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Foreword 

In 1949 russell sage foundation announced 

its current program for the improvement of the utilization of 

research in the social sciences in professional practice. It was 

intended that this program would be carried on in collabora¬ 

tion with many of the professions, particularly those most 

directly concerned with social welfare. The immediate re¬ 

sponse of the medical profession, which has resulted in the ini¬ 

tiation of a greater number of Foundation projects in the field 

of the health services than in any other, was not anticipated 

but it was welcomed. Medical leaders concerned about social 

and psychological aspects of health were unexpectedly eager 

for increased collaboration with social scientists. 

Yet medical science generally is regarded, at least by or¬ 

dinary laymen, as having to do almost exclusively with re¬ 

search of a physical or biological nature. Every schoolboy who 

thinks of becoming a physician has it quickly impressed on 

him that he must be proficient in chemistry and biology, and 

perhaps in other branches of natural science as well. Patients 

know that the medicines administered to them are chemicals 

and that the technical equipment of hospital and private 

office has been made possible by advances in physics, chemis¬ 

try, and biology. They take for granted that the skills of the 

physician are largely the product of knowledge gained from 

the natural sciences. This popular view of modern medicine 

as predominantly biophysical accurately reflects the over¬ 

whelming dependence of current practice on the natural 

sciences; it leaves out of account or minimizes the psycho¬ 

social factors in illness and health. 

The medical profession never has been unmindful of social 

environment and personal traits as elements in sickness. Even 
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the word “psychosomatic” is well over a century in age, and 

the approach to the problems of health which it represents is 

as old as medical practice itself. Until recently, however, the 

related disciplines of sociology, social psychology, and social 

anthropology have been inadequate in concept, research 

method, and substantive content for purposes of medical re¬ 

search and practice. As Dr. Leo W. Simmons and Dr. Harold 

G. Wolff so ably demonstrate in the following pages, these 

disciplines now have advanced to a point where fruitful col¬ 

laboration between medical and social scientists is feasible and 

well in process of development. 

The success of such collaboration is dependent on a degree 

of interprofessional understanding which so far has been 

achieved by few individuals in either social research or medi¬ 

cine. One problem has been the difficulty of bringing into 

orderly relationship within an eclectic theoretical structure 

the numerous and complicated separate pieces of medically 

useful social science knowledge and the even vaster number of 

medical questions to which social research may be expected to 

make a contribution. A second problem has been the scarcity 

of persons well trained in the social sciences and also sufficiently 

familiar with some segment of the medical field to be able to 

use their research knowledge and skills effectively. The col¬ 

laborating social scientist must know the substantive area of 

collaboration, not merely his own discipline. It is understand¬ 

able that few people have prepared themselves for careers in a 

nebulous interprofessional field that requires detailed and easy 

familiarity with two professional ways of working and living. 

Dr. Simmons and Dr. Wolff offer a framework for collabora¬ 

tion between social science and medicine that will aid in re¬ 

lating to each other many seemingly fragmentary and inde¬ 

pendent studies of medical significance. Their work will also 

be an encouragement and guide to others in the frontier area 

of medicine and social research. 

Donald Young 

General Director 

Russell Sage Foundation May io, 1954 



Preface 

During the past half-century in our clinics 

and laboratories the medical arts have been integrated with 

the biological and physical sciences to the great benefit of 

mankind.1 This fusion of art and science has pushed medical 

knowledge to the point where persons doing research are 

aware that human beings should be studied in their day-to- 

day environments as well as in the laboratory and the clinic, 

and in psychosocial as well as biophysical perspective, if we 

are to understand fully the conditions and processes of both 
health and disease. 

Medical leadership is thus turning inquiringly to the social 

sciences for help in solving some of its problems. The social 

scientists are responding to the best of their ability, but their 

training has been so different from that of the medical special¬ 

ists that comprehension of the issues under investigation has 

been impeded by lack of communication between the two 

groups. This inability to communicate in common professional 

language has often been aggravated by differences in concepts, 

methods, and techniques.2 In spite of such handicaps, social 

scientists are being called upon in increasing numbers to fill 

positions on interdisciplinary research teams.3 

For the purpose of studying opportunities for closer partici¬ 

pation between personnel in the social science and medical 

fields, an exploratory project, sponsored by Russell Sage 

Foundation, was initiated two years ago at the New York 

1 See Shryock, R. H., “The Historian Looks at Medicine,” 1937; Idem, The 
Development of Modern Medicine, 1947; Sigerist, H. E., Man and Medicine, 1932. 

The reader will find in the Bibliography of this volume full information concerning names 
of publishers, place of publication, and so on, for all writings cited in the footnotes. 

