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"ABSTRACT

"The aim of this study was to examine whether the Archetypal g Test

-
- .

""_"—_“ﬁ“‘"—(AT ¥ wh1ch “purports to m measure one of the centra1 features of
a]ex1thym1a -- the 1nh1b1t1on of symb011c function -- could meet the
need for a test that adequately measures the alexithymic trait-cluster.
Participants in this study inc]uded 30'patients drawn from a Pain
Management Unit at the Royal V1cter1a Hosplta1 in Montrea1 31 patients
.drawn from a Pa1n Clinic at the Henry Ford Hospital in Detro1t, and 30
patients undergoing mwnor surgery at the Roya1 V1ctor1a Hospital in .
Montreal. A11 91 subJects took both the AT9 test: and the Clarke
Vocabufany Sca]e. Resu]ts 1nd1cated that the obaect1ve1y scored AT9

test (SATg) measured—the 1nR&?1t1on of symbo11c function in agreement

hadV/

with Judgements of this made by prOJect1ve interpretation of the test;

in a mu1t1p1e regress1on, F=(11,32) = 4.79, p <. G02. The'author also
found that the SAT9 d1scr1m1nated between pat1ent groups (pa1n patients
and medical pat1ents) and that scores'indicating the absence of inhibition
of symbeltc'function among the combined pain-patient groups were lower than
these SCOTESquFE among the medical ‘patients, 't (89) = 3.29, p = .001.

) The SAT9 is s1gn1f1cant1y related to age (E.: -.37, t (42) = -2.58,
p<.084) and to occupational level (r = -.46, t (42) = -3.36, p <.085).
Finally, scor1n% weights for the SAT9 were der1ved which will enable future
researchers to classify patients reliably 1nto alexithymic and non-
alexithymic groups; in the present study, this classification was
reliable, X 2(7, N =91) =28.97, p<.001. The author discussed the

theoretical and clinical importance of accurately identifying the

alexithymic tra1t cluster in psychsomatic pat1ents .In making suggestions

oL . t 111,1’
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for future research the author po1nted out the 1mportance of approprIate

compar1son groups, the 1nf1uence of vo1untary part1c1pat1on upaon SAT9

- . scores, and the impact of the re]at1onship,between SAT9 scores and

age and occupational Tevel.
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CHAPTER I
; INTRODUCTION .- - = &
JIf any‘oné-of these various steps the child is
taking in growing up could be viewed in isolation,
‘it might be said that the ability to spin
- fantasies beyond the present is the new achievement
-which makes all-others possible - because it makes °
bearable the frustrations experienced in reality.
(Bettelheim, 1977, p. 125)

"Alexithymia®, a term first coined by Sifneos in 1973, is used to
summarize a cluster of behaviours shown by many patients suffering
from psychosomatic disorders (Krystal, 1979; Nemiah, 1975, 1977x Nemiah
& Sifneos, 1970; Pierloot & Vinck, 1977): Lj%gra]]y.it ﬁeans "no

words for Fee1ings":(51fnebs,'1975). -fhé cohdition, or c]iﬁical entity,
“é1exi£hymia", was defined at the Heidefberg coqfefénce of the European
Society for Psychosomatic ﬁesearch in 1976 (Sifneos, 1982): In the
10 years since:Sifneos coined the néme, the hypothesis thét there is
a‘group otheoplelwho-cannot name thefr emotions ha; received : e
exténéfve gupport. These people have difficulty in verbalizing and/or
recognizing fee]ings, have a diminished ability to fantasize and a
correépondiﬁg inabi]jty to syﬁbpiize and express afféct,Aand‘express
thodght, which is excéptiona]]y concrete {Apfel & Sifpeos, 1979;
Demers-Desrosiers, 1982; Lesser, 1981; Neill & Sandifer, 1982; Nemiah,
19755 Nemiah & Sifneoﬁ, 1970; Sifneos, 1973; Sifneos, Apfel- ;f

Savitz, & Frankel, 1977; %h yler-Singer, 1977; Vogt, Burckstummer,
Ernst, Meyer, & Von Rad, 1§77; Von Rad, Drucke, Krauss, & Lolas, 1979;

" Von Rad, Lalucat, & Lolas, 1977). Peoplewho have these characteﬁistics
i .

1

1

.
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~ also rarely dream, rare1y cry; and tend to handle conflict ¥n ah - .

action oriented manner (Sifneos ét'a].,‘1977)._

—_—

The alexithymic experiences undifferentiated emotion and often
cannot determine whether he is sad, tired, hungry, or i1l (Kfjsta1,

1979, 1982). " This point was well illustrated by Taylor's ("Psyﬁﬁﬁatrio

Chore", 1982) statement: : L
If you have an argument with your boss and
then imagine a confrontation or "even a.physical”
fight; you know you're angry,...But these -people
%0 homﬁ'with a headache and don't even know why.
p. 82

Blumer and Hellbronn (1982) and Krystal (1982) have suggested that

-emotions which are_e;perienced in an undifferentiated manner are often

expressed and ekperienced somaticaliy. Other Futhors have reported on
theAsomatic emphasis 1ﬁ alex{fhymics as wé]] as on their corresponding J
intolerance to the psychological dimenéioné of their difficulties |
(Borens, Gross-Schutle, Jaensch & Koitemme, 1972; Blumer & Heilbronn,
1982; Thayler-Singer, 1977; Von Rad et al., 1977).

_ Krystal {1982) suggested that the cognitive aspects of affect = '
such as anxiety can be dealt with only if internal symbolization of
the conflict is possible. In fact, thé capacity for fantasy and
symbolization-allows for the formation of neurotic defenges. In the
absence af fantasizing and s&mbo]iziﬁg ability the. individual is left
only with the physio]ogicaf aspect of the affective response and is
hence predisposed to experience it somatically and as well to f ‘
develop psychosomatic illness. The alexithymic is therefore unable to'

use emotion as a signal, and it is consequently.only this

physiological event that is experienced.



Nemfah andiSifneos (1970) observed-that a]exithymics associate to
external events rather than internal fantasy and that th1s under11es
. the concrete nature of the1r cognitive processes These authors
contend-that th1s patient group is st1mu1us bound rather than dr1ve-
determined. Typ1ca11y ‘when pressed for the feelings they-have ‘
surrounding an event, alexithymics recount further detai]s of the
euent In addressing this observation, Krysta1 (1979) maintains that
they are overadapted to rea11ty and in this~ sense are ant1psychot1c
Their inability to create neurot1c defenses however character1zes
them as antineurotic. Nemiah (1975) also ma1nte1ns this alexithymia
neurotic distinction becausﬁ?of the aTexithymics' restriction of affect
and fantasy. Vogt et al. (1977) maintain cnat'fantasy_serves as an
_intermediary between drive and action and hence allows the id to
rehearse a trial action in an internal and representatfona1 manner.
Therefore, the alexffhymicicannot use fantasy to achieve fndependence

from. the concrete situation. As a result, they use action to resolve

canflict. _
It is clear from the foregoing description of the a1e£ithymic trait
cluster that it is characterized by a lack of function rather than by
a presence of function peculiar to it (Borens et al., 1977j} In his
review of the 1976 Psychosomatic Research Conference in Heidelberg on
alexithymia, No1ff (1977) maintained that alexithymie is not a new
entity which was discovered but rather a cluster of certain psychological
disturbances.whicn were recognized. Indeed in his work with patients

suffering chronic pain, Engel (1959) has long recognized the
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psycholog1ca1 mechan1sms wh1ch are extant in chron1c ‘somatic d1sorders.
It is particular to alexithymia however that it is based on the '
therapist's descr1pt1on and is not something of wh1;h the patient or
feferring ph}sicjan complains (Apfel &°Sifneos, 1979). 1 wou1d‘gugg95t,
" however, that if a patient cpmpTains of the tréit§ characteristic of
a1exithymia he would not be alexithymic. |

'Finally; it should be stressed that not all nsychosomatic patientsﬂf

are alexithymfc nor do all alexithymics have psychosomatic disorders
(Lesser, 1981; Neill & Sandifer, 1982; Shipko, 1982; Thayler-Singer, -
1977).' It is true, however, that the observations that gave rise to

the formualtion of alexithymia as a clinical entity were based on

psychosomatic patient samples.

Theoretical Foundation

Many mechanistic theories have been offered to account for the
development and maintenance of ale%ithymia. In his very comprehensive
theoreticé] article: Nemiah (1977) suggested that alexithymia is the
resu1f of a fauity perceptua1,.bio1ogica1, or*psybho]ogica] system with
which to respond to an affect-provoking situation. Affect is underétood
to incorporate a biological cohponent (emotion) and a psychological
one {feelings) expressive of thought and fantasy (Sifneos et al., 1977).
According to Nemiah (1977) the difficulty therefore lies within this
stepwise affective process: pgrceiving the external event, becoming
bio1ogica1]y aroused, consciously labelling feelfngs, 1inking words
appropriate to feelings, hroducing'fantésies expressive of the

feelings, and producing memories and associations that-are tied to feelings.’



- . Several authgrs have_disﬁinguished two types of alexithymia, and N

most authors have agfeed'that a]exithymia is not an all or nothjhg
phenomenon'(Demers-Desrosiers, 1982; Freyberger, 1977; Krystal, 1982;
Lesser, 1981;_Sifneo§, 1982). Primary alexithymia hés-been a}ieged

_tb héve a disposftiona] or pre-oedipal origin. Suéh an eé;1y-deve1dped '

disorder may be considered an arrest in cognifﬁyévéﬁﬂgg?féEiive‘deyéIopment

involving an absence of the capacity to fantasizel The ;econdary forﬁ,
however, is believed to be a reaction to an external stress or trauma
occurring later in 1ife.‘ It represents a regression in cognitive and
"affective development and it is qualitatively less severe. Secondary i L
a]éxithym%cs theoretically possess fantasiziné ability but ﬁave lTearned
to dgnore the results of this faélasizing or at least not to verbalize
these fantasies. |

Nemiah (1977) has proposed three theoretical models borrowed from
psychosomatic theory which coﬁ]d acéount for the etio]ogy of
é]exithymia and its frequent co-occurrence with psyéhosomatic disorders
or.somatic presentation. The deficit model originally formulated by-
Marty and De M'Uzan (1963} aé pensee gperatoire or coﬁcrete~operationa1
thinking,-maihtaiﬁs that psychosomatic symptoms are a result df specific
ego deficits, specifically 1h§k of capacity to form.fantasies énd to
experience feelings. 'This model is best suited to account for primary
alexithymia. According to this model, the causes of a]exithymia'are
found in early mother-child interactions. Several authors hold to this
view (McDougall, 1974, Vogt et al., 1977; Zepf, Liedtke, Berns, Arnold,

Hartmann, & Wagner, 1981). They propose that the deficient fantasizing
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. ability results from an early failure of tthe infant to develop ani '

internally rEpresented‘or introjected mother figure. This results from

trauma in tﬁg early mother-child re1ationship, when either ail or none

'qf'the child's instinctual demands are met. This failure to “develop a

_ mental image of_mg;@gr_ggﬁs a precedent for future Eepresentationa]

deficits; as a result, the adult is entirely dependent.upon the
concrete presence of-fhé Tove object.

The second.theory proposéd to account for alexithymia is a theory
of denial (lemiah, 1977). Its assumptions are that all afféct and
fantasy aré globally defen?ed against. It is therefore a model of
secondary alexithymia, because it allows for the presence of
fantasizing ability and hence for the reversal of the defensive process.

Finally, the structural models of alexithymia presuppose an
absence of or defect in the neuronal pathways providing informgfion

about affect or an absence or defect in the neurcnal centers

‘'registering this information. Nemiah (1977) and Flannery (1977) have

'suggested that there may be a disturbance in the brains of alexithymics -

in the connection between the limbic system and cortical centers.

