to interviewer L. The over-all difference in the 
tuqes spoken to the two interviewers were examined statistically, using 
the Wilcoxson Matched-Pairs Signed-Ranks Test ( 5), and found to be 
significant ( p L 0.05). The most striking differences were observed in 
the more communicative patients, while the reticent patients do not show 
consistently obvious differences in their responses to the two doctors. 
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The two sets of times correlated significantly (Spearman's rho= 0.61, 
p L 0.05). This suggests that those variables relating to the patients 
were acting equally in both sets of interviews. 

The results show that with both interviewers adopting the same pas­
sive interview technique, there was still a significant difference in the 
responses of the patients to the individual interviewers. It is also in­
teresting to note the length of time which some of the patients were able 
to speak without verbal prompting from the interviewer. The two 
longest periods of time spoken were 73 minutes and 59 minutes respec­
tively. An interesting feature is the different distribution of times ob­
tained by each interviewer (Fig. 2). Only two of the patients spoke for 
appreciably more than eight minutes to interviewer M. These were 
patients 11 and 12 who were the most communicative of the whole group. 
In the case of interviewer L, six patients spoke between two and ten 
minutes; four patients spoke between 20 and 30 minutes, and the remain­
ing two patients spoke for the longest time. The impression gained is 
that interviewer M may have a listening tolerance threshold at about 
the eight-minute mark which only the most communicative patients are 
able to cross. 

The results of this experiment suggest that whatever the differences 
between the interviewers are, the effect of these differences on the con­
versational behavior of the patients is not eliminated when both inter­
viewers make use of standard passive interviewing technique. 

DISCUSSION 

Two main questions are raised by this experiment which invite con­
sideration. The first relates to the role played by nonverbal communica­
tions in the'' wordless interview.'' The present study cannot provide an 
answer, since the fact that patients and doctors were both present in a 
small clinic before the actual interview makes it most likely that they had 
formed some impression of each other before the experiment was con­
ducted. Furthermore, the interviewer himself brought the patient to 
the interview room and obviously bad to say a few words to him before 
the set interview began. Thus, the most that can be said concerning 
nonverbal communication (by manner and expression) in this experi­
ment is that it probably occurred and that the use of a technique involv­
ing minimal conversational activity did not have the effect of converting 
the interviewer into a completely neutral figure. Wittenborn et al. ( 6) 
comment on this question in a paper describing their attempt to devise 
a standard interview. They say: '' One question we have not yet ex­
amined concerns the possible differences between interviewers with re-
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spect to their stimulus value. To minimize this possible effect, the inter­
viewers wete carefully coached to handle the situation in a perfunctory 
manner. This was one of the most difficult phases in training the inter­
viewers.'' 
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The second question concerns the differences between the interviewers 
and the possible part they played in modifying the patient's behavior. 
Some of the ways in which the interviewers differed have already been 
mentioned. The fact that interviewer M was actually in charge of the 
day hospital while L had no direct responsibility for any of the patients 
may have resulted in differing attitudes toward giving up time for the 
experiment ; particularly as practical considerations required that the 
interviews be fitted into M's normal routine as far as was possible. 
Interviewer M may thus have been communicating to the patients his 
own awareness of the pressure of his normal clinical duties. On the 
other hand, interviewer L also had clinical responsibilities for patients 
in the clinic and others in the follow-up department. Thus, when the 
commitments of both interviewers were taken into consideration, they 
did not appear to be sufficiently different and it seemed unlikely that 
the differences in the patient's responses were due to this factor. 

Another possibility which must be considered is that the interviewers' 
personal characteristics, such as accent and appearance, may have played 
a part. While neither interviewer had a "local" accent, the accent of 
interviewer L was the more unfamiliar and ''foreign'' of the two and 
the same would apply to his appearance. Possibly patients who feel that 
they themselves are somehow at variance with their environment consider 
an individual who is an obvious "outsider" better able to sympathize 
with their problems. 

The role of the interviewer's psychiatric orientation in this experi­
ment is difficult to assess. The scores obtained on the orientation ques­
tionnaire (Table II) show that interviewer M was the more organically 
orientated of the two. Kreitman 's questionnaire is designed to measure 
two dimensions of psychiatric orientation. The first, referred to as the 
'' 0'' viewpoint, is characterized by '' a paramount interest in the organic 
aspects of mental illness, by avoiding all "subjective" or "intuitive" 
concepts.'' The second or ''A'' viewpoint '' derives largely from psycho­
analysis, and expresses greater interest in psychological factors ... while 
relying heavily on interpersonal relations in therapy.'' The finding that 
the interviewer who seemed able to listen longer scored higher on the 
''A'' scale and lower on the '' 0 '' scale, is not inconsistent with what 
might be expected. However, this is obviously an area requiring far 
more intensive study before any more definite conclusions can be reached. 

SUMMARY 

1. We have discussed the problem of investigating psychiatric inter­
views experimentally. 
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2. An experiment is described in which two doctors interviewed 12 
psychiatric patients during a total of 24 interviews. A standard passive 
interview technique was used and a simple measure of the patient's con­
versational behavior was obtained. 

3. It was found that the patients spoke for significantly longer periods 
of time to one of the doctors. 

4. Some of the possible reasons for this differences are discussed. 

Acknowledgement. We wish to thank Professor Stengel for his help in the 
preparation of this paper. 
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A PATlENT'S verbal behaviour in an interview situation is influenced by many factors. 
Goldman-Eisler [2] has investigated the effect of the psychiatrist's interview behaviour 
on the patient. She found that the patient's "conversational tempo" seemed sensitive 
to the interviewer's influence. "Conversational tempo" refers to the "average period 
comprising an action plus its subsequent silence period". The interviewers were 
consistent in their behaviour except with regard to the amount of time which was 
spent in talk and gesture expressed as a percentage of the total time of the interview. 
This varied according to whether the patient was talkative or reticent. 

Pilowsky and Spear [3] described an interviewing technique which attempted to 
reduce the stimulus value of the interviewer to a minimum. This procedure was 
called the Silent Interview Technique (S.I.T.). The actual method of interviewing 
will be described below. Patients showed consistent individual differences in the 
length of time they spoke to the interviewers (correlation between interviewers­
Spearman rho = 0·61, p < 0·05). However, one examiner consistently elicited longer 
speech periods over the sample as a whole (Wilcoxson Matched-Pairs Signed-Ranks 
Test, p < 0·05). 

The purpose of the present study was to investigate whether there was a relation­
ship between the patient's interview behaviour as measured by the S.I.T. and his 
complaints as measured by the Cornell Medical Index. The particular feature to be 
examined was the interaction between "medical" complaints, "psychiatric" com­
plaints and interview behaviour. 