2 Caudill, William, and B. H. Roberts, “Pitfalls in the Organization of Inter¬ 
disciplinary Research,” 1951. 

3 Statement formulated in collaboration with members of Committee on 
Social Science and Medicine at Yale University. 

5 
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Hospital-Cornell Medical Center under the leadership of the 

senior author of this volume. There have been two results of 

this undertaking in medical-social collaboration. In the first 

place, four special studies were launched: (i) an examination 

of the physician-patient relationship over extended periods of 

therapy; (2) the analysis of interpersonal relationships in an 

experimental program of nursing consultation service; (3) a 

survey study of problems and procedures in night nursing; and 

(4) a case study of fifty families who have made very extensive 

use of the medical services of the New York Hospital and its 

clinics. Reports of these studies are in preparation. 

The second result is the present volume, which explores 

some of the major areas of interest shared by medicine and 

social science. Particular reference is made to those concepts 

and formulations that bear directly upon the problems of 

health and that may forward collaborative research. 

The book is addressed primarily to students in medicine and 

the social sciences interested in training for research in these 

related areas. It is the hope of the authors that the report may 

also interest public-spirited citizens who share responsibility 

for health and welfare programs, and that it may be of some 

value to the members of several professional groups, such as 

medical administrators, educators, public health officials, 

social workers, and nurses who are closely allied with our 

medical specialists in the prevention and treatment of disease. 

We are deeply indebted to Carolyn Zeleny and Edmund H. 

Volkart for their part in making possible the present publica¬ 

tion. Dr. Zeleny collaborated in the initial analysis of data and 

in preparing the early drafts of the manuscript. Professor 

Volkart assisted in the final revision of the book. Dr. Stanhope 

Bayne-Jones has been a constant source of inspiration and sup¬ 

port for the exploratory project. Thanks are due to David P. 

Barr for encouragement and help throughout the study and 

to Virginia Dunbar and Joseph C. Hinsey for their reading of 
the manuscript. 

May 10, 1954 
Leo W. Simmons, Ph.D. 

Harold G. Wolff, M.D. 
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CHAPTER 1 

Medicine and Social Science 

During the greater part of the twentieth 

century, “scientific medicine,” as outlined more than forty 

years ago by the Flexner Report,1 has been the chief medical 

goal and specialization its dominant pattern. This same period 

has seen the development of the hospital as the chief treatment 

and research institution, exemplifying in its depersonalized 

and fractionated services, as well as its refined procedures, the 

ideals and principles of the scientific approach to the problem 

of disease. Although these emphases still largely prevail, there 

are signs that a new era is opening in which medical care will 

be conceived in broader terms.2 Advances made in public 

health, psychiatry, psychoanalysis, social work, and social 

science have given rise to a new concept of comprehensive (in 

contrast to specialized) medical care, which is modifying the 

former definitions and objectives of scientific medicine. 

Comprehensive care has become a popular slogan, both as 

applied to preventive medicine, on a community or wider 

basis, and to patient care within the hospital. In the era that 

lies ahead, leaders believe, this new outlook will win more 

general acceptance and will gradually become more effectively 

coordinated with the earlier approach. This will entail “some 

reconciliation between what has been called scientific medicine 

and what is now called comprehensive medicine, some better 

1 Flexner, Abraham, Medical Education in the United States and Canada, 1910. 

2 See the following articles, published in 1950: Barr, D. P., “The Changing 
Order in Medicine”; Bayne-Jones, Stanhope, “The Hospital as a Center of Pre¬ 
ventive Medicine”; Johnson, W. M., “The Training of a General Practitioner”; 
Long, P. H., “A Future for Preventive Medicine”; Moore, R. A., “The Physician 
and the Law”; O’Hara, Dwight, “Today’s Trends in Medical Education”; 
Rappleye, W. C., “The Physician in Modern Society”; White, P. D., “La 
Medecine du Coeur.” For further discussion and references see p. 48. 
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adjustment of the specialist to the generalist, and some re¬ 

structuring of both medical education and medical care to fit 

the heeds of a more knowledgeable social order.”1 

The recognition of sociological factors as intervening vari¬ 

ables in disease is, of course, nothing new for medicine either 

in its primitive backgrounds or its historical developments.2 

Indeed, the emotional, attitudinal, and interpersonal com¬ 

ponents of disease are rarely ever denied by physicians as 

significant factors in health, although in practice they may 

often be neglected. Some tacit recognition of the relevance of 

social dynamics to disease has generally been granted by the 

medical profession even at those points where it has shown 

diffidence or incapacity to deal with them constructively. 

It is easy to surmise that the great therapists, past and 

present, have exercised remarkable talents in the treatment of 

patients as people responding to complex social pressures. The 

success of these therapists has rested on a psychosocial base as 

well as a biophysical one. In their practice they have been able 

to combine sound principles from both spheres in a gifted, if 

largely intuitive manner. At this stage of our knowledge, how¬ 

ever, a haphazard approach is no longer adequate, for it 

leaves to chance insight many things that are already partially 

understood and formulated. 