Empirical Evidence

L

As pointed out by Lesser (1981), Neill and Sandifer (1982), and
Von Rad and Lolas (1982), alexithymia is a construct in search of
validation. They have justly criticized researchers in this area for
the fact that-copious theories have b offered but few have been
operationalized and given an empirical) jest.

Sifneos (1973) proposed the Beth Israel Psychosomatic
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~ Questionnaire (BIQ) as a measure of alexithymia. The BIQ is composed
of 17 items, eight of which are used to detect the presence of the
a1exithymi§ trait cluster. This questionnaire is completed byAthe~

" clinician following a clinical interview with theApatient. To be

considered alexithymic, a patient must get a positive score on six

~ —= of the eight items. In his initial 1973 investigation, Sifneos
| obsefved that the.average score of 25 psychosomafic patients on the
BIQ was twice as hiﬁh as thaf pf a mixed group of psychoneurotics.
Pierloot and Vinck5t1977),Ladministered ﬁhe.BIQ to a group of 50
referrals to anfqﬂ%patient psychiatry unit and observed that BIQ
scores wgre.néjﬁtive]y correlated with intelligence for both actual
l.iQ'Séé}éS and clinician's estimates of intelligence. BIQ scores
also had a negative correlation with socioeconomic ;tatus and with
education. Although Pierloot and Vinck did not observe a relationship
between BIQ scores and MMPI scale séores, they did report positive |
correlations between the BIQ and the somatic complaints scores on
the Psycho1ogica1'5tatus Schedule and between BIQ scores and the
Batients' somatic worries. Pierloot and Vinck also observed that
a]exfthymics were mofeiapt to drop out of ﬁsychodynamic psyéhotherapy
“than out of systematic desensitization therapyf Alexithymics
persisted as Qe11 as nonalexithymics iﬁ systematic desensitization.
The .psychodynamic therapy dropouts-were more alexithymic than the
patients who persisted. | |
In studying the neuropanatomical hode]s_of alekithymia,-Hoppe and

I
Bogen (1977) examined the BIQ scores of 12 patients who had received

&
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comm1ssurotom1es for severe ep11epsy (In view of the prodigious work

 of Sperry and h1s c011eagues, it 1s surprising that commissurotomies

re still performed.) The authors reported that this=pat1ent-group

'got very h1gh scores on the BIQ. C11n1ca11y they observed that

comm1ssurotom1ed pat1ents demonstrated a pauc1ty of dreaﬁs fantas1es,

and symbo1s Their dreams had few: symbols, and the symbo1s they did— T

use were concretistic. S1m11ar1y the fantasies they d1d have ‘lacked
imagination and were very pragmat1c Hoppe and Bogen suggested that
alexithymics suffer from "funct1ona1 comm1ssurotom1es

Also 1nvest1gat1ng the structura1 mechanisms of a1ex1thym1a,
Kaplan and Wogan (1976/77) created an experimental analogue of the
alexithymic mechenism. The authers, working from the assumptions
that linguistic functioning resides in the left hemisphere of the
brain, whereas visuaj—spatia1 abilities such as fantasy reside in the
right hemisphere, predicted that the mobilizetion of fantasy process
in the_right hemisphere should be.associated with a decrease in paim
reported in the laboratory when painfuj\stimu1ation was applied to
the finger. This is indeed what they found. When subjects were
given instructions to think of their fingers as a p1ece of rubber,
this instruction‘mob111zed right hemisphere funct1on as measured by
EEQ. Such fantasy was associated with a decrease in the subjective
report of pain. Kaplan and NOQan conc1uded that when subjects are
given such a visualization instruction they reassemble its meaning into
visua1:mmagery; according to the authors, this linguistic fantasy

process is prerequisite to managing painful stimulation. When
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subjects do not have a "guccessful linguistid fantﬁsy progréﬁ" (Kép1an
& waﬂh,%}n, b. 152) to cope with painful stimulation, the |
subjects maintain Qérbal,_}eft-hemisphere functioniné, and therefore
cannot control their expé}iénced pain.

Sifneos and Apfé1-Savitz (19775 also reported on the usé of the .
Scha1lﬁng'Si?ﬁeos Questionnaire (S5Q), 5225~item, se1f~repor£
'iﬁVEhtory'to measure alexithymia. Apfel and Sifneos (1979), however,
concluded that the results they obtained wifh $5Q were erratic.
Furthermore, this test did not correlate with the BIQ.

In 1981, Blanchard, Arené, and Pallimeyer factq? analyzed the $5Q,
feportiﬁg that the items loaded on three factors: difficulty in
expressing feelings énd events, importance of feelings (especially
fhose towards others), and daydreaming—intro;pection. To tést the
hypothesis that the SSQ and the construct of a1ekithyﬁia are novel,
rather than simply providing new names .for extant psychopathology,
Blanchard et al. iné]uded.patients‘ scores an the Beck_Depressioﬁ
Inventory, on the State-Trait Anxiety Inventory, on the Rathus
Assertiveness Scale, and on the Psychosomatic Syﬁptom Checklist in the
Ffactor analysis. None of these scores loaded significant1y on an}'of_
the three $5Q factors. BIénchard ef al. found that SSQ scores were
l orthogonal to Hepression, assertiveness anq state anxiety but were
correlated with scores on the Psyﬁhosomatic Syhptom Checklist and
concluded that alexithymia.was a unique construct. B]anghard et a[.‘s
sample was drawn from a co]]egg student population. These aughors

reported that two percent of female and eight percent of myle students
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were a]éxithymic, as'méasured by the §$Q. Pierloot and Vinck;also

observed that BIQ scores were_or£hogona1'to MMPI scale scores; however,
ithe orthogonality between the BIQ and the SSQ makes any corroboration
of patho1o§y independence impossible.

Shipko £19§2) uséd:the Ssd:ta ésseés 12 Somatizers,ij people with
psychosomatic disorders and 27 individuals with no somatic complaints
or péychosoﬁatic illness. They observed that the somatic group scored.
signiffcant]y higher thén normals and_significantTy higher fhan the
psychoéomatic.group. Nhereas the psychosomatic group had one of the
seven classical psychosomatic illnesses, the somatic géoup all repofted
chronic pain. The authors did not control for age, sex, intelligence,
race,- or socioeconomic status. It is ﬁorth notiné that other
investjgéiors had found corre]atioﬁs between'aPexithymia and age
» and that the suﬁjects in Shipko's‘contrOI group were quite a bit
younger than those in {ﬁe other two groups. If age is indeed a
covariate which must be taken into account, the author's results may
_be invalidated by théir|fai1ure‘to control for it.

Fava, Ba1daro; and Osti (1980) used an Italian transTatfcn of the
SSQ on_a group of 20 hypertensive patients and on 20 cardiovascular _
patients with other than hypertensive disorders. The hypertensive
group was significantly more alexithymic as assessed py the SSQ; In
a grogp‘of 46 intestinal patients, these authors found a significant
negatfve corre1at}on between the SSQ and the extraversion scale of
the Maudsley Pérsona]ity Inventory. |

Other investigators, using established test instruments, have
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adepted them to detect the'a1exithymic traﬁtfc]uster. Voo Rad, Drucke,
Knauss, and Lolas (1979) and Von Rad and Lolas (1982) utilized
" the Gottschalk-Gleser scale to content ana1yze the verbal behaviour of
psychosomatic pat1ents in a c11n1ca1 1nterv1ew Thef reported that
psychosomatic patients demonstrated less gu11t,'shame, and separat1on
anxiety and 1ess hostility inwards than psychoneUrotic patients. This
appears contradictory to‘Engel' i959) formulation. Engel
conceptualized the psych050mat1c cond1t1on as an aggression which was
_self-directed. Von Rad and his colleagues (1979) did not control for
education or occupatfon. They maintained that verbal behaviour depends
upon these factors, but their psychosomatic group had lower socio-
economic status and Tower educatjon than their psychoneurot1c sample,
They'state, however, that lower socio—economic status corre]ates with
higher Gottschalk-Gleser values. There is an'inherent difficulty
with the authors' methodology. They are not pr0posing the R
Gottschalk-Glaser scale as a measure of alexithymia but rather as a
measure of the effectfve expression of psychosomatic‘patients. As
WAS méntjoned earlier, osychosomatic patients are all not necessarily
alexithymic.

In 1977, Von Rad et al. addressed the deficit model of alexithymia
by operationelizing the mother-child interaction that is supposediy
the origin of the trait c1uster. They used an open-ended story,
asking their subjects - a -group of psychoneurotics and a group of
psychosomatics - to complete it. In this story the_motherfchi1d

relatjonship was explicit. The story climaxed with the separation of
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mother and child. The authors reasoned that the story.wou1d gncouﬁage
,pafients' to par?icipate affectively as they 1dentif%ed with the main
character in the stery {the child). Von Radlet_al. reported that the
‘psychosomaticlgrgup u;ed.few.wbrds, fewer affect:1adenawords, and fewer
adjectives and adverbs in comp1eting ;he story than did the ~

. psycﬁoneurotic group. . '
The Rorschach has also been used to detect the presence of

) aleyithymia in patient groups. Vogt et al. {(1977) opérationalized their

proposed theoﬁy'that fantasy serves as an interqggiary between drive -

and action by assessing'fantasizing-abi1ity based.on specific content,
movement, and colour criteria in‘Rorschach'fqugpses._ Tﬁ;y reﬁorted

‘that psychosomatic patients displayed a more restricted experience .

type in terms of moda]ify, showed 1és£ ‘emotional ability tg,éxperi;nce

themselves and the outer world, and gave fewer simultaneous human-

+

movement and colour ré;pbnses than.-a psychongurotic group. They

reported, however, that the Rorschach cannot distinguiﬁh alexithymic

from depressive.traits. These authors controlled for age, sex, IQ,

\

f>‘s

v=>and social class. They had observed that IQ in the average and
subaverage range influences fantasizing ability.