METHOD 
(a) The so-called silent interview technique 

When the patient is comfortably seated the interviewer says, "Would you tell me about the way 
you feel" . He then notes the time. After this he does not say anything more until the patient has 
been silent for one minute. The interviewer notes the time at this point. The measure of the patient's 
conversational behaviour is calculated by subtracting 60 sec from the total time between the two time 
readings. The interview is then completed in the normal way. In the present study the patient was 
asked to fill in the C.M.I. All interviews were done by the same doctor (LP.). 

(b) The Cornell Medical Index 

This inventory was developed as an aid to history-taking in out-patients by Brodman et al. [1]. 
It consists of 195 questions to which the patient answers yes or no. The questions are grouped under 
systems labelled A to R. Groups A to L form the somatic or "medical" section, while groups M to R 
are concerned with psychiatric symptoms. The inventory is given to the patient as a printed form 
which he is asked to fill in, which normally takes 10-15 min. For the purpose of this study patients 
were given a score for the total number of yes responses to the somatic section and a corresponding 
score for the "psychiatric" section. We thus have a measure with which to compare patients with 
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regard to their response to "somatic" questions and their response to "psychiatric" questions 
presented in an inventory form. 

The patient sample 

Fifty-nine patients were taken from those attending the Department of Psychiatry either as day­
patients, out-patients or in-patients. No patients were included if they were attending for the very 
first time. Patients with severe behaviour disorders, such as gross schizophrenic, were not considered 
suitable, and the sample does not include cases with organic intellectual impairment. Table 1 shows 
the sex and age characteristics of the sample. 

TABLE 1.- SEX AND AGE CHARACTERISTICS OF PATIENTS IN SAMPLE 

Number 
Mean Age 
Standard Deviation 

Males 

19 
45·5 
9·5 

Females 

40 
44·52 
14·5 

Whole Group 

59 
44·7 
13·1 

The sample included 25 patients diagnosed as "depressive illness" i.e. endogenous depression, 
and 20 patients diagnosed as "anxiety neurosis, hysteria and anxiety neurosis with hysterical features." 
There were 6 schizophrenic patients, none of whom was severely disturbed. 

RESULTS 

The grouping of patients according to CMI scores 

The 59 patients were divided into four sub-groups on the basis of their scores on 
the "somatic" and "psychiatric" section of the CMI: 
Group A (low somatic-low psychiatric) consists of patients whose A-L score fell 
below the median A-L score of the whole sample and whose M-R score fell below 
the median M-R score. 
Group B (low somatic-high psychiatric) consists of patients whose A-L score is 
above the Group A-C median score and whose M-R score is above the median AR 
score. 
Group C (high somatic-high psychiatric) consists of patients whose A-Land M-R 
scores both fall above the respective medians. 
Group D (high somatic-low psychiatric) consists of patients with an A-L score 
above the A-L median and an M-R score below the M-R median. 

Table 2 shows the sex distribution and average age of each group. 
Although there appears to be a difference in ages, when an analysis of variance 

was applied to the data, the variance ratio did not attain statistical significance at 
the 0·05 level. (Variance Ratio = 1 ·64 with 3 and 55 degrees of freedom). 

Table 3 shows the average scores on both A-L and M-R sections of the CMI 
for each group. The average time spoken at interview is shown in the right hand 
column. 

TABLE 2.- SEX DISTRIBUTION AND AVERAGE AGE OF EACH GROUP 

Group 

A (low somatic- low psychiatric) 
B (low somatic- high psychiatric) 

, C (high somatic-high psychiatric) 
D (high somatic- low psychiatric) 
Totals 

Male 

7 
1 
7 
4 

19 

Female 

14 
5 

15 
6 

40 

Total 

21 
6 

22 
10 
59 

Mean age 

45·05 
42·00 
41 ·7 
52·4 
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TABLE 3.-CMI SCORES AND TIMES SPOKEN WITH S.I.T. 

Group A-L M-R Time (min) 

A (low somatic-low psychiatric) 16·1 12-1 9·95 
B (low somatic-high psychiatric) 28·5 30·5 2-88 
C (high somatic- high psychiatric) 50·1 35·9 7·53 
D (high somatic-low psychiatric) 42·2 15·3 16·51 

It will be seen that Group D has the highest average time, followed by Groups A, 
C and B in descending order. As the times spoken were not normally distributed a 
non-parametric test was used to examine the difference between means. These were 
analysed using the Kruskal-Wallis One-Way Analysis of Variance [4] and the result 
was highly significant. (H = 189·9; 3 degrees of freedom; p < 0·001.) Having found 
this, the mean time spoken by each group was compared with that of every other 
group using the Mann-Whitney U test (corrected for ties). The results are shown in 
·Table 4. 

TABLE 4.- TESTS OF SIGNIFICANCE BETWEEN THE AVERAGE TIMES OF EACH GROUP 

Group 

A 
B 
C 

A 

* p < 0·02 (two-tailed test) 
t p < O·Ol (two-tailed test) 

B 

z = 0·51 

C 

z = 0·77 
z = 1·21 

D 

z = 1·0 
z = 2·55t 

U = 6-5* 

From Table 4 it can be seen that the average time spoken by Group D (high 
somatic-low psychiatric) is significantly higher than the average times of group B 
(low somatic-high psychiatric) and group C (high somatic-high psychiatric). 

DISCUSSION 

The results of this study demonstrate a statistically significant association between 
a simple measure of the patient's interview behaviour and his responses to the 
"somatic" (A- L) and psychiatric (M-R) sections of the Cornell Medical Index. 
Patients with high scores on the "somatic" or "physical" section of the CMI speak 
for longer when the Silent Interview Technique is used. A high score on the 
"psychiatric" part of the CMI (M-R) is associated with relative reticence. 

Could these results be due to the nature of the S.I.T.? The opening question in 
the interview is "Would you tell me about the way you feel?" If one assumes that 
patients listen very carefully to what they are asked and try to make the answers as 
appropriate as possible, it could be argued that if the opening question conveys a 
request for physical symptomatology, then patients who score high on the A-Lare in 
a better position to respond. Similarly, patients who regard their problems as 
psychological may be inhibited by this question. On the whole this is an unlikely 
explanation since the question seems a rather neutral one, on to which patients could 
project their own ideas of what a doctor might want to hear from them. 

A simple method of timing the patient was employed. In order to reduce the distortion of the 
interview situation to an absolute minimum, the psychiatrist used his own wrist-watch to do the 
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timing. This had a large clear face with a second hand. The purpose was to avoid the clicking noise 
made by ordinary stop-watches. Tape-recording was not used as it was technically difficult and since 
the presence of a recorder would have had to be explained to the patient and might also have distorted 
the situation. The interviewer tried to use note-taking as an excuse for glancing at his watch. These 
activities on the part of the interviewer may tend to inhibit the patient but they were probably present 
in equal measure for all patients. 

Another factor which has to be considered is the patient's previous experience of 
psychiatric interviews and his experience of the interviewer. Neither of these variables 
was measured but the following points can be made. Of the 59 patients only 6 had 
no previous experience of the interviewer and these were scattered through the 4 
groups. None of the patients was having psychotherapy of a formal or intensive 
nature. Although tape recordings were not made of the interviews, inspection of the 
notes kept shows that the patients in the "high somatic- low psychiatric" group 
spoke primarily about their physical symptoms. The notes kept were of course 
somewhat incomplete but the fact that this group were preoccupied by their physical 
symptoms and related topics, is quite clear. In the absence of proper transcripts 
it is, of course, not possible to make detailed comparisons between groups. 

The findings of this study draw attention to some factors influencing the behaviour 
of a psychiatric patient in an interview situation. Patients who report more physical 
symptoms on the CMI are more communicative. It would appear that in addition 
psychological symptomatology inhibits the patient. This finding probably tallies 
with the experience of psychiatrists, particularly in out-patient departments, who 
find that they are either being exasperated on one hand by patients who keep talking 
about physical symptoms or, on the other hand, by those who admit to psychological 
problems but say hardly anything at all. 

Psychological illness often presents mainly as a problem of communication. 
Most psychiatric patients have difficulty in accepting the nature of their problems 
and use various defences to avoid facing them. Wolff [5] in discussing the significance 
of psychosomatic symptoms as seen in psychotherapy, states "What strikes one about 
all these patients is that at first they all resist to a greater or lesser degree any suggestion 
that their physical symptoms could be of emotional origin". 

Perhaps this situation has its roots partly in the individual's childhood experiences. 
It is probably true that in most families, while there is such a thing as a "physical 
complaint" with generally known and accepted channels for seeking help, this is not 
usually the case for psychological problems. The reasons for this will not be discussed 
here but the results of this state of affairs must be far-reaching. When one considers 
that the doctor is generally stereotyped as an individual to whom one communicates 
physical complaints, it should not be surprising that patients respond to him in the 
light of this stereotype. (No doubt the fact that many doctors live up to this stereo­
type does not help matters.) With so useful a defence mechanism to hand, it can 
hardly be surprising that patients make full use of it. To resist this tendency must be 
particularly difficult for those patients who do, in fact, have some functional physical 
disorder such as tremor, tachycardia, etc. 

These patients are probably acutely aware from the doctor's attitude of their 
difficulty in communicating their needs effectively. The discussion of this precise 
problem and its consequences often benefits the patients, helps to establish rapport 
and aids the patient in discussing his psychological problems more freely. 
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SUMMARY 

1. Using the "Silent Interview Technique" (S.I.T.) a measure of interview be­
haviour was obtained from a sample of 59 patients. 

2. Each patient filled in the Cornell Medical Index (CMI) and was given a 
score for the somatic (A- L) and psychological (M-R) parts of the questionnaire. 
On the basis of these scores the 59 patients were divided into 4 independent samples. 
These were (a) low somatic tA-L) and low psychiatric (M-R) ; (b) low somatic and 
high psychiatric; (c) high somatic and high psychiatric; (d) high somatic and low 
psychiatric. 

3. The high somatic low psychiatric sample spoke for significantly longer with the 
SIT than the high psychiatric low physical sample (p < 0·01) and the high psychiatric 
high physical sample (p < 0·02). 

4. These results are discussed with regard to the possible explanations for them 
and also their clinical implications. 
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A number of writers have drawn attention 
to the importance of emotional factors in 
phantom limb pain (Kolb, 1950, 1952; Simmel, 
1956; Russell, 1959; Von Hagen, 1963). Kolb 
(1950, 1952) reported an association between 
the discussion of certain emotionally loaded 
topics and accesses of pain in the phantom. 
Stengel (1965), in his Maudsley Lecture, 
discussed the role played in these experiences 
by the psychological mechanism of identifica­
tion with others. He briefly referred to the 
patient whom we have studied. 

CASE HISTORY 

Mr. L.V., a 61 year old cutlery worker, 
underwent a high above-knee amputation of the 
right leg following a mine accident when he 
was 15 years old. A phantom limb has been 
present ever since and has been the site of 
almost continuous pain, which has been relieved 
only temporarily by various treatments, includ­
ing excision of a sciatic neuroma in 1937 and a 
tractotomy in 1943. He came to the Depart­
ment of Psychiatry on 7th May, 1964, complain­
ing of phantom pain and insomnia. On 
examination there was no evidence of any 
circumscribed psychiatric syndrome. There was 
hypoalgesia to pin-prick below the D6 level on 
the right side. His stump was particularly 
sensitive to palpation and light touch in the 
region of the operation scar. He described 
burning pain in the foot, toes and heel of the 
phantom limb--"as though a fire were being 
held to my foot." In addition, he reported that 
scenes of violence made his pain much worse. 
Thinking of operations or accidents involving 
bodily injury had the same effect. When these 
topics were raised during interviews he would 
wince and ask for the subject to be changed. 

We decided firstly to assess the reliability of 
his reports, i.e., whether he would report 

similar degrees of pain in response to the same 
stimulus encountered on two separate occasions. 
For this purpose the Thematic Apperception 
Test (TAT) cards were used as stimuli. Secondly 
we proposed to administer this test in a standard 
manner to see if the story content for the various 
TAT cards bore any relation to the amount of 
pain reported in the phantom when the patient 
viewed these stimuli for the first time. 

METHOD 

The patient was tested over a three day 
period. There were three test sessions separated 
by 24 hour intervals. 

Day 1. Twenty-nine TAT cards were indi­
vidually handed in the order of listing in the 
test manual to the patient. He was required to 
look at each card for five seconds and then rate 
the amount of pain he felt. A ten centimetre line 
labelled "No pain at all" at the right end and 
"As painful as it could possibly be" at the left 
end was used to record the response. The 
patient rated the degree of pain by making a 
pencil mark on the line. A "pain score" was 
obtained by measuring the distance from the 
right end of the line to where it was intersected 
by the pencil mark. This technique is a modifi­
cation of that described by Clarke and Spear 
(1964). 

Day 2. The procedure was the same used on 
Day r. 

Day 3. The TAT cards were administered in 
the standard way and the patient was instructed 
to make up a story for each picture. The stories 
were tape-recorded. 

RESULTS AND DISCUSSION 

Reliability of Pain Scores. The Spearman Rho 
Correlation between the pain scores obtained on 
Days rand 2 was 0·75 (p < o·or). 
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TAT Stories and Pain Scores. Examination of 
the TAT material suggested that the cards 
could be grouped into three major categories: 
( r) those which evoked references to loss of 
physical integrity through injury, disease or 
tissue damage metaphor; (2) cards which 
evoked references to psychological problems 
brought about by interpersonal conflict; (3) 
cards which evoked references to neither of these 
categories nor other emotionally charged mater­
ial. These three content areas were labelled 
"Body Damage", "Psychological Distress" and 
"Neutral", respectively. If a card evoked 
elements of both Body Damage and Psycho­
logical Distress it was placed in the former 
category. The cards were sorted into three 
groups according to the above criteria by one of 
us (I.P.) who had no knowledge of the pain 
scores. 