Borens, Grosse-Schutte, Jaensch, and Kortemme (1977) also
utilized the Rorschach, reporting that alexithymia occurs more or Tess
exclusively in psychosomatic patients who are of a lower ;ocia]-class
and have corresponding lower IQs as compared to upper class

psychosomatic patients. This is inconsistent with Von Rad et al.'s

1979 results that social class is negatively correlated with affective
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express1on 1n Gottscha1k G]eser content analysis- of verbal behaviour.
Borens_et al., however, d1d not cons1der whether a&y covariate of -
.social ﬁ}ass such as psycholog1ca1 mindedness m1ght have reduced the
differences. Ng1ther did they control for age or use a norma1 sample
as.a goﬁffo]. Perhaps upper-cIass psychosomat1cs are more alexithymic
than normals. | - |

Kleiger and Dirks (1980) developed an MMPI 5:918 for measuring
_ aIexithymia. The items were derived by exam1n1ng BIQ scores for 60
f’as%hmatic true and false responders on each MMPI item. As determined by
t tests, if BIQ scores differed signifiéan?1y for trué and false
responders, the item was included in the scale. The MMPI alexithyﬁia
scale correlated .66 with the BIQ. Of the 22 items in this scale, one
reflected impoverished fantasy, two ref]eé;ed denial of afféct, and
. two_ref]ected preoccubatidn with somatic cues. The alexithymia
- scale has poor intekna] consistency, a; is‘true_For many  other MMPI

gcalés aS.?eIT. o ; < 4&§?
Mendelson (1982) reported on the use of the MMPI alexithymia.

scale in a sample of 60 chronic pain patients, 28 of:whom scored as

aTexifhymic. Several factors appeared to influence the a1exith§mia

score. 'Among these were increasing age, increased pain duration, and

lass pa1n intensity at initial consultation. 'He did not observe any

significant d1fference between alexithymics and non- alex1thym1cs in

social class or in their Zung depression scores, trait anxiety, state

anxiety, or hostility. Oncé€ again it is impossible to corroborate

the independence of alexithymia from other psychopatho]ogicaT conditions

s -
because of the different measures used té assess the construct. In fact,
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Vih a'recentrinveettgation by Demers-Desrosiers »- Cohen, Catph]bve, and. -
Ramsay (1983) chronic pain patients' Bfﬁ scores showed no correlation - ..
.w1th their MMPT alex1thym1a scores Mendelson may be criticjzed
for his stat15t1ca1 treatment of his results. 'He'used.a series of t
e

tests for each dependent measure, which results in an inflated type I

ket
&

error rate. He wou1d have done well to use a Hotellings T2 procedure
instead. _

The MMPI was also used by Fe1gu1ne, Hu11han, and Kinsman (1982)
to assess a gréﬁp pf asthmatic pat1ents The authors a]se'reported a
s1gn1f1cant eorre1at10n between MMPI a1ex1thym1a scores and age They
concTuded that e1ther their group were secondary a1ex1thym1cs, or’
deficits in neuronal pathways were aged related, or soc1ocu1tura1
variables\re1ated to aée contribute te the expressioh of a}exithymic :
characterist#cs. |

Several comments are in order regardiqg the diverse inetramehts
currently being used to measure alexithymia. Lesser (1981) and Von Rad
and Loﬁﬁ& 1982) have remarked that the BIQ is h1gh1y dependent upon
the structured c11n1ca1 interview upon which it was created. Its
eff1c1ent use is.also dependent on interviewing e&peh1ence and sk111 on
»the part of clinicians. These authors have remarked as well 'that
patients"BIQ scores may be more a funct1on of interviewers' skill in
eliciting affective material than of the actual affective ability of
the patient. The BIQ therefore provides no external validity for the

construct itself.

The Schalling-Sifneos scale to date has not been tested for its

I

e
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éxterna? va]idiﬁy.. Aslmentioned.by Apfel and Sifneos (1979) results
using the¥SSQ are erratic and it doés not cofre1afe with fhe B;Q, .
The MMPI Tlacks internal validity aé well as external vajddity in that:
K]éiger and Dirks created it based onitheir étudy of anzasthmatic
patient sample and did not.teS£ it on any othgr pqtieﬁt group. In
aintion; its.derivation waﬁ based on BIQ scores; because thé/gId
ﬁtsg]f has not been adequatéiy va1id§ted; the MMPIlscaTe leans on a'weéf
,heed.' | | o _‘

Vbﬁ Rad and—his colleagues’' use of the Gottschalk-Gleser scale

‘" is subject fofguery. First, they implicitly assume that psychosomatic
patients drg ;Texithymic; and, second, they have not adequately
operationa1ized the.fheory they wish to test. By examining verbal
behaviour they are addressing the obseryation that alexl}hymics cannot
verbally express their feelings. However,'éontent analyzing their se1fl
reports does not answer the important question as to whether alexithymics
cannof recognize their feelings or just cannot verbally express them._
Vogt et aI.!s'use of the Rorschach to detect the fantasy. syndrome provokes
skepticism;iespeciaIIy as concerns their somewhat cryptic remark that

the Rorschach cannot distinguish aiexithymic from depréssiVe traits.

This may suggest that either thé differences between these traits-

are subtle or that the haferia] elicited due to the nature of the test

_ cannot ref]éct any existing differences. Theirs, however, was a more
adequate means of oﬁerationaliz%ng théoties on the role of fantasy‘in the
affective process. The same may be said of the open-enﬁed story used

by Von Rad et al. This m;thod, however, has not been tegted for '

internal or external validity.

1
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Lesser (1981)_m{1ntained that alexjthymia is' being perceived as
g‘f‘\\?h established construct preﬁature1y, Becéuse it lacks empfrical
va]idat?ﬁn, Certainly this is part and parcel of the relatively
recent introduction of the term and fts theoretical base. .Itfis clear
however thg?la‘re1iab1e and valid instrument must be créated.or |
adapted in order to validate'fhe construct itself and to answer the
maﬁy questions that havg'beén propésed. "Whatever it s that researchers
have been measuring, however, appears to be independentkﬁf'othef
psychopathological traits and appears to be correlated with age, '
intelligence, and_socia1 class. Clinicians are generaTTy in agreement
that thgse patients are often not suited to dynamic psychotherapy, at
| least not without modiffcations (Flannery, 19783 Krystal, 19795 Krystal,
1982; McDouga11; 1982; Nemiah,.T975; Nemiah & S%fneos,'1970; Pierloot
& Vinck, 1977; Sifneos, 1973; Sifneos, Apfel-Savitz & Franke1; 1977). .
I‘can'éonc1ude, therefore, that an.adéquhte empirical test of the’ |
:construct would indeed be useful. As Wolff (1977) said, we must ask

clearly defined and specific questions.

Aims
- It is my intent to address the need for an empirically tesfab]e

instrument which me;surgs the alexithymic trait cluster. I have
examined whether the Archetypa19 Test (ATg) can fulfill this need.

" This test purports to measure speéific and clearly défined functions.
It operationalizes the theor} of a1éxithymia fn a realistic way.
Although its objectives may not be as ambitious as thosé of many other

' instruments proposed to measure a]e%i;hymia, the specificity of this test

enhances its chances of achieving good reliability and validity.
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The ATn- Theory and Function

The ATq test operationalizes G. Durand's theory of imagination

(6. Durand, 1971). In his work ent1t1ed Les Structures Anthropo1og1ques

de L'Imaginaire (G. Durand, 1969), Durand ma1nta1ns that access to the

. mechanisms of 1mao1nat1ve funct1on is by way of 1nd1v1dua1s

_man1pu1at1on and 1ntegrat1on of symbols. He‘ma1nta1ns that the

function of imagination is to master time and death through internal
representat1on of these concepts. The objective of the imagination

therefore is to decrease the anxjety e11c1ted by negat1ve experiences

' encountered throughout time. This is consistent with theories of

alexithymia which propose that fantasy enables effectxve def _
against anxiety (Krysta1, 1982;'Marty, de M'¥zan, & David, 13;: Vogt
et a1., 1977)}. G. Durand further proposes two subfunct1ons of the
imag%nation. First to create images of death and time represented

symbolically through the 1ntegration of meaning and image and second

-

"to create images of Tife triumphing over death. The structure of the

imagination can symbolize these, images in three orientations: the
heroic, the mystical, and the synthetical.

»The ATg test created by Y. Durand {1967) presents the subjects

with nine symbols which they are asked to integr}te into a drawing.

- They are then asked to provide a written explanation for the drawing,

and answer an accompanying questionnaire, all in a self-administered
format. The symbols with which thé subject creates a mythical micro-
un1verse are a fa]T water, devouring monster, fire, refuge, sword,

an1ma1, character, and something cyclical (that turns or progresses)



The imagination fherefore Ji]1jseek;to decrease the anxiety common to the
negative experiences with fne devouring monster, wafer. and fall. The
eubject therefore must resolve the anxiefy e1dcited by.sone of the
iteme, using other items for that purpose. The agent of resolution is
therefore the character and the tools for resolution are the sword, refuge,
or cyc1{ca1 e1ement1. The sword represents the heroic orientatjon, the :
refuge represents the myst1ca1, and the cyclical element character1zes
'the synthet1ca1 theme. The heroic myth revolves around the character ]
phys1ca1 aggress1on against anxiety, the myst1ca1 myth revo1ves around
_the home as a defense against anxiety, and the synthet1ca1 myth seeks
trans1tory reso1utxon with the recognition that anxiety is omnipresent
;and therefore defending against danger character1zes 1ife across time.
iThe rema1n1ng items are accessory, serv1ng to reinforce the constructed
myth. '

Deficient fmaginative processes as measured by the subject's symbolic
function'and referred.to as inhibited symholic function will manifest
itself in‘tne subject's inability to create a myth. They will be unabTe

.to defend against anﬁiety and unable to integrate the meaning {story) and
image (drawing) of the symbol. | |

Demers-Desrosiers {1982) has documented the use of the ATq test as
a measure of symbolic function inta group of patfents with psychosomatic
complaints. The obstruction to the genera1izabi1ity of the ATg, however,
was that projective interpretation of the orotoco1s was heavily reliant
on the examiner's knowledge of G. Durand's theory on the structure of

.'imagination Cohen, Demers Desrosiers, and Catchlove (1983) addressed

¢tthis issue- and deve]oped a quant1f1ab1e method for scoring the AT
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protocols (SATg) based upon §orre1ations with their ranked pr 'ectjve
counterparts (PATg). | - ' R i

In a sample of 30-chronic pain patients; these authors nd that
the_SATg cofrg]ated .91 with PAT9 rankings. The interrater reliability
of the SATy was .93 between two raters for the rated protoc91§ from the
same chronic pain patigﬁf_samp1e (p <.661). The scoring procedure is
reporte& extensively elsewhere (Coﬁen et a1;, 1983). Nevertheless, some

-~

reference to it is ¥n order. Positive scores on the SAT, were assigned

19

+

N

whenever any of the nine items were ihc]uded in the drawing and the story,

and whenever they were ascribed a meaning‘or symbb]. Iﬁ.addition, the
interaction of the items in the drawing and stary received a positive
score, In accorqance_with G. Ddrand's theory certéin interactions
receijved less weight fhan-others in that'they suggest an acknowledgement
but provide an inadequate reSoTution of the elicifed anxijety. The
scoring weights which wére chosen weke those in which fﬁe total SAT9
score produced the highest correlations betwéen the SATq and PAT9
rankings. In a subsequent report on the SATg, Catchlove et.al. {1982)
obseryed'in the same group .of -pain patients, 3ignificant positive.
correlations between the SAT9 and'age, but found that the SATg was
uncorrelated with the Depression, Hysteria, Hypocﬂondriasis,
Schizophrenia, or Social Introversion sca1és of the MMPI. SAT9 scores
were also unrelated to pain location, sex, educational Tevel, and pain
duration. Demers-Desrosiers et al. (1983) observedlthat the SAT9
significantly corre1$ted'~.47 with the BIQ but was uncorrelated with the

. MMPI alexithymia scale scores for a .subset.of 12 pain patients for
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<:\ whom both scores;werelavai1ab1§f_ The SAT9 BIQ corrs1htion was
| statistically significénf. ' -
Building on this work, ‘I atte?pted to establish the ability of thé
SATQ to detect fhefinhibition of syﬁbo]ii function in additional patients
suffering from chronic paih and in non-chronic, medical patients.‘ In
order to ascertain the contribution of SATq scale subscores, the author
coded each content area dichotomously. f qsed these scores along with
‘other covariates (age, sex, and socioeconomic status) to derive a
multiple regression equation, making use of the data from a prévious
‘samp1e of alexithymics and ndrmajs in order to derng scoring weigﬁts.
The‘crjterion variable was Demers-Desrosier's c1assificatioh of the .
patients into alexithymic énd norﬁa1 grqups,'based on her projective
interpretation of the protocols (Cohen et a1.,'1§83). The -scoring weights
derived from the origina1‘sampfe were then tested upon new chronic pain
and new non-chronic-medical pétient groups. The author also computed-a.* 
discriminant analysis of the new samﬁielto determine whether different

scoring weights would better discriminate among the patient groups.-

Hypotheses he

I bypothesized théf the SAT9 would detect the inhibitioh of symbolic
function,and that this inhibition would be greater for chronic pain
;.patjents than for non-chronic medical patients. I expected that SAT9
scores would be influenced not only by diagnostic group but a]so by age,
IQ,-and occupational level, as -has been observed by other researchers

with other instruments.