The pain scores from Day I were then 
distributed on the basis of the content elicited 
by their respective TAT cards. Thus there were 
three sets of pain scores, corresponding to the 
three sets of TAT cards described above. 
Figure I illustrates the clustering of high pain 

scores in the Body Damage category, intermed­
iate pain scores in the Psychological Distress 
category and low pain scores in the Neutral 
category. According to the Mann Whitney 
U test the differences between any two sets of 
pain scores were statistically significant: Body 
Damage vs. Psychological Distress, (U = 8; 
p < 0·02); Body Damage vs. Neutral (U = 2; 
p < 0·002); Psychological Distress vs. Neutral 
(U = 23; p < 0·05). Thus TAT cards which 
evoked high pain scores on Day r tended to 
elicit stories of the Body Damage variety, while 
cards which evoked intermediate or low pain 
scores tended to elicit stories of the Psychological 
Distress or Neutral type, respectively. 

SUMMARY AND CONCLUSIONS 

A patient with atypical phantom limb pain 
complained that his pain was aggravated if he 
saw or thought about scenes of violence. This 
phenomenon was investigated using the The­
matic Apperception Test (TAT) cards as pain 
provoking stimuli. Using a self-rating method it 
was found that the patient's report of pain could 
be reliably assessed and a statistically signifi-
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cant relationship was shown between the degree 
of pain reported and subsequent TAT pro­
jective material. The technique described here 
may prove useful in the delineation of psychic 
events which provoke or intensify physical 
symptoms. 
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Attending a 

Hospital Psycliiatric Departn1cnt* 

General 

By I. PILOWSKY and J. D. STIRLAND 

uring the past ten years much attention has 

· n paid to the questio'n of chronicity in mental 

.ospital patients; At the same time there has 

_; en a trend towards establishing units (often 

.• ached to general hospitals) for short-stay 

,11-patient and possibly day-patient care. - In 

r,ese units, where the emphasis is on out­

tient treatment , it is soon apparent to the 

-ychiatrists staffing them that they, too, have 

to cope with a population of chronic patients. 

They tend, however, to be out-patients rather 

than in-patients, and are probably better 

described as "long-term". Heasman ( 1962) gave 

1 graphic description of this problem in the non­

psychiatric out-patient department and com-

ared it to that of the "institutional neurosis" 

~ described by Barton ( r 959). The purpose of 

us paper is to describe the situation in a 

Teaching Hospital Department of Psychiatry 

attached to a general hospital. 

AIMS AND DEFINITION 

In this paper we wish to describe the clinical 

characteristics of patients who can be designated 

·'.'long.:term" and tc;> contrast them with control 

groups composed of new patients. 

A long-term patient was defined as one who 

had been registered with us for more than two 

years at the time of sampling. Discontinuity of 

attendance did not disqualify from inclusion in 

the sample and is considered later. 

THE SETTING 

The department in which this study was 

carried .out is part of the United Sheffield 

• Based on a paper presented to the Sheffield Regional 

Psychiatric Association on 4 April, 1g64. 

Hospitals. There is in-patient accommodation 

for 1 3 male and 25 female patients. There is also 

a day hospital for 20 to 25 patients. The average 

in-patient stay is five weeks. There are about 

800 new referrals to the out-patient clinics each 

year and more than 10,000 out-patient visits 

are mad·e each year-a fact which tends to 

undermine the "ivory tower image" of the 

psychiatric teaching department. No patients 

are admitted under compulsory orders. 

THE PATIENT SAMPLE 

The names and dates of first referral ·were 

obtained of all out-patients, day-patients and 

in-patients who received treatment in any form 

during two separate weeks in November and 

December 1962. From this sample we obtained 

the names of 79 patients who had been regis­

tered two or more years previously. All the case 

notes were traced and the required information 

obtained from these. 

THE CONTROL GROUPS 

Two control groups were used. Both werC: 

composed of randomly selected new patients; 

the first, consisting of 200 patients, was used for. 

comparing variables such as sex, civil status, 

social class, number of children and history of · 

previous treatment. This control group had been 

collected by Hall ( 1962) in this department. · 

The second control group, consisting of 169 

female and 1 36 male consecutive new patients, 

was used to compare ages and diagnostic items. 

This group had been collected by one of us 

(I.P.) for another purpose. The two control 

groups did not differ significantly with regard 

to sex distribution and _broad age groupings. 
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PATIERNS OF ATIENDANCE AND ADMISSION 

Sixty-two of the 79 patients had originally 

hel"n rl"fl"rrl"n hy their general practitioners and 

the remainder by other hospital departments. 

The aYcrage length of time since registratim, fnr 

the long-term group as a whole was 3 years 

4 months. The patient attending longest had 

been registered over 6 years previously. Men 

averaged 3 years and women 3! years. They 

attended the out-patient clinic on an average 

of once every 61 weeks. The men came slightly 

more frequently than the women. 

Table I shows the number of times patients 

in this group were admitted to the in-patient 

unit and the day hospital. The average stay 

was 4! weeks. Fourteen patients had never been 

admitted to either. 
TABLE I 

Frequency of Admission to In-patient Unit and Day Hospital 

Admissions In-patient Day Hospital 

0 18 47 
I 29 20 

2 18 8 

3 7 
4 .. 6 3 
·5 0 

79 79 

SEX 

Perhaps the most interesting finding is the 

- preponderance of females in the long-term 

group. This is shown in Table II . 

The average age on referral of long-term 

maJes was 44 · 6 years, S.D. = , 1 • 5, while the 

male controls had an average age of 39 ·8 years, 

S.D. = 14 · 5. The long-term females had an 

average of 39 · 9 years, S.D. · = 1 1 • 5 and the 

control females an average age of 37 · 5 years, 

S.D. = 1.1 · o. There were no statistically 

significant differences between the long-term 

males and females. nor hPtwcen ca.ch of these 

and the corresponding new patient . control 

group. An examination of the distribution of 

ages shows a relative preponderance of females 

under 19 years among the new referrals (16 per 

cent. as opposed to 5 per cent. in the long-term 

female group). 

"TABLE II 

Distribution of Sexts in the Long-Term and Control GrMJJls. 
Male Female Total 1 

Long-Term .. 16 (20·3%) 63 (79·7%) 79 

Control 83 (41 · 5%) 117 (58 · 5%) 200 

Total 99 180 279 

X: = 10·26; df= l 

SOCIAL CLASS 

The Hall Jones grading ofoccupations ( 1950) 

was used to determine the social class of patients. 