CHAPTER I
. METHOD
Sdbjgcts
' The Montreal pain-patient group jnc1uded 30 patients from the
Pain Management Unit of the Royé] Victﬁria fospital in Montreal.
There were 21 females and nine male patients in the sample. This
group had an-éverage_age of 48.? years.
: The patieﬁt;linc1uded-in'th% sgugy had to be able to speak,
read, aﬁd,write‘EngTish. The author defined chronic pain
operationally as pain of longer than six months duratien whith is
disproportionéte to the organic sources df pain that can be
medically dochented.' Beéause previous investigation had indicated
that'SATg_écores are unré}ated to the location of pain, patients _
with varied complaints of chronic pain were %ncluded (Appendix A}.
However, I excluded.patients with a ha]ignancy_qr a metasfatic
process. The first 30 patients reférred to the Pafn Management Unit,
who met these selection criteria, constituted the sample.

To test the ;eneraTify of our findings, I obtained a usable

sample of 31 pain patients from the Pain Clinic at the Henry Ford

Hospital in Detroit. There were 20 -females and-11 males. This

v .
.

group had an average age of 41.6 years.
~ The author recruited the patients of the Detroit pain-patient

group through a series of unselected referrals to the Henry Ford
21" |
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* Pain C{inié. Patients with maligrant diéease processes were excluded
from this group as they were from the Mdntreg] sampie. Similarly,
pétients were inc1uded‘irréspectiﬁe 5% pain location as long as their .
“pain was of longer than six months duration (Appendix A). A1l patients
- spoke, read énd wrbté Eng]ish.,_A1though 43 patients met these criteria,
only 31 patients agreed to partic{pate and completed the testing.

~ Thirty-nine pétients were drawn from a medic§1-patient pbpu]ation
in Montreal. These people were in-patients. admitted to hdspita] for
“minor surgical prodedures, such as surgery for varicose veins, cyst
removal, and.tonsi]1ectomy (Appendix A). .Hospita1ization.for all of
the various procedures was of 3-4 days duration. In addition, pgtients
in whom it was medically determined that other chronic br malignant
disease processes wére evident, were nofincluded in the medical-patient
group. Al] subjects spoke, read, and wrote Eng1i;h. Although 39
patients met these criteria, nine refused to participate with the
study. Of the remaining 30 patfents, 16 were female and 14 were male.
The group was, on average, 31.8 years of agg. "The med%ca]-patient
group provided an appropriate comparison because they had a med%ca]

problem that was not chronic.

@

The materials included both the ATy test (Durand, 1967) and the

Materials

Clarke Vocabulary Scale (Paitich, 1977). The Aty test was administered
in accordance with Durand's inétructions‘(1967). Patients were told
that they had 30 minutes to complete the drawing section but were_a116wed

more time if-it was necessary. Questions concerning task directions
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were answered. Subjecfg drew the picturés and wrote_ theijr exp]anat10n$
in pencil. They were fot allowed to erase aﬂything.

The Clarke Vocabulary Scale is a mu]tip]e-éhoice test whicﬁ
consists of 40 words for eaéh of which the subjects were instructed to
choose one out of four bossible definitions; Al éubjecfﬁ were given as

much time as they needed to complete the test.

~

Rroéedure _

The Montreal pain-patients completed the A, test and the vocabulary
'scale as part éf routine aésessment procedures Eiior.to the firsf
clinical interview. These instruments were therefbre_inc1uded in the
battery routinely used by the Pain Management Unit %or assessment. While
all of the Montreal pain-patients comp1éted the AT9 test prior to
beginningvtreatment, some patients, of necessity, received the vocabulary
scale after treatment began. Because IQ js stable during adulthood,

I did not antiquate any confounding to result from this procédure;

fhe Detroit pain-patients voluntarily completed both the AT9
test and Clarke VYocabulary Scale prior to beginning treatment. In both
.Detroit and Montreal, those staff.mémbers responsible for testing at
these clinics administered all the tests.

The author administered the AT9 qnd vocabulary scale to the
medical-patient group. Both tests were given on the day tﬁe patients
céme into hospital, before the day of their surgery. Patients were.
informed about the research purpose of the testing, and they were

able to freely decide to participate in the research or not. In

addition, the medical patients were required to sign a hospital-approved’
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consent form which attested to their understand1ng of the research
being done and their willingness  to part1c1pate w1th 1t Testing was
‘done in the pat1ents hospgta1 rooms. _

The author used data from a previously tested group to derive
secoring we1ghts for the ATq. These weights were derived from a
mu1t1p1e regress1on that included age, sex, and occupat1on as covar1ates
The soc1a1 status of the prev1ous]y examined group of pat1ents was
estimated from their occupational level, us1ng the 7-point occupat10na1
scale of Warner, Meeker, and Eells (1957) In the event that a
patient s occupation was fot classifiable accord1ng to Warner et al.
the author used Blishen's scale ofloccupat1on by income (1958) to
b1ace the occupation at the appropriate level. . .

Because it is difficult enough to get sizable.samp1es in a medical
sétting without matching, and matching would decrease the size of the
usable sampie, the Montreal and Detroit pain-patient groups and the
~medical group were not matched on age, sex, or occupational level.
Rather, in the event that these variables showed a significant
relationship with the criterion-in-the previously examined group of
) patients, they were included as covariates of SATy scores in the
statistical analyses of the present patient-groups.'“Since 1Q scores
were not available for the prevﬁgusly enamined group,‘IQ was usgd as
a covariate in the present analyses. In addition, distinguishing
features between the pain-patient groups were examined in re1atipn to

h

-SATg sCcores.
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Analysis

'Ana]ys%s of preliminary study. 'ATg protocols of a previously

examined grdup of 44 patients were used to derive SATq score weights.
Based onlprcjective interpretation of these protocols, some Bad beén
designated as alexithymic and sbmé as normalfwith respect to a]exﬁthymia.
These protocols were rescored using the SAT, sys;em,since the |
~ previously assigned weighted scores could not be used. Instead,. each
item was scored dichtomously as to its presence or agsence-in the

. protocol. Thus dichotomous scéres indicated whether‘an item was

- included in the drawing, story, role, and symbol sections of the
questionnaire, indicated whether item interactions were present in the

-9
drawing and story, and indicated whether these interactions reflected

a reso1ution of the elicited anxiety far each of the nine items.

The fact that there were 144 items but only 44 subjects in this
prelimiﬁary study created a problem for theldata-ana1ysis. 'If one
were to include all 144 items ip a muftip]e regression, in the attempt
to chodsé items that would predict the categorizations of the subjects
that had been made hy free-ﬁand aﬁa]ysiglof the test, the prediction
" would be perfect -- but-only becéﬁse there are more items than subjects.
To make use of multiple regression, therefore, one must reduce the o
number of predictor variables to a set that is smaller than the sample
size. The author did this by grouping items into clusters. I proﬁosed
an a priori grouping of the items into 38 clusters and then sought
empirical support for the.neasonab1eﬁess of the groupings.

Two of the 38 clusters consisted of those items which were

—

-
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included in the-dkawing énd eXp]anation (Eluster 1) and were included
in the role and symbo1 sections of the quest1onna1re (Cluster 2) Thére )
were 18 items 1n each of these clusters.. The rema1n1ng 36 c]usters

each consisted of three items.-- an 1nteract1on in the drawing, that

samé 1nteraction in the eXpTanation, and the resolution of that
1nteract1on -- for a>total of 108 items. | o | -

To check on the appropr1ateness of the 38 a priori c1usters,

the author randomly divided the 144 items into six sets of 24 items.

I used the Alberta clustering program (Bdrnet%, 1969) on each of'thése
set;. th'resu1ts supported the reasonab1ene§s of the groupiﬁg I had
made a priori. A fullAreport'of these clustering results is included
in the fesu1ts chapter.

Having reduced the variables to 38, the-author‘then,worked to

. achieve a further reduction‘in fhe number of variables. (Thé reader
should be reminded that the 38 clusters preserve information provided
by all the 144 original jtems, because the c1USters - thCh have

high. internal consistency - are slTply sums of the original items. )
T did this. by app]ying the SAS Varclus program (SAS, 1982) to the 36
c?usters. The_remaining two clusters were not clustered because they
contained relatively few items, all.of which differed qualitatively
from those items contained in the 36 clusters. The ana]ysﬁg of the

36 clusters yielded nine.clusters for a total 6f 11 when the two
remaining clusters were added. Each of the nine clusters embraced'
more of the original iteﬁs than the clusters of the 36-cluster set did.

The results section gives details of this SAS cluster analysis and of

/
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its resultss. . = uiii,.
The author then did a multiple regressidn_anaiysis, using the

11 c]ust;r,variables along with age, sex, anq occupational level (as

.covariates), to predict the free-hand categorizations of the patients.

This analysis provided preliminary weightﬁ tﬁ‘be used in-combining

* the varia?les into an overall SAT4 score, and_a]so allowed the author

to drop variables that did not contribute to prediction. The |

covariates were included 1n.this_anéﬁysis in order to make it possible .

to have a test that would be.effective despite the influence of

demographic variables. '

Analysis of the main study. The Clarke Vocabulary Scale was scored

in accordance with the insfructions of Paitich (1977). Raw scores on (/’
the Clarke scale were converted into age-scaléd centiles, using ‘
Paitich's table.

Using the scoring weights for the SﬁTg“provided by the analysis
of the preliminary study, the author then proceeded to compare pain
subjects with confrbl subjects on thé composite score computed from
these weights. The SAT9 scores of the pain subjects were compared
with the scores of the medical subjects of the comparison group, using
an analysis of cbvariance with IQ as a covarijate, and also using an
ana1ysis of variance. The author compared the Montreal pain-group
Qith the medical group, aﬁd a combined pain-group (Montreal and
. Detroit sybjects together) with the medical group.

The analysis just descrfbed combjned the cluster-séores according

to weights that had been determined on the preliminary sample. In
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" order to find out whether different cluster weights would discriminate

among the groﬁps better, the author also computed a discriminant
analysis. In order to avoid an estimate of the effectiveness of the
discrimination that capitalizes on chance, an anla;sis was done using
split groups and cfoés~va1jdation. For future application 6f the test,
however, weights defived from the total saﬁp1e of 91 are most appropriate;

therefore a discriminant analysis of the total sample was also computed.



é | CHAPTER TIT
RESULTS |

Analysis of Preliminary Study

Cluster analysis. Tables 1 and 2 present a grid of the 144

‘dichtomously scored’ items in the SATg. The 38 clusters which the author

-

- defined a priori}are shown in Tah]e 3.. The Alberta cluster program
(Burnett, 1969), wh1ch was used to cluster six sets of 24 randomTy
chosen var1ab1es,‘y1e1ded results which support the reasonableness of
the author's a priori groupings of 38‘c1ustérs. The six sets of 24
randomly chosen variables resu]tea in a total of 32‘c1usters, 26 of
which (81.25%) were identical to the.author's a priori groupﬁngs.‘ All
of the 32 clusters had high internal consistency. The median K-R 20
for the 32 clusters was .825. The'actuéi cTusférs-produced by the .
six sets of random{y choﬁén variables are phesented in tabular form in
Appendix B. (It should be noted that for examp]e, in the first set
of items, the fourth ninth, and e1ghteenth items were chosen from the T
.e1ght conse;ut1ve sets of 18 items produc1ng 24 items ‘which were then
c]us;er ana}yzed. The- same procedure ﬁas followed for the remaining
five sets of items, howevef; different random items were used.)