The classes were grouped :1s follows: 1-3 

(Professional, high administrative, managerial, 

executive, inspectional, supervisory and other 

non-manual higher grade); 4-5 (Inspectional, 

supervisory and other non-manual lower grade, 

skilled manual and routine grades of non-­

manual) ; 6-7 (Semi-skilled and unskilleti 

manual) . . 
From Table III it can be seen that the long­

term female group shows a significant under­

representation of the upper social classes. In 

the male sample a similar trend is present but 

does not achieve statistical significance. 

TABLE III 
Distribution by Social Class ( 

Females Males 

Social 
Class Long-term Control Total Long-Jerm Control Total 

1-3 3 (5%) 20 (17%) 23 l (6%) 10 (12%) II 

4-5 32 (51%) 46 (39%) 78 5 (31%) 44 (44%) 49 

6·7 28 (44%) 51 (44%) 79 IO (63%) 29 (35%) 39 

Totals 63 I 17 (100%) 180 16 83 (100%) 99 

x..,_ = 10-07 df= 2 P<o·o1 x:=3·19 df= ·I D.S. 
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C1,1 1. S1ATr: 

The Jong-term patients do not differ froii:} new 

patients with regard to civil state. Of the· long­

term females 54 (85 · 7 per cent. ) were married, 

and of the long-term males 14 (87 · 5 per cent.) 

were married. In the co.ntrol group 80 · 3 per 

cent.) of the females and 77 · 1 per cent. of the 

males were married. 

NUMBER OF CHILDREN 

Table IV shows that the long-term female 

patients tend to have smaller families than the 

new female patients. The small numbers in the 

111,,k , . .,mpl ~ do not a l lo\\· for statist ical com­

parison, but it is interesting to note that there 

are no men with more than two children in the 

long-term group. 

PREVIOUS TREATMENT 

The long-term · patients did not differ signi­

ficantly from the new patients with regard to 

a history of previous psychiatric treatment: 

Long-term females 17 (27 per cent.), controls 

41 (35 per cent.); long-term males 8 (50 per 

cent. ), controls 25 (30· 1 per cent.). 

TABLE IV 
Size of Family (excluding single patients) 

Number of Children 

0 

1-2 
3+ 

Totals 

Long-term 

54 

df= 2 

DIAGNOSIS 

Female 

Control 

94 

Long-term 

5 (35'7%) 
9(64·3%) 
0 

Male 

Control 

20 (31 ·3%) 
29 (45·3%) 
15 (23·4%) 

The diagnoses examined · were those made 

when the patients were first seen. The com­

parison of diagnostic items for females is shown 

in Table V, and shows that three items occur 

more frequently in the long-term sample. They 

are Anxiety/Hysteria, Personality Disorder and 

Hypochondriasis. The term "Anxiety/Hysteria" 

includes patients diagnosed as anxiety neurosis, 

anxiety state, anxiety neurosis with hysterical 

features, and hysteria. "Hypochondriasis" is 

used in this context as a descriptive term 

occurring in a diagnostic formulation and not 

as a nosological entity. Reactive depression is 

more frequent in the new patients. Some patients 

were, of course, classified under more than ope 

diagnostic category. "Personality Disorder" 

includes categories such as aggressive psycho­

path, hysterical personality and inunature 

personality. 

TABLE V 

Comparison of Diagnostic Items inLong-term and Control Female Samples 

Reactive Depression 
Anxiety/Hysteria 
Personality Disorder 
Hypochondriasis 
Endogenous Depression 
Obsessional Neurosis 
Schizophrenia 

Long-Term 
(N=63) 

IO (16% ) 
34 (54%) 
13 (21%) 
32(51% ) 
16 (25%) 
6 (10%) 
3 (5%) 

Control 
(N=16g) 

54 (32%) 
42 (25%) 

9 (5%) 
61 (36% ) 
43 (25%) 

3 (2% ) 
4 (2·4%) 

x2 =4· 12 P<o·o5 
x2 =19·74 P<o·oo1 
x•= 10·81 P<o·oos 
x2 =6· 15 P<o·o25 
x2 =0·017 N.S. 
Numbers insufficient 
Numbers insufficient 
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TABLE VI-_ 

Co:npan so11 oj Diag11ost1c Items in Long-term and Co11trol -~.fale Samples 

Long-Term 
(N= 16) 

Control 

(N=13~) 
26 (19· 1%) 
27 (19·9%) 
29(21·3%) 
54 (39·7%) 
25 (18·4%) 

Reactive/Depression 
.t\nxiety/liysteria 
Personality Disorder 

I (6·2%) 
7 (43·8%) 
2(12·5%) 

Numbers insufficient 
Numbers insufficient 
Numbers insufficient 
x2 =3·82 n.s. 
Numbers insufficient­
Numbers insufficient 
Numbers insufficient 

Ii ypochondriasis 
Endogenous Depression 
Obsessional Neurosis 
Schiz_ophrenia 

11 (68·8%) 
5(31·3%) 
0 

2(12·5%) 
0 

7 (s-1%) 

There were too few patients in the long­
term male sample to allow tests of significance 
to be carried out, except in the case of one 
diagnostic item "Hypochondriasis". For this 
item the chi-square value approached but did 
not reach the figure required for standard 
statistical significance. The distribution of 
diagnosis is shown in Table VI. On the whole the 
trends would seem to be similar to those found 
in l:he females. 

CORRECTION FOR INTERRUPTION OF 

ATTENDANCE 

A corrected attendance figure was calculated 
lby subtracting from each patient's total atten­
danee the longest continuous period during 
which he or she was not seen by a doctor on the 
taff of the unit. This yielded a sample of 39 
emales who had a total "corrected attendance" 
f oyer 2 years, and these were then compared 
o the new female controls. Significant differ­
nces were shown in only two diagnostic 
ategories, viz. Anxiety/Hysteria ( x• = 20 · 6 

< 0·001), which was more frequent in the 
ng-term group, and Reactive Depression 
hich was less frequent (A2 = 4 ·8 p < o ·05). 

A similar procedure was carried out on the 
le group. This produced g cases who had 

tended more than two years. Of these 5 had 
leen considered hypochond riaca l, 4 fell in the 

1xiety/Hysteria category, and one in the 
rsonality Disorders. Four were endogenously 
pressed, one schizophrenic and one reactively 
pressed. 

FREQUENCY OF ANXIETY/HYSTERIA IN . 

MALE AND FEMALE NEW PATIENTS 

Table VII compares the frequency of 
Anxiet} /Hysteria in male and female new 
patients. The difference is not significant 
( x2 = o · 82 7 df = 1). Thus the possible hypo­
thesis that long-term illness in females is related 
to a preponderance of this diagnosis in new 
female patients is not supported. 

TABLE VII 
Frequency of Anxiev,f Hysteria in Male and Female )(eu, 

Patients 

.t\nxioty fliysteria 
Other 

Total 

New Patients 

Male Female 

27 
109 

136 

DISCUSSION 

16g 

Total 

We have shown that in this department tbt 
long-term patients are mainly females of the 
middle and lower classes, who have small 
families and fa]] into the cliagnostic category of 
Anxiety/Hysteria. Cases of endogenous and 
reactive depression are less likely to become 
long-term. This is more marked if we exclude 
cases of recurren t rather than long-term illness. 
Such cases of schizophrenia and obsessional 
neurosis as are selected for referral to the Clinic 
may also tend to become long-term attenders, 
but the numbers in our sample are too .small .to 

. generalize. 
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If di~continuity -of attendance is not taken 

"into account, then females given diagnostic 
labels such as "hypochondriasis" and "per­
sonality disorder" are also over-represented in 
the long-term sample. 

A study of this sort cannot hope to explain 
why female neurotics are more likely to become 
_Jong-term. They may derive a form of support 
which the male neurotic can obtain from social 
interactions dwing his hours of work. Together 

. \.vith this ~ust be considered the fact that, 
"given similar amounts of discomfort due to 
neurotic symptomatology, the housewife (par-

. ticularly with a smaller family) is likely to have 
more time for attending clinics heid during 
.normal working hours. It is also noteworthy that 
of the small group of sixteen long-term males, 
only five were working at the time of the survey. 

Considering the out-patient commitments 
mentioned, it can be safely assumed that no 
.~fforts are spared to help the patient towards 
independence or at least to refer them to th~ir 
own G.P. for the support they may l,till .c~uire. 
Certainly no patients were attending for 
rese_arch or teaching purposes. Referral back to 
Sl}; G.P. is not eas1ly achieved. Frequently an 

· attempt to do so results in early referral back 
to the department (Sheldon, 1964). It may be 
that these patients 'are not tolerated well by 
G.P.'s, and the rate at which they change their 
practitioner would tend to support this. Twenty 
of the sample of 79 patients changed their 
G.P.'s at least once since referral to our Clinic. 
We were able to obtain the figure for the number 
of changes in the Sheffield region during 1963; 
there were 19,274 changes in a population of 
495,290. This figure was treated as referring to 
the number of individuals changing in one year, 
t~s producing an overestµnate. For the long­
-te_r_m group the numbers of changes per patient 
were disregarded, thus producing an under­
estimate. On the basis of the Sheffield figures 
we calculated the expected number of changes 

Although this is a striking finding, it must be 
borne in mind that of the long-term sample, IO 
had moved house, leaving only 10 who had 
changed their G.P. without a move of house. 
The figures for movement within Sheffield by 
the general population are not known, and our 
finding must therefor~ be interpreted with 
caution. 

A point often made is that these women 
would not constitute a psychiatric problem if 
the presence of clinics such as ours did not act 
as an encouragement to G.P.'s to refer_ them for 
treatment. · 

There is no clear-cut answer to this question, 
but one possibility is that in the absence of 
psychiatric clinics many of these patients would 
be referred to other hospital departments whore 
their lives become a prolonged round of special 
investigations and non-specific therapies; evok­
ing from physicians and surgeons such heart 
.cries as that of Gehring ( 1932) who wrote: 
·"One may indulge in the luxury of terminology 
and call these persons neurasthenics, or psych­
asthenics, examples of anxiety neurosis or just 
plain variants. In any case, they are the bane 
of the average physician's existence, for they 
tax his· medical skill, -his tact, his patience and 
his endurance .. .'' 

With psychiatric services becoming available 
to ever greater sections of the population, it may 
be that patients such as those constituting our 
long-term sample represent an expanding 
mental health problem. 

SUMMARY 

A sample of 79 psychiatric patients registered 
with a general hospital psychiatric department 
for more than two years has been compared 
with control groups of new patients referred to 
the same department. The following findings 
emerged: 
I. Females were over-represented in the long• 

term group. of G.P. for each patient for the time since 
referral, and these were summed, The difference 2. 
between the expected number of changes (4 · 78) 
~nd. the -observed number ( 20) was highly , 
s1gruficant (x2 = 11 • 02 p < o · 001, 1 elf. cor- 3. 
recte~ for continuity). 

The long-term females had fewer children 
than the controls and higher social classes 
were under-represented. 
More long-term females were labelled 
"Anxiety/Hysteria", "Personality Disorderu 
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·an:d ' 'Hypochondriacal" ; less frequently as · 
"Reactive Depressions". 

4. The 16 male patients were described 
separately. Unemployment and hypochon­
driasis were prominent features. 

5. The whole sample- changed their general 
practitioner significantly more often than 
the population of Sheffield. 
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Dimenstons of H ypochondriasis 

By I. PILOWSKY 

INTRODUCTION 

The confusion over the definition and 
nosological status of hypochondriasis has been 
stressed by many authors. J elliffe l 193 I) refers 
to it as "a strange child in the psychopatho­
"logical family", and Macalpine ( 1953) uses the 
phrase "a stepchild in psychiatry proper". It 
'has been described in terms of the disturbed 
attitude ot health and to doctors and also in 
terms of the symptoms presented. Factor 
analysis is a method well-suited to the examina­
tion of such a problem and has been used to 
investigate psychiatric syndromes in order to 
dissect out the symptom clusters which have 
been subsumed under a single blanket term. 
(Hamilton, 1960, Friedman, 1964; Overall, 
1962). 

This approach to hypochondriasis has been 
used -on two ocasions. In both cases the Min­
nesota Multiphasic Personality Inventory Hypo­
chondriasis Scale (Hathaway and McKinley, 
1951 ) has been the instrument employed to 
provide the data for analysis. The first study by 
Comrey (1957) involved the giving of the MMPI 
to 360 cases of whom I 03 were normals and the 
rest psychiatric in-patients and out-patients. 
The responses to the hypochondriasis items were 
intercorrelated and the complete centro'id 
method of fact9r extraction was followed by 

. roation using Kaiser's Varimax method. Eight 
factors were identified and were named Poor 
Physical Health, Digestive Difficulties, Bad 
Eye-sight, Lung Damage, ·Poor Bowel Function, 
Hypochondriasis, Sinusitis, and Hospitalization. 

The second study by O'Connor and Stefic 
(1959) involved the giving · of the same scale 
to 300 male neuropsychiatric· patients. For the 
final analysis only 30 of the 33 items were used, 
and the complete centroid method of factor 
extraction was . used. Three primary factors 
were isolated and named Asthenic Reaction, 
Vague Somatic Complaints, and Gastro-In-

testinal Reacti'on. A second-order factor of 
Poor Physical Health or Health Concern was 
also identified . 

It is not surprising that the factors extracted 
in these studies related mainly to clusters of 
physical symptoms since the MMPI Hypo, 
chondriasis Scale is essentially a symptom 
inventory, with no <items tapping the individual's 
attitudes to diseases or to the ~eactions of those 
in his environment. 