The Alberta cluster analysis of the third and fifth sefs of
random variables produced fewer c1usters than any of the other sets of
random variables. This result occurred because the cluster program
terminates when values become so small that they.are unmanageable

29
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- TABLE 1

Grid of Dichotomously Scored Items: _Inc]uded Items

ItemlNumbers 1 - 36

© Fall

Symbols, . ;' Drawing | Explanation, Role ~ Symbol
— B
1 10 19 28 .
Sword 2 - N 20 29
Refuge 3 12 21 30
' Devouring Monster 4 "3 22 31 T~
Cyciical, 5 14 23 32
Character 6 .15 24 33
Water - 7 16 25 34
Animal 8 7 26 35
Fire 9 18 27 36 .
q

pti -
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TABLE 3

Thirty Eight A Priori Clusters

Items ' Items

Cluster - Cluster
4
o . 1-18 - c20. . 54, 90, 126
c2 v 19--.36. - ca1 55, 91, 127
C3 37, 73, 109 - -.€22 " 56, 92, 128
c4 38, 74, 110 c23 . 57, 93, .129
C5 39, 75, 111 . c24 58, 94, :130
C6 . 40, 76, 112 €25 - 59, 95, -131
c7 41, 77, 113 . €26 60, 96, 132
c8 . 42, 78, 114 c27 61, 97, 133
c9 43, 79, 115 ce8 " g2, 98, 134
10 44, 80, 116 €29 : 63, 99, 135
cil . 45, 81, 117 €30 64, 100, 136
€12 46, 82, 118 31 - 65, 101, 137
C13 | 47, 83, 119 c3z - . 66, 102, 138
cla 48, 84, 120 €33 67, 103, 139
c1s 49, 85, 12 C34 68, 104, 140
C16 50, 86, 122 . - cI5s 69, 105, 141
c17 - 51, 87, 123 c36 70, 106, 142
cls - - .52, 88, 124 . C37 - 71, 107, 143

€19 53, 89, 125 €38 .72, 108, 144
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computatfona]ly.' it is probable that foo many subjects*receivéd a-
score of 0 on fhe particular items included in the third and fifth ranaom
sets of variabies. | |

Although a ﬁriori Clusters 3 thro:gh 38 each contain only three
.items, Clusters 1 and 2 each c0ntain_18 items. Therefofe,‘iw any of
the six random sets. of items, only three: items.would be: incl uded whicﬁ
were included in a priori Cluster 1 and three from a priori e
®uster 2.' It is interesting to note, however, that the Alberta
cluster analysis did not bring together the items of a priori Clusters
1 and 2 but didlgrdup a priori.Cluster 1 itéms‘with‘each other and
Cluster 2 items with each other. This result théfeforé provides some
empirical support for maintaining the”first two a priori clusters as
separate clusters. The results also indicate that the interaction‘and
resolution items (see Table 2) aré more sihilar to themselves fhan they
are td the included i%ems (see Tab1e.1). One may conclude from this
that Tables 1 and 2 present two discrete measurements of the SAT,.

In summary, the obtained clusters indicate‘that it is reasonable
to cluster items which aré included in the drawing and explanation witﬁ
each other and to cluster items which are inc{ude& in the role and
symgo1 sé;tions of the questionnaire with each other. It is also
reasonabTe-to cluster itemsjthat describe an interaction of symbols in
the drawing with items designating an interacfion of these same
symbols in the explanation and with the items designating the resolution

of that same interaction. Because there are nine symbols in the test, this

~allows for 36 possible intefactions in the drawing, 36 possible
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interactions in the explanat%on, and 36 possible interactions for the
resolution. If these three cexeégries .are clustered, there are
therefore 36 possible clusters in this part of the test (see Tab]e,Z)t

. Because the first part of the SAT, (Tab1e 1)} contains fewer "
Ttems which, as shown by the Alberta c]uster ana1y51s, are qua11tat1ve1y
different from the many more jtems inéluded in the second part of the
' SATg (Tab]e 2), the author therefore sought further reduct1on in the
number of cluster variables through using C]usters 3-through 38, .
which embraced 108 of the 144 dichotomously scored items. |

The SAS Varclus procedure (SAS, 1982) created 27 clusters from‘the

original 36 clusters. However, it was my intent to have the fewest
‘c]usters poss1b1e which would retain the most 1nformat1on g1ven by all
108 items separately. To this end, the author plotted the e1genva1ues'
{which are the va]uee obtained from the equation which describes the
relationship betweeﬁ var%ab1es and subjects) and determined the point
at which these values leveled dut or stopped increasing. This
procedure indicates that beyond the point at which the eigenvalues stop
increasing, the addition of more clusters no longer substant?gjﬂ?ﬁEEEE:t

increases the amount of information contained in the model. The
eigenva1ues.leve1ed'out around the thirteenth cluster of the 27-cluster
- mode] obtained from the SAS Varclus procedure. This suggested that |
the-13-c1uster model could describe_the'relationship between subjects
and variables with 1ittle loss of information. It is important to
note that this Varclus procedure was effecfedltg reduce the number of
cluster variables. The reduced number of clusters still included all

108 Tteﬁs.
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In order to further test the fe]iabi1ity of the reduced tluster:
model, the author then examingd.the interna1‘consisfency of the
several cluster models around and jncluding the 13-cluster model .
This was done using the SPSSX Reliability program (SPSS, 1983). At

this point, the author added Clusters 1 and 2 (which incorporate Items

1 through 36) to the C]ustqr models derived from the SAS Varclus

procedure based on Clusters 3 through 38'(which 1ncorporaté Items 37 .
through 144). From now on each augmented cluster model will be named

by the number'of clusters in the SAS program, together with "(+2)"
showihg its augmentation by Clusters 1 and 2. The author'then_obtained
reliability coefficients for each chSter'inlthe:Q (+2),.11 (+2), 13
(+2), 17 (+2), and 23 (+2) cluéter-mode]s. 1 then determined the median

reliability coefficient (K-R 20) for each cluster model and chose the

model which had' the highest median K-R 20. The median K-R 20s for each

of the cluster models ranged from .841 to .856. ‘The 9 (+2) cluster model

Vhad the highest medfsan-R 20 (.856), and-it was therefore this : N

mode] that was used in;subsequent'multﬁp1e‘regression analysis. -
. The clusters in the 9 (%2) model showed low inter-cluster

cor?e]ations (Téb]é 4). This latter fiﬁding,'in conjunct#on w{th the -

high internéi donSTétency of the clusters, suggests that the items

within a cluster are similar but ftems in différent clusters are

dissimilar, a desirable state of affairs.l The items included in each

of the cTuéter§ in the 9 {+2) model and the reliability coé%ficients

_for each of the 11 clusters are shown in Table 5.

Multipie Regression analysis. The 9 (+2) cluster model was entered
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into a multiple regression equation along with age, sex, and
occupational 1ev§1 to prédict the free-hand categorizations of the
pafients jnto alexithymic and non-alexithymic groUpg. This was done !
using the SPSSX program for Multiple Regression (SPSS, 1983).
Occupational Tevel wasinot available for eight of the 44 subjects. 1In
order to control for the possib]e bias introduced by lack of the ﬂ'
mfssing data, Cohen and Cohen's (1975) procedure for~hand1ing missih@'
data was used. In this procedure, cases with missing data were ﬁot o
deleted but fapher a dummy Qariab]e was created which dfchotomous1y ‘T\\\\\_’//__;;
coded patientQ.as to the presence or absence of occupational level.
This dummy varia51e was included as another covariate in the regression
"gggption. In this manner, I wi;/éble to.determine yhether the presencé
or absence of occupational leyel waé predictive of the free-hand
categorizations of the Qgtients into a1exithjmic and non-alexithymic .
groups. As pointed ouf{by Cohen and Cohen {1975), one cannot assume that

cases with.mjssﬁng‘datajare.a“random_subset,of,cases.' :

fn ﬁti]izing this procedure for handling missing data, Cohen and | .‘l

Cohen (1975) recommend using hierarchical multiple regression in’ﬁhigh
predictors are entered into the equation in an a pribri theoretically
derived ordér. Previous intestigation into thé relationship between
demographic variables and the SATg (Catchlove et al., 1982) revealed
that only age was significantly correlated with SATg scores. Education dnd-
gender did.:not show a significant“corﬁe1ation with :the SATé. Howevgr,.thé
correlation between education and the SATq was higher than the

~correlation between gender and the SATg. Based on this preliminary
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research, age was entered into the equatfon first, followed by
.occupationa1 Tevel, then the presence or ab;ence df'occupatipn, and
final]} geqder. This hierarchical procedure controls for the chance
prediction of a variable which bears no obvioqs relationship to the
criterion. .

When these four demographic variables are entered into the
multiple regression equation.without the 11 clusters, they account fbf
32% 6? thg variance in the free-hand catégorizations bf protocols, F
(4,39) = 4.60, E_{.004. However, only age and occupational level
account for a gignificant amouﬁt of criterion variance. Free-hand
- categorization of the protocols is negatfver correlated with both
age (r = -.37, t (42) = -2.58, p ¢.044) and occupational level (r =
-.86, t (42) = -3.36, p <.045). Therefore, the inhibition of symbolic
function increases with agé and also increases as‘chupatfonal.levé1
‘.decrea§e§ﬂ . | R l
o “ﬁheh the 11 clusters are entered into the muitiple regréssion -
equation without the demographic variables, they accbunt for 62% of
‘the variance in the free-hand categorizatioﬁ of protocols, F-(11,32) =
4.79, p €.0002. The statistics for this multiple regresgion model are
presented in Table 6. It is clear from this tabie that the model
accounts for a highly significant percent of criterion variance. It is
also apparent that the demographic variables account for a negligible
ngrease in criterion variance (2%) after the clusters have been

entered. Therefore, although the demographic variables account for a

significant amount of criterion variance (32%), the 11 clusters can
. :
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TABLE 6

Multiple Regression Model with Eleven Clusters and Démographic Variables

Statistics for Regression Model
Predictors Entering -

Model R F ' AE df

c1 = ¢ | 622 4.79 . - .0002 1, 32
€l - Ci1, Age .630.. -« 4.40 .0004 12, 3
C1 - C11, Age, 633 T3 0008 13, 30

Occupation ' . '
1 - C11, Age, - .633 3.58 .0018 14, 29

Occupation, Presence/ '

Absence of QOccupation
1. C11, Age, 642 3.34 .0028 15, 28

-Occupation, Presence/
Absence of Occupation,
Sex :
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account for a1most twice as.much‘(GZi). The 1ncrease in criterion
var1ance accounted for by the model from 32% (when the demograph1c
variables are entered alone) to 64% (when the c1usters are added to the
demographic variab1es) is significant; F (]1528)‘? 2.26, E_C,OS. The '
demographic variables do not add any Significant predictive-information
to the model once the 11 clusters are a1ready included. ‘ ;

Although I. had ordered the entry of the demograph1c var1ab1es into-
the regress10n equation, I had no basis upon which to order the 1
clusters or of est1mat1ng each cluster's unique contribution to the

equation. I therefore made use of the SAS Max-R Stepwise program
(SAS, 1982) to‘determine which combination of clusters provided the
best model with which to phedict criterion‘varianEe. A seten—cTuster
var1ab1e model (Clusters 3, 4 5, 6, 7, 9, 11) was able to eccount for .
62% of criterion variance, F (7,36) = 8.43, p <. 001 the sane;
percentage accounted for by the 11 clusters in the 9 (+2)} - c1uster
variable mode]

The results of enter1ng only the seven c]usters w1th the
denograph1c variables in ‘the regress1on equation are presented in
Table 7.. It is apparent from 1nspeot1on of Tables 6 and 7, that the
seven- c1uster variable mode1 is as predictive of the cr1ter1on as are
the 11 clusters in 9 (+2) - cluster variable model. It is also clear
that the demographic variables do not add any predictive power to the
model. |

It should be pointed out that by utilizing the seven-cluster
variable model, I have eliminated four c]usters,'two of which'are'
Clusters 1 and 2. These first two clusters include the items

presented in Table 1 and represent the first part of the SATg. It

becomes clear, therefore, that these items do not contribute to the



TABLE 7

~

| Mu1fib1q Regression Model with Seven Clusters and

_Demographic:Variab1es

Predictors Entering

Statistics for Regression Model

Occupation, Presence/

Absence of QOccupation,,

Sex

© | \ ‘
Model R F P df
€3 - ¢7, €9, Cl1 621 8.43  .0000 . 7, 36
€3 - €7, €9, C11, Age 629 '7.41° .0000 8, 35
€3 - c7, €9, C11, Age, .631 6.45 .0000 9, 34
Occupation '
€3 - C7, €9, C11, Age, .63 5.65 .0007 10, 33
Gccupation, Presence/.
Absence of Occupation
c3 - €7, €9, C11, Age, .637- 5.10 .0001 11, 32
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predictive power of the test and hence it is only this seven-cluster |
subset of “items, measuring symbol jnteraction in the drawing, symbol.

intéﬁaétion in the exp]anation, and the resolution of symbol interaction,

]
<

whjch are necessary to predict a significant 62% of ctipetion.variancé.
. The”iiems included in;thewseﬁen~t1uster‘V&riébié.hddel-(C3 - C7, C9,
0T C1t) can Eé.founa‘%h TdBTe 5, where %He(items'iﬁc1uded in the total li
. c}usters are presented. Froﬁ inspection of the jtems included in the
. ’seven clusters, it can be seen that the model now contafns'oﬁ1y-§4-of
the original 144 jtems scored on the SATQ.

The cluster weights which are derived when only the saven.c1u§ters
afe’entergd into the model, are essentia11ylidentica1 to those cluster
weights which-are derived when the demographic variables are entered
into the model in addition to the seven clusters. In ;rdér to justify
uSingF;Tuéter weights based on the cluster-model rather than on the
cluster an& demographic variable - model, subjectst;SAfg scores were
calculated using thé‘weights derived from each model. The SAT, géores,
derived from tHe cluster and demographié variable-model, consistedqof
the weighted clusters and.the weighfedldemographic variables. The
SATq scbres, derived from the:clusteﬁ variable model consisted of only
the weighted clusters.

The SATg.scores derived from the.cluster-model correlated .986; t

(42) ='38.é4, E_<;001 with the SAT9 scores derived from the cluster and

demographic variable-model. Therefore, the regression weights chosen
for the clusters were those derived from the model which only included

the clusters as predictors. The demographic variables were {gnored
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because, a1th6ﬂgh-agé and occupational Teve1 are significant1y corre1atedl
" with the criterion, they do not add s1gn1f1¢ant1y to ‘the. mode1 once
the c]usters are entered o - : o
. The regress1on coefficients and their s1gn1f1cance for each- of the
clusters in the seven-cluster mode]l are presented.jn Table 8. A1though
Ciustér; 5 and.9 are the only EIusters:ﬁhichmaccountffdr a~§ignificant
~amount -of variancg'in the model (see Tab]é'B); tﬁe hodé1 of Sevgn
c1uster; accotints for 62%‘0f criterion variance.(see Tab1e:7). Iﬁ fact,
when the Méx_R'Sfebﬁﬁse p;ogram (SAS, 1982) was uﬁed to reduce the
number of.c}uster varfab]es; it was found that Cldsters 3 and 9 were
the: best two-variaB1e'mode1_f0und wh}ch could predict'the criterion,
hqwever,,this'tﬁo variab]e model only accounted for 52% of ériterion
'GZ;iahce. Therefore,rthe Targer seven- var1ab1e mode1 does have more
predictive power.- In addition, although it is my intent to obtain the
model with the feast_variab]es and the most predictive power, there are
disadvantagés in uéing a model which contains too few variables. Most
salient among -these, is that a model with too few variables may. be
greatly influenced by samplingzharia5i1ity. In other words, the smaller
model mqy not be able to predict grouﬁ membership in another sample
because Qf the Variabi1ity between samples. The larger mode],.wﬁich
retains m;re infdrmation ébbut the-original 144 itenms, wi11'be]?ess

influenced by the inherent variability between. samples.

Analysis of Main Study.

Anaiysfé of Variance and Covariance.- The'scoring weights derived

from the previous sample of 44 subjects were then used to score the
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TABLE 8 - .
} Regfessioh Toefficients for Each Cluster in the Seven-
Cluster Variable Model
= Regression Coefficient ’ )
- Cluster (unstandardized) t P
'3 .03 1.46 153
ca .04 1.69 100
c5 ~.05 ] 2.5 .038
c6 -.02 -1.317 199
c7 .02 .83 412
c9 B . 0 3.78 .0006 -
Constant ~.30 767
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protoco1s of a new grOup of 91 pat1ents (Montreal pa1n group, Detroit ‘
pa1n group, hontrea] medical group} For each subgect the item scores
in each cluster in the sevenfcluster variable model were added together
and theﬁ'mu]tip1ted by the regfeSSioh'coeffipient for that cluster. n
A1l seven’cluster scores were added together and then:added'to tee |
‘constant (see Table 8) to form a composite SATg scote for each of the
91 SUbjeE%s. . |
.A freeuency distribution otIEOmeosjte SAT; scores for each_of the
three groups is presented in Figure 1. As can be seen from the graph, *
both pain-gtoups'-scores are positively skewea; whefeas the medical L
groﬁp'e scores tend to shew a more normal distribution. (The TOwer the
.score,.the gteater'the inhibition of symbolic function.) Whereas both
the Montreal pain-groue'sfscores and the Montreel medical group's -
.scores appear to have a bimodal distfibutioe,lthe'Detroit pain-group's
.scores"do not. However,fa]] three distributions show considerable
overlap. | |
Table 9 shows the compos1te SAT score means, standard deviations,
and ranges for .the three groups The average SATy score of the medical
group is nearly twice the average-SAT9 scores of both the Montreal pain
and Detroit pain*group; The score variance in the Detroit pain-group
is somewhat larger than tHe score variance in the other two groupsL
In addition, the SAtg score ranﬁe for the Detroit pain group falls
in.between the SATy score ranges of the Montreal pain and Montreal
medical groups.. | |

-4

When the pain groups are collapsed and their composite SAT9 scores
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TABLE ¢
Descriptfve-Statistics for SATg Scores for the Three
' Patient Groupé
Statistics for SAT9 Scores
-Patient Group - M '$.D. ‘ngggf
‘Montreal Pain-Group .206 229 .23 — .60 -
Detroit Pain-Group .267 - .288 -.02 — 1.07
Montreal Medical -
Group , : . .420 225 06— 97

Note. The lower the score, the greater the, inhibition of symbolic
function.
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are compared with the compos1te SATg scores of the Montreal medical
group, a s1gn1f1cant d1fference in scores between the pain and med1ca1
. groups is observed, t (89) 3 29, p =".001. .

F1gure 2 shows the frequency distribution of composite SATy scores

for the co]]apsed pain group (Mhntrea]:and Detro1t)‘and the Montreal
“medical group. 'A1though‘there is still considerable overlap in scores,
the patn grdups' distnibution is positive]y ekewed. Peak scores nf
both groups d1ffer by three class-intervals. .

The SATq scores of the collapsed pain group (Montrea1 and Detro1t)
were also compared to the SATq scores of the Montrea] med1ca1 group
u51ng IQ as a covariate. In this ana]ySIS,‘there is a significant.

: difference in SATé scores between the two groups, F (1,88) = 10.17,

p = .002. Howeteh, IQ does not siénificantly predict SATé scores, t
(88) = .08, .E .824. The re]athbnship between IQ end SAT, scores '
was further examined in order to-assess'nhether the slope of the line )
representing the correlation between IQ and SAT scores differed between
the three groups. The correlations between 1Q and SAT9 scores for the
three patient groups are presented in Table 10, Using 2z,
transformation; ofrthe correlation coefficients, it was determined
that none of the eoéfficients significantly differed from each other
when examined in pairs. -As can be observed in the Table, all z
values are less than the critical value of 1.96 which is required for
significance at the 5% level.

Although both ANOVA and ANCOVA results reveal a significant

difference in SATg'scores between the collapsed pain-groups and the
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TABLE 10
Correlations Between SATy Scores and IQ for thé Three

Patiént‘Groups

_Corre]ations Between SAT9 Scores‘

and IQ

Patient Group -. or z, .
Montreal Pain-Group T -.223 -.229. 'A
Detrdit Pain-Group 077 . .080. B
Montreal Medical Group _ 074 075.C
z = -1.15, NS . -

AC z = -1.12, NS.

BC z = .02, NS




: 2

'Montreal medical grpub, there is a considerable overlap:in SATQ-

score vaniance'bétween the two groubs. It is possible toe obtain

. highly significant results when the predictor actually accounts fofgonly\\

a small proportfon of critéridn variance. 'In this éése,_SATg scares
{predictor) oﬁ]y account for 1i,23% of the variaﬁce_in patient
group'(crite§ion).  T |

| When only the Montreal pain-group and the Montreg] medical group
are-compared, a significant difference in.compasite SAT9 scores is
observed, F (1,58) = 12.89, p<.001). In this case, SAT, scores

account for 20.61% of the variance in patient group.

Discriminant ané]ysis. A split method discfiminant anafysis_was
compu?ed on the sample ofjgf patients using SPSSX (SPss; 1983). A
discriminant function was calculated on a rahdqm1y selected 50% of the
total sample of 91 subjedt§fin ordéf to derive different weights for
fhe seven-cluster variable model. Therefore the same cluster-variable
model that was derived using the previoué group of 44'subjects was
used in the discriminant ané]ysis; however the seven clusters were
given different weights. The discriminant function was then used to
classify the group which was not sé]ectedlfor analysis. The significance
of _this function is Xz (7, N = 51) = 28.39, p;= .0002. The results of
this classification are presented in Table 11. Table 11 shows that
72.5% of unselected subjects were correctly classified into their
patient groups. Using Fisher's exaC£ test of significance for Chi
Squaﬁe, it was determined that the probability of obtaining a 72.5%

correct c1aésification by chance, is less than 3%. It is apparent from

*

|
|

-
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Table 11 however, that the discriminant function tends to over-predict
3fhe inhibifién of symbolic function in the medical group.
| The discriminant function Lms derived using onfy half of the
subjects in the sample of.91 patients.. In order to,statistica]T}
'infrease the sample éize, a- second discrimfﬁant function was derived
using thogé subjects who were not §e1écted_fof analysis of the first.
.discrimjnant functibn. This second discriminant function was also
significant,i)( (7, N =40) = 19.14, p = .008. Tﬁe results of this
second classification are presented in Tab1e 12. Table 12 shows that.
- 70.6% of. unselected cases wére correctly classified into.their paiient
Léroups. Onke again, using Fisher's exact fest of significance for the
Chi Square, the probab111ty of correct]y classifying 70. 6% of pat1ents
by chance is less than 3%. Combining tests of 1ndependent samples is
a stat1st1ca1 -method of increasing sample size. In this manner, the
c1ass1f1cat1on results for the unselected samples in the first
-aiscriminant analysis (Table 11) and in the second discriminant
.aha1ys{s (Table 12) were cdmbined. When these two unselected samp]es
are combined, the probability of obtaining this correct classification
due to chance decreases, X. 2 (4, N = 91) = -14.33, p<.01,

A discriminant analysis was also derived using on]y the Mohtrea1
paih and Montreal medical groups. Half of the 60 cases were randomly
selected to compute the discriminant funétion with which the unselected
cases wer'e classified. The discriminant function was significant,
x2 (7, N =34) =18.54, p<.01. The classification results are
presented in Table 13. This'modeT_correcf1y classified 84.62% of
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P
‘ TABLE 11
Predictive Efficacy of the SATg as Shown by

Classification Results |

Predicted Group Membership

Actual Group No. of Cases ‘Collapsed Pa{n Montreal Medical
: Group - Group

Collapsed Pain

Group ‘26 23 (88.5%) . 3 (11.5%)
Montreal Medical S B
Group - 14 8 (57.1%) 6 (42.9%) .