In view of these considerations it was decided ~ 
to devise a new questionnaire based on a current 
concept of hypochqndriasis which could then 
be subjected to a factor analysis. It was hoped 
that the factors which emerged might be more 
in keeping w'ith clinical <;xperience than those 
described 1n prev.fous stktdies. 

METllOD 
The Questionnaire 

- . 
In order to obtain an item universe one 

hundred members of the medical, nursing and 
ancillary staff of the United Sheffield Hospitals 
were asked to define "hypochondriasis" and to 
write the definition on a card. These definitions 
were analysed using Raven's (1950) method of 
comparative matching. Briefly, this involved 
the breaking down of each definition into a· 
number of separate statements. All similar 
statements were then grouped and their 
frequency noted. Questions representing the 
most frequentiy made statements were included 
in the quest'ionn·aire. Special care was taken to 
devise qu~stions which would not give affront 

· to the patient. A few additional questions were 
added because they are of theoretical interest. 

The questionnaire (named "Whiteley Index") 
was then given to 200 patients under the care 
of the Department of Psychiatry. Of these 100 
had been diagnosed as manifesting hypochon­
driacal features and the other 100 as showing 
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little or no evidence of hypochondriasis. Hypo­
chondriasis was defined as a persistent pre­
occupation with disease despite reassurance 
given after thorough medical examination. The 
patients' age and sex characteristics are shown 
in Table I. The ages differ significantly, but it 
is unlikely that this would affect the validity of 
other findings. 

TABLE I 
Age and Sex Distribution of Patient Sample 

Mean Age 
'Standard 

Deviation 

Hypochondriacal Non-Hypochondriacal 
Males Females Males Females 
N = 38 N = 62 N = 46 N = 54 
44·03 , 44·19 37•5 37•37 
12• 1 13• 1 16•4 14·3 

Of the twenty questions included to tap 
hypochondriacal a ttitudes seventeen discrimi­
nated significantly between the two groups. For 
technical reasons this number had to be reduced 
to fourteen so that other information could be 
punched on the computer tapes and three 
questions were therefore excluded. The original 
twenty questions are listed in Table II. The 
questionnaires were scored by giving one point 
for each of the fourteen questions answered in 
the specified direction. The mean scores for the 
hypochondriacal patients were: males 8 · 92 
(S.D. y15) females 7·9 (S.D. 3·24) and the 
n on-hypochondriacal patients, males 2 ·89 (S.D. 
2·18) and females 3 ·09 (S.D. 2 · 13). It is 
interesting to compare the scores of these two 
groups with the scores of two non-psychiatric 
samples. The first consisted of 4 7 patients ( 15 
male and 32 female) receiving treatment for 
malignant disease as in-patients in the Depart­
ment of Radio-therapy of the United Sheffield 
Hospitals. The mean score for males was 3 · 2 
(S.D. 2· 71 ) and for females it was 4·47 (S.D. 
3 ·2) . 

The second sample consisted of 15 ." normals" 
who were in fact civil servants attending a 
course of evening classes. As the numbers are 
small (8 males and 7 females) their scores have 
been combined. Their ages ranged from 20 to 
62 years with the average being 42 · 53 years. 
The average score on the questionnaire was 
1 ·67 (S.D. ~ ·44). 

Test Re- Test Reliabiliry 
71 patients filled in the questionnaire on a · 

second occasion. The time lapse ranged from 2 
weeks to 44 weeks, the average being 18 · 39 
weeks. The scores on the first and second 
occasions correlated significantly (Product­
moment correlation= +o · 81 p < · oo 1). 

Validiry 
In order to gain further evidence of validity, 

a questionnaire seeking information about the 
patient was· devised, to be filled in by the 
patients' relatives. Four psychiatrists were asked 
to rate each question on a four-point scale 
according to the degree which they judged that 
a "yes" or "no" response would discriminate 
between a hypochondriacal and a non-hypo­
chondriacal patient. The questions chosen for 
scoring were those having ratings of 3 or 4 from 
at least three of the psychiatrists and are shown 
in Table III. 

The questionnaires filled in by the spouses of 
the 1 18 new referrals were used. These were 
scored by giving one point for each specified 
response. 

The product moment correlation between 
the scores of the patients and their spouses was ' 
+ o · 59 p < · oo 1. When a correlation for 
attenuation in the patients questionnaire was 

. made the correlation rose to +0·65. 

The Factor Anarysis 
The responses of the sample of psychiatric 

patients were used in the factor analysis. These 
were intercorrelated to produce a 14 by 14 
matrix of product-moment correlations. A 
principal component analysis was then per­
formed (Cooley and Lohnes, 1963). The first 
three factors accounting for 53 · 5 per ·tent. of 
the variance had latent roots greater than 
unity, and these were rotated by . Kaiser's 
Varimax method (1958) in order to facilitate 
interpretation. The loadings on the unretated 
and rotated factors are shown in Table IV. 

An examination of the items with high load­
ings on each of the factors makes it possible to 
identify them without much difficulty. The 
items with high loadings on Factor I are: B. "Are 
you bothered by many pains and aches?"; 
C. "Do you find that you are often aware of 

I 
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TABLE II 
Item Analysis of Hyf1ochondriasis Questionnaire 

Item 

A. Do you often worry about the possibility that you 
have got a serious illness? 

B. Are you bothered by man y pains and aches .. 
C. Do you find that you ai·e often aware of various things 

happening in your body ? 
D. Do you worry a lot about your health ? 
E. Do you often have the symptoms of very serious 

illnesses ? . . 
F. If a disease is brought to yom· attention (through the 

radio, television, newspapers or someone you know) 
do you worry about getting it yourself ? 

G. If you feel ill and someone tells you that you are 
looking better, do you become annoyed? 

H. Do you find that you are bothered by many different 
symptoms? 

I. Is it easy for you to forget about yourself, and think 
about all sorts of other things ? 

J. Is it hard for you to believe the doctor when he tells 
you there is nothing for you to worry about? .. 

K. Do you get the feeling that people are not taking 
your illness seriously enough? 

L. Do you think that you worry about your health more 
than most people ? 

M. Do you think there is something seriously wrong with 
your body ? 

N. Are you afraid of illness? 

Excluded I terns 

1. Have you had any treatment which has really helped 
you? . . . . . . J . . . . . 

2. Do you think there is something the matter with your 
mind? 

3. Do you read books and articles for information about 
disease ? 

4. Do you frequentl y try to explain to others how you arc 
feeling? 

5. Are you upset by the way people take your illness? .. 
6. Arc you upset by the appearance of your face or body? 

No. of patients 
answering "Yes" 

Hypoch. Non-hypoch. 
N = IOO N = IOO r 

45 

37 

53 

55 

44 
61 

16 
19 

18 
33 

8 

3 

8 

10 

13 

7 
32 

o. of patients 
answering "Yes" 

Hypoch. Non-hypoch. 
N = IOO N = 100 

27 

30 
2r 
19 

000 

x• 

42·5 p < ·001 
62·88 p < ·001 

43·58 p < ·OOI 
53·76 p < ·oor 

~7·67 p <· OOI 

46·08 p < ·001 

8·37 p < ·Ol 

58·33 p <· oo1 

6·35 p < ·02 

39·98 p < ·001 

13·02 p < •001 

37·45 p<·001 . 