\

Note. Classification results are for cases not selected for use in

the first discriminant analysts.




TABLE 12 : " '
" predictive Efficacy of theiﬁATg as Shown by

Classification Results

55 .

Predicted Group,Membership

Actual Group " No. of Cases ~ Collapsed Pain Montreal Medical
‘ : : ' Group _ Group

_Collapsed Pain '
Group - 35 28 (80.0%) -7 {20.0%)

Monfreal Mediéa] ' T
Group ' 16 8 (50.0%) 8 (50.0%)

.. Note. Classification results are for cases not selected for use in

the second discriminant analysis.
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TABLE 13
Pred1ct1ve Eff1cacy of the SATq as Shown by

Classification Resultsr

Predicted Group Membership

Actual Group No. of Cases ., Montreal Pain Montreal Medical
) Group - , : - Group .

Montreal Pain ‘ ' ' :
Sroup o 10 (90.9%) 1(9.1%)

Montreal Medical : ‘ ) . .
“Group 15 © 3 (20.0%) 12 (80.0%)

Note. Classification results are for cases not.selected for use in
the -analysis of the d1scr1m1nant funct1on based on only the
. Montreal Pain and Medical Groups.




unselected cas‘es,‘._x 2 (‘1 = l)'h=‘10 09' p_( 01, As can.be obsef‘ved -
from Table 13' nhenton1§‘E§t Montreal pa1n and medical groups are used :
to derive the d1scr1m1nant funct1on there is no tendency to- overpred1ct
the 1nh1b1tion of symbo11c function in the med1ca1 group. '
F1na11y, scor1ng welghts were der1ved us1ng the totaI samp]e of 91
' pat1ents jn a“d1scr1m1nant7ana1ys1s. _The d1scr1m1nant funct1on'was
calculated using. the coliapsed pain groups (N = 61) and the mediea1-
‘grohp.(N = 30); These neights aré to be used to.stoke‘the protocots of. "
future patientfsanples, 'This-function,>whidh was derived'ustnn'a11}91‘
‘ cases; was a1so significant X 2 (7, N = 9]) = 28. 97, .E< 001. This
ana]ys1s revea1ed that the covarlance matr1ces of the two groups were
‘s1gn1f1cant1y.41fferent,_E (28, 12306:8) = 1,58, E_(.OE. However,
classification resu]te on1y differed by the misc1assification of -one
fcase when pooled covariance matrices were used to compute the
discriminant function instead of separate covariance matr1ces
N Table 14 presents the means and standard dey1at10ns “for each group :
(collapsed pain group and Montreal medical group) bnleacn‘of the uhf-_
weighted c1nsters. It is c1ear from tne tab]e that the medical‘gkoub has
higher anerage scores than the collapsed- pain group.on all of the
.c1uster§ encept:C]uster 7. The-two'groups'have 12entica1 average scores
on Cluster 7, |
Accondinglto Tabaghntck and‘Ftde11 (1983), when'qsing'dgécriminant
function ana1ysis_witn on]y.two groups {in which case there can only be
.one disériminant functien), the eingle discriminant function 1s more

conveniently used for classification of new cases than are the
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cTassification functions (A]though there is only one d1scr1m1nant
‘funct1on, there are two classification funct1ons - one for each group. )
. The -unstandardized discriminant funct1on coeff1c1ents for each of
the clusters are presented in Tab]e 15. In order‘to c1ass1fy a new
case, the d1chotomous‘scores for. the items within a c1uster‘are added
';together and then'mu1tip1ied by the discriminant function coefficient
for that cluster. Once this is done for each of the seven clusters,

_ the seven weighted- cluster scores are added together Finally, the

constant (see Table 15) is added to this resulting composite score

in.order to derive'the discriminant score. (In the present analysis the

constant is negat1ve and is therefore subtracted from the 60mpos1te
score. } Us1ng this classification scheme, it a subject receives a
disceiminant score abpve zero, then he/she is classified into the non-

~

a}exithymic‘group, Conversely, if a subject receives a discriminant

score below zero, then he/she is classified into the alexithymic group.

¥



TABLE 15
Unstandardized Discriminant Function Coefficients

. For the Seven Clusters

2
Clusters - - ‘ _ Discriminant Function Coefficients
3 - w
4 .20
- | . 10
e ] ! 40
c7 S - -.20
c9 . _ - . .30
o | o _0
Constant - | _ -1.20




CHAPTER IV
DISCUSSION

The resu]ts_indicéte that the.seven-c]Uster~var1éb1e model of the
SATg accoUnte for a highly sigqif%cant 62_percentiof variance in the
free-hand categorizatiens of the original 44 pafienis. It would
appear therefore; thaf one can scere the SAT9 objective]y to measure
tﬁe inhjEition of symbolic function (a1exithymia)'in much the eame~way
that a ski11ed clinician makes free-hand categorizations; |

:;t\w1]1 be recalled that the authoe tried two approaches-to '

developing a scoriné scheme for discfiminating pain patﬁente from a
contro1 group of med1ca1 pat1ents (who d1d not have more pain than
wou1d be expected g1ven their physical ailments). These two approaches
weret (1) deriving the scor1ng-wejghts from the,prel1m1nary samp1e
(who had takenfthe;ATg test as parﬁ of another research project and
who had been designated as alexithymic or non-alexithymic through free-
. hand ana]ys¥s) then appfying this formula to the newlj gathered eata
.and (2) derfving the scoring weights from the new eamp1e {but only from
a randomTy-seiected ha]f of the sUbjects),_then applying the formula |
with fﬁese Qeights to this same sémp]e (of course, to the other half
that was not used to derive tHe formula). The second strategy worked‘.
far better than the first. Apparently there are differences in the
qué]ities'that discriminete.alexithymiCs'from normais in.the pre1ihinary
study and those that do so in the main study, which thwarted my attempt"

61-
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t0'dehive.a formula on one sample and ebp]y.it to the other.

It turned out, too, that the Détroit pain-broup ehd the Montreal
pain-grbub responded to the éATg'in gquite diffetent weys. Because _‘
‘the Detroit group got scores on the SATy that are mbre'like‘thoee of
contro] subjects, incTuding‘the Detroit pein-subjecte.in the analysis -
blunted the d1fference between pa1n and contro] subjects. ' Se]ect1ve
factors that entered into. the recru1tment of the Detro1t pain- SubJectS
-- who were a11 vo]unteers -- may account for their resembling the

. control pat1ents more than the Montrea] pa1n-sub3ects (who were not
'vq1unteebs)'d1d;' in other.words;ﬂthe,more emotiona11y responsive;
better functionfng batients were more 1ike1j to agree to participate
in the study. ‘ 7

Despite these prbbTehs,_it”i; clear that patients.in both of.the
pein-patient Qroups get higher-seofes on.mylheasure of the inhibition
of symbolic function than the patients in the medical group. it is

-t a]to,pledr that the 1hhibition of symbblic function is in some way a
.funct10n of both age and occupational 1eve1 |
- A]though the authar had cons1derab1e dIff1cu1ty f1nd1ng suitable
Ty stat1st1ca1 procedures to reduce the original ]44 SAT test jtems to
a smaller number, because having only 44 subJects in the original
sample made a straight forward multiple regression.unsuitable, the
strategy,of first combining items into clusters offered a way to arrive
"at fewer variebles:than subjects. The clusters were internally
consistent and had Jow intercorre1attons, as desired.;'I found that-

the SAT9 seven-clueter model accounts for a highly significant percent
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of var1ance in free hand categor1zat1on of the protoco]s Aithough'

th1s f1nd1ng shows that the SAT can be used re11ab1y in place of

'free-hand categor1zat1on of the ATg test, it does not te11 us what the - -~

ATg test actuaT]y measures Prev10us research with the AT (Catch]ove

: et al. 1982) does suggest hawever, that whatever it is that the ATg_

. detects, it is unrelated to other measures of psychopatho1ogy

Therefore, it remains uncertain whether the results obtained from

cross-validation ref]ect'the vieissitudes of either the scoring system

for the ATq or the content -of what the ATg test actually measures.

The author S attempts at cross- va11dat1on may. have been h1ndered

'by severa1 factors First, the mu1t1p1e‘regress1on eqqet1on was

~derived from a sample of 44 patients, only 14 of whom were normal with

respect to symhbiic function as determined by free-hand categorization.
These 14 patients were & subset of patientSZWho showed.no evidence of
alexithymia, part of a 1arger'group pfimedica1 patients. However, seme
members of the sample.from which they were'drawn dtd show signs of
alexithymia, accprding to the ATg. There s no theoretica] reasen tq ,
suppose that members of the hopulatfon at random will net show any
signs of alexithymia, but there {s reason to expect that certajn
patient groups will have a higher proportion of peop1e who here

alexithymia than will the general population. In faet, the present

-study shows that the inhibition of symbolic function tends to be '

normally distributed in general medical patients and. has a positively
skewed distribution in the population of pain patients. This finding

illustrates the point made by Lesser (1981), Neill & Sandifer {1982),
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E'Sh1pko (1982), and Thayler -Singer (1977), who argued that not all
psychosomat1c pat1ents are a1ex1thym1c and that not al] alex1thym1cs
have: psychosomatic d1sorders

Second, it becomes necessary to examine whether the medical group
. is an adequate compariéon group. 'TheJauthor judged them to be
appropriate, reason1ng that the patients in th1s group had a-physical
problem that was not chron1c there was no reason, therefore, to
. expect them to have the'conste11ation of psychosomatic perSOna1jty
features of which alexithymia is a part. However; it is reasonable
T to anticipate that while in hospital, even for minor surgical reasons,
a medical patient would be more pre-occupied with bodily funct1on1ng
than he or she would be when outs1de the hospital. The question remains,
*then, whether a transient 1ncreaeea1n somatic pre-occupation could |
béiassdciated with a thansient increase in the ‘inhibition of symbolic:
function. '_ | |

Third, and perhaps most 1mpontaht, is the fact that whereas the
Detroit pain and Montreal med{cal .groups took the ATg‘test voluntarily,
the Montreal pain-group did ‘the test1ng as part of routine assessment.
The author be11eved that she could not have eth1ca11y des1gned the study
requiring all subjects to take the ATy test. The 1mpact of se]ect1ng
pat1ents for the study through having them volunteer may be far- reach1ng.
I would ant1c1pate that those 1nd1v1dua1s who have a def1c1ent capacity -
to fantas1ze would also be those patients who after v1ew1ng the
progect1ve nature of the test would rerSe to take it or to finish it.