.34" I I p<•OOI 
I.5" .]'j p < ·oo1 

x• 

0·746 p > o·os 

0·3 p>o"OS 
.., 

3•64 p > o·os 

19·34 p < O·OOI 
19·4 p<O ' OOI 
.7·94 p < o·o1 

variom things happening in your body ?", a nd 
H. "Do you find that you are bothered by many 
different symptoms?". Probably the best des­
cription for this factor would be Bodily Pre­
occupation. 

it yourself?"; I. "Is it easy for you to forget about 
yourself and think about all sorts of other 
things?"; L. "Do you think that you worry about 
your health more than most people?" and N. 
"Are you afraid of illness ?" 

Factor 2 has highest loadings from items F: 
"If a disease is brought to your attention 
(through the radio, television, newspapers or 
someone you know) do you worry about getting 

This factor ~eems to be a combination of 
"disease phobia" and the type of insight which 
often accompanies these fears when they are 
encountered clinically. Thus this factor seems 
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TABLE III 
Items ill Questionnaire Filled in by Patient 's Spouse 

1. Is he/she always worrying about the possibility that he/she has a serious illness ? .. Yes No 2. Does he/she complain all the time? 
Yes No 3. Does he/she complain of many aches and pains ? Yes No 4. Does he/she worry a lot about his/her health ? Yes No 5. Docs he/she take lots of medicines? 
Yes No 6. Does he/she visit the doctor more often than necessary? Yes No 7. Does he/she think that he/she has every disease he/she hears about (from friends, radio, TV. or newspapers)? 
Yes No 8. ·no you sometimes get fed up with listening to all the complaints? .. 9. Does he/she seem very anxious about the illness ? · 
Yes No 
Yes No 

TABLE IV Questionnaire 
Item Unrotated Factors Rotated Factors .Factor I Factor II A. -·209 +·068 B. - ·268 -- ·209 C. .. -·263 ·- · 165 D. -·3 11 + · 127 E. -· 294 -·224 F. - · 253 + ·365 G. -· 172 - ·338 H. -·305 - · 147 I. +· 180 - ·349 J. -·29 1 - ·009 

K. -·201 - ·252 
L. - ·295 + ·249 M. - ·297 - ·288 
N. - ·230 + ·509 

to represent the type of hypochondria,i~ in 
which the patient a ks anxiously for reassurance 
about conditions which he will often admit he' 
does not really helieve that he is suffering from. 

Factor 3 has high loadings from items G. " If 
you feel ill and someone tells you tha t you are 
looking better, do you become annoyed?"; 
K . "Do you get the feeling that people are 
not taking your illness seriously enough?" and 
M. "Do you think there is som ething seriously 
wrong with your body?" . 

This factor describes the type 'Of hypochon­
driasis which is characterized by a firm con­

-vi tion of the pr ence of s rious pathology 
.accompanied by a paranoid attitude to relatives 
and m edical personnel which m ay at times be 
considt"red psychotic. 

D1scussroN 
The factors which have been extracted and 

identified in this study differ inevitably from 

Factor III Factor I Factor II Factor III -· 136 - ·248 +· 170 - ·044 - .·484 - ·5 14 -• 10:l -· 180 
-· 139 - ·292 +· 033 +· 049 - ·246 -·396 + ·259 -· 105 - ·076 -·276 +·03 1 +· 125 + ·080 -· 145 +·496 + ·029 +·482 +· 171 +·02 1 +·5 15 - ·268 - ·406 +· 04 - ·033 - ·268 +·03 +· 485 + · 142 
+ ·074 - · 179 + ·238 + ·16 
+ ·44 1 +· 123 -· 097 + ·469 + · r28 - ·148 +· 454 + ·116 
+ ·235 -·082 +· 08 +· 368 
+ ·095 -· 118 +·592 -· 015 

those o(' Comrey and O'Connor and Stefic. In 
the q uestionnaire used in this study .specific 
symptoms were not included since neither the 
nat,.irc nor the number of symptoms were 
considered the major features in the diagnosi~ 
of hypochondriasis. However, Factor r (Bodily 
Pre-occupation) probably corresponds to factors 
extracted in the previous studies. 

The three factors identified here correspond 
correspond well to the types of hypochondriasis 
frequentl y described in the literature. Thus 
Leonhard t 196 r ) writes of "~ensohypoch6ndria" 
and "ideohypochondria", the former r ferring 
lo b di ly sen ations and the latter to phobias of 
illness. Similarly James \ 1960) divided hypo­
chondriacal phenomena into three categories­
the personality trait of body over-concern, 
hypochondriacal anxieties and hypochondriacal 
delusions. Glover / 1949) describes hypochondria 
occurring as "hypochondriacal anxiety when 
the _patient haf constant but groundless fears" 

' 
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,ooo 
and as "hypochondriacal sensations in which 
case he complains of pain or other disturbing 
sensations." , 

The failure to respond to reassurance is often 
described as an essential feature of hypochon­
driasis (Gillespie 1929, Cobb 1946, Culpin 
193 1). This feature seems to be reflected in 
factor 3, and is a form of behaviour which tends 
to evoke the doctor's hostility. Thus King 
(1916) describes these patients as "the terror of 
the doctor" and Alvarez ( 1944) advises that we 
"should try to get them out of the office as 
quickly as possible because the time they take 
up is spent to no good purpose". It is hardly 
surprising that some doctors are disinclined to 
invflStigace the patient thoroughly (Mead, 1965). 
However, it seems important to stress that if the 
response to reassurance i·s to be one of the 
criteria for diagnosis, then the examination on 
which this reassurance is based shoutd be a 
thorough one and its nature specified in reports 
of clinical studies. ( 

SUMMAR¥ 

In order to investigate the concept of hypo~ 
chondriasis a questionnaire has been devised. 
Evidence of its validity and reliabilit.y has been 
presented. Thi~ has been followed by a principal 
component analysis. Three factors have been 
identified as reflecting three dimensions of 
hypochondriasis, viz: Bodily Pre-occupation",. 
"Disease Phobia" and "Conviction of the 
Presence of Disease with Non-Response to 
Reassurance". These three factors are discussed 
in relatir,n to the literature on hypochondriasis. 
Their nature lends support to those observa­
tiom which have been based on clinical 
experience. 
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