This could account for the difference in score dJstr1but1ons between the
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" Montreal and' Detroit pain-groups and the fact that the SATg score range
 for the Detr01t group falls in between the -score ranges for the Montreal
) ;pain and Montrea1 medical groups, - It is 1mportant to recognize,
_;howeVer, that despite the voiuntary nature of SUbJECtS part1c1pation,
the Detroit pain-group did show a greater 1nc1dence of the inhibition
of symbolic function than did the MontreaI medical group.
7 One may-assume, furthermore, that vo1untary consent would screen
out proportionaily more alexithymics from the Detroit pain-group than’
from the Montrea] medical group, this’ would follow if the proportion
of people having an ‘inhibition of symbolic function is higher in
psychosomatic patient groups than it -is in acutevmedical patient
groups. - In'thisfevent, it is not surprising that the results of
cross-validation are more significant when only the Montreal pain and
Montreal medical groups: are used than,ﬁ%en the combined pain groups
are compared with the medicai.group. It is, of course, 1ikely that
the Montreal groups are more simiTar to each other demographicaI]y
than they are to the DetrOit .group; because these variables confound
any comparison, it may be more appropriate to compare the Montrea]
Jgroups with each other “than to compare them with the Detroit group.
Despite the difficuities these three factors made for all attempts -
at cross-validation, Ilwas able to show that the SATg can discriminate
between the pain-patient and medical-patient groups. Given the small

size of the original sample (particularly the rarity of patients who

.
-

were normal with respect to the inhibition of symbolic function, N =14),

it wou]dseeminethodoiogiCai]y more appropriate to use the SAT9 weights
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}whicﬁ were derived'from the discrim{nenf;analysis-of?91-patieﬁts-thae-fo
use those weights der1ved from the mu1t1p1e regress1on analysis of, 44
pat1ents _In this d1scr1m1nant ana1ys15 the w1th1n group dispersion
matr1x .of the combined pawn group had s1gn1f1cant1y greater var1ab111ty
. than that of the med1ca1 group. This finding, in conjunct1on with the
finding_that the cqﬁbined'pain_groep showed_arhigher frequency of Tow |
scores (inhibition-of sjmbo1ic-function); euggestS'that although pain-
- groups %nc1dde_individua1s whe scere a1ong a eide range 6f scores on | -
the test of symb011c funct1on, the medical group includes 1nd1v1dua1s
who more often recéive scores at the middie to upper end of the continuum.
fFrom this one would conclude that whereas pain-groups include peop]e
suffering severe degrees of ,alexithymia (primary), the medical group
has only individuals suffer1ng from a moderate degree of a]exxthym1a
(secondary) or showing no evidence of a1ex1thym1a " These findings are
therefore consistent w1th the theoretical formu1at1ons of Demers- -
Desrosiers (1982) reyberger (1977) Krysta1 (1982), Lesser (]981 ), and
. S1fneos (1982), in which these authors maintain that a{exithymia is not
an_a11—or—nothing ehenomenon but has both a primary and a secondaryeform.
The fact that the inhibition of symbo1ic_funEfioﬁ increases as
age increases and as occepetional'level decreases is censisteﬁt with
the findings of other researchers who have used_other instruments o
meas&réfa1exithymia. - Although the SAT9 can detect the presence or
absence oan1exithyhia with much more accuracy than can age or
occupational level, one could still significantly predict greup
membership with the knowTedge'of these demographic variables alone.

-



"Sévera1.s§e¢u1;tions upon the. nature of thg'hg1atioﬁthip.bgtweén
the AT, test and age énd ottupationé1 1eVe1‘ére in order. It is
'1mportant to. determ1ne whether this re1at1onsh1p is a function of taking
a test or of taking this part1cu1ar test. In other words, younger

pat1ents and‘those pat1ents at higher occupétiona1 levels may be more

'aCQuainted with test-taking prbcedures and with -the nature of research .

than o1der pat1ents and than pat1ents w1th Nower- 1eve1 occupations. If

. the relationsh1p is a funct1on of the nature of the AT test, it wou1d

be reasonable to specu]ate that somat1c concerns increase w1th age and
that it is this 1ncreased somat1c emphas1s that’ 15 assoc1ated w1th the

1nh1b1t10n of symbolic function. Older people who are experiencing

¢hronic pain-or who are undergoing minor surgery may show more somatic

concerns than otherwise healthy older people. This latter hypothesis
hay provide another reason to question the approptiateness of the
hedical patients as the 0n1y‘c0mparison group.

One might speculate ‘that occupatidn is it some meastre té]ated to

intelligence; however, there i$ no relationship between IQ and SATg"

‘scores in our sampte. If the ATg test is indeed medsuring fanasizing

ability, this capacity does not'appeaf to be a function of intelligence.

Implications of the Present Investigation for the Construct “A\Exithymia"

The hypothes1s that a]ex1thym1a can. be advanced as an exp1anatory
mechanism of chronic pain is conf1rmed - but this hypothes1s can only
explain part of the process leading to such chron1c‘somat1c disorders.
The author predtctéd that those individuals sﬁffering from chronic pain

would also evidence a higher frequency of more:severe inhibition of
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"nsymb011c funct1on (pr1mary a1ex1thym1a) than would those people w1th o
acute medical problems. However, 1t is not inconsistent with my
' resn1ts to propose'that a good‘number of the nain patientsnwere'not A
disnositiona11y pred%sposed to develeb e1ex1thymia but rather developed
it secondar11y in reaction to the1r ongo1ng chronic pain cond1t1ons -
(secondary a]ex1thym1a) | |
“In add1t1on to the phys1ca1 d1scomfort experxenced by chr0n1c :
pa1n pat1ents, they also have to contend wath the 1mpe;t th1s pain "
has ‘'on their Tives. -Many chronIC‘pa1n pat1ents f1nd themselves: forced
to 1eave the1r jobs, relinquish domestic activities, and curtail social
and interpersonal relations. Krysta] (1979) has similarly documented the
onset ef a1exithymfa as a reaction to stressful 1ife events. Therefore,
although it appears possible that the_predﬁéposifion towards alexithymia
may exp]afn why sone people are at a loss to symbolically handle their
pa1n, the deve]opment ‘of a]ex1thym1a may also be a defensive. reaction to
-the pervasive life stresses caused by the impact of the1r pain rather |
than a reaction to the perce1ved physical pain itself. )
These alternate exp1anat1ons are not inconsistent with each other
if one examines when and under what cond1t1ons pain becomes . chron1c
The repercuss1ons 1n the pain pat1ent 3 work and personal life ‘may also
serve to-perpetuate the pnys1ca1 pain 1f the patient has learned to
express peychic pain eomaticelly. It may simply becnme a- question of
‘at what etiologicai noint the inhibition of symbolic function becomes
mobilized as a defensive reaction to stress which is somatically

represented.

It is also possible to specu]ate_thatxsqme of the acute medical



~is this.finding that most distinguishes‘them from the chronic pain

. . - . '_ L O 69
.pat1ents may deveIop an a1ex1thym1c style secondar11y to their . phys1ca1

' \ 11Iness It wou1d 1ndeed he 1nterest1ng to examine the recovery sty]es

of. those med1ca1 pat1ents who showed some degree of the inhibition of

symb011g function. None of- this 1atter group of_pat1epts‘showed ev1dence

' 'ofgseﬁere inhibition of symbolic function (primary é1eXithymia), and it

ta

patient group and provides empirical evidence for the theoretical

condeptua}izations_of alexithymia. : -

" Conclusions

The present author concludes that the SAT has adequate internal

and external va11d1ty and that it offers a start1ng point for the

-

development of tests ‘to be used in research on alexithymia. In future

investigation with the SATQ, researchers may find it advisable to

~ choose different. kinds of comparison ‘groups and to take-account of the

——

impact of voluntary participation upon SATg scores and of the
relationship between SAT9 scoées_and age and occupation. The
implementation of these suggestions for future research will, it may

be hoped, increasecthe ability of SATq scores to predict whether patients

will have chronic pain

. For the purpose of scoring and c]a551fy1ng the responses to the

: SAT9 for future patient samples, it may be more conven1ent :to convert the
:fract1ona1 weights derived from-d1scr1m1nant analysis into integers..

‘In this manner, Cluster 3 would be dropped {because of its negligible

contribution to the model) and the Equining clusters would be weighted

£t ek i —————- | ———
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as follows: 25(C4), -1%(C5), 4%(C6), -2(c7), 3*(c9), -1*(C1T)§“and the
'constant wou]d become ~12. Pat1ents ‘with scores below zero wou1d st111 .
be cTass1f1ed as alex1thym1c and pat1ents w1th scores above zero would
sthI_be,cIass1f1ed as non-a1ex1thym1c. Using integer we1ghts wou1d
' make compUtatfohs'considerab1y_easier. S -
The éccuf&te identif%cation,of\a]exithymia in patient quups has

‘far-reaching implications in the understanding-and treafﬁent of
. psychosomat1c d1sorders Th1s 1dent1f1cat1on may not on]y contr1bute
_to our theoret1ca1 understand1ng of psychopatho]ogy but a]so to a

more appropriate choice ofa:treatment which would help psychosomat1§
patfents.. The authof.he]ieves that the SATg will provide a means to

study these theoretical and clinical problems.

-

Lt
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APPENDIX A -

PAIN LOCATION FOR MONTREAL PAIN-GROUP-AND DETROIT PAIN-GROUP
'AND SURGICAL PROCEDURES FOR MONTREAL MEDICAL GROUP

1)
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f . MONTREAL PAIN-GROUP
Pain Locatién . . 7. Number of Patients

Neck ~ ‘f A o ¢ o .2_

Neck, Head - L L 2

Head f coon ‘ . 1

Eye _‘: - - ‘ ) . ‘ -

Gum o o . SRR SIS S
.Néck,'ShdulderS' ' ) I
' Forearm, Hand ~ 2.

Finger, Hand . 1 -
‘Chest, Abd_omen‘ . . T
. Chest, Arm, , T
Chest <. ¢ 1
Abdomen . " 2
~ Abdomen, Perineum, Thigh Ce ~ . ]'
Abdomen, Perineum, Low Back 1

Thoracic Back 1
Thoracic Back, Neck 1

Low Back 7

leg 1
Buttocks, Thighs 1

Rectum 1

. 30
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DETROIT PA;N-GRQUP

Pdin Location- - ' | : Number of Patients

Neck, Head;
'1Neck, Shou1ders, Arms, Legs
Neck, Jaw, Stomach
Neck, Back, Arm, Wrist
Neck, Shoulder, Arm, Back
Neck, Arm, Back, Buttocks, Thigh .
Neck,.Shoquer, Back, Leg
Head o
Head, Chest )
Head, Arms, Legs, Jdoints
Head, Chest, Stomach
Head, Back, Hip, .Knee
Shoulder, Arm, Chest
""Shoulder, Arm:
Hand
Wrist ~
Fingers
* Abdomen N
Side, Hip, Low Back
Side, Back -
Back, Legs
Low Back, Thigh
Back, Hip, Leg, Toe
Low Back, Hipy Leg
Hip, Leg, Foot ' : .
Thighs _ . )
Foot
Diffuse.

[l

— — — — a——ad ) — —l — - — el — s — — —t — — — — o — d -— "
B - [3%] K
i

W
—



" MONTREAL MEDICAL GROUP

Surgical Procedure

Tonsillectomy

Lesion Epiglottis

~ Deviated Nasal Séptum
.Traumatic Nasal peformity
Otosclerasis

Polyp Removal Nasal

- perforated Left Eardrum

Disc Location Left Shoulder
Trauma Left Hand ‘ ‘
Repair Extensor Rigﬁt Thumb
Tibial Turbical o
© Bilateral Caldwell

Locked Knee

Varicose Veins

Excision Cyst Right Breast
Hernia

Gall Stones

Psoriasis

Anal Stenosis

74

Number of Patients -

3

1
4
4
1
;
1
1
1
1
1
1
1
2
1
3
1
1
1

30
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APPENDIX B
ALBERTA CLUSTERS OF SIX SETS OF 24
RANDOMLY, CHOSEN VARIABLES
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