1 Thirty-fourth Annual Report of the Commonwealth Fund, 1952, p. 2. 
Other recent Commonwealth Fund publications that have called attention 

to the changes going on in medicine are the following: 
Allen, R. B., Medical Education and the Changing Order, 1946; Idem, Medicine in 

the Changing Order, 1947; Ashford, Mahlon, editor, Trends in Medical Education, 
1949; Curran, J. A., and Eleanor Cockerill, Widening Horizons in Medical Educa¬ 
tion, 1948; Robinson, G. C., The Patient as a Person, 1939; Shryock, R. H., American 
Medical Research, Past and Present, 1947; Stern, B. J., American Medical Practice in the 

Perspectives of a Century, 1945; Stieglitz, E. J., A Future for Preventive Medicine, 1945. 
See also the following articles: Grant, J. B., “Toward Health: Certain 

Trends,” 1946; Gregg, Alan, “The Future of Medicine,” 1937; Leavell, H. R., 
“New Occasions Teach New Duties,” 1953; Meleney, H. E., “The Next Ten 
Years in Medicine,” 1947; Idem, “Preventive Medical Services for the Family,” 
1949; Idem, “Preventive Medicine in Tomorrow’s World,” 1950; Pemberton, 
John, “Possible Developments in Social Medicine,” 1943. 

2 Shryock, R. H., The Development of Modern Medicine, 1947; Sigerist, H. E., 
A History of Medicine, 1951, vol. 1; Zilboorg, Gregory, and G. W. Henry, A History 
of Medical Psychology, 1941; Zilboorg, Gregory, Mind, Medicine, and Man, 1943. 
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It can now be taken for granted, for instance, that for 

optimum medical success it is essential to reduce biological 

phenomena to scientific formulation. This same principle 

should apply with equal force to personal and social phenom¬ 

ena. It is entirely untenable, moreover, to assume that medical 

progress in the physical sciences renders social science less 

essential, or even less useful, in medical practice. The claim 

that in earlier times practitioners were forced to consider and 

treat their patients as persons and members of society in order 

to achieve any substantial success because their biophysical 

knowledge was inadequate, provides dubious justification for 

the neglect of social components in modern medical practice. 

The obvious challenge to the medical man of the present and 

the future, it would seem, is to develop in a systematic and 

scientific way and to utilize so far as possible the relevant 

principles and skills in both fields of forces. 

In a broad medical program, and not infrequently in the 

treatment of a single patient, the choice of either sphere in the 

dynamics of disease, with neglect of the other, sets up a false 

dichotomy and inspires a half-handed and patchwork policy 

in medical care for which the recipients of the service may pay 

with compromises in their health. Even excellent medical care 

on strictly physical and depersonalized grounds is not good 

enough to meet human needs, public demands, or the ideals 

of our leading therapists if something superior is possible on a 

more balanced and comprehensive basis. Although there is no 

wish to minimize here the primary importance of the physical 

factors involved in illness, a sound foundation clearly must in¬ 

clude whatever the social sciences can contribute to the per¬ 

sonal and more comprehensive problems of medical care.1 

Integration of the social disciplines with medicine, however, 

has necessarily been slow to evolve. The behavioral sciences 

1 Hinsie, L. E., The Person in the Body, 1945; Ryle, J. A., “Social Medicine,” 
1944; Stallybrass, G. O., “Social Medicine and the Comprehensive Medical 
Service,” 1944. 
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were established late and they have required a long period of 

incubation and growth before the findings from various 

branches could be fitted into a consistent and meaningful 

pattern of knowledge. 

Even then, the practical value of social scientific concepts 

and skills did not enlist immediate medical interest. It was 

probably the social worker, with her knack and skill in dealing 

with concrete personal problems in social context, who first 

attracted the attention of the physician because of her ability 

to place at his disposal much of the useful social data which the 

earlier “family doctor” had been able to gather firsthand in 

his routine medical practice. She became the physician’s first 

professional ally from the social field.1 However, her oppor¬ 

tunities, functions, and particularly her scientific scope were 

limited. Without much systematic training in research methods 

or concepts, and overburdened with case schedules and service 

activities, she was unable alone to represent to medicine the 

progress made in the various branches of the rapidly expand¬ 

ing social sciences. 

Indeed, for a time the interests of the social workers turned 

more directly to psychology, and especially to psychoanalysis, 

for concepts and principles that would relate and interpret 

their findings concerning the patient and his family or other 

intimate group memberships. In terms of the dynamics in¬ 

volved, the problems of the individual were viewed primarily 

from the personal side. For the use of the social worker, the 

recognition and partial clarification of the role of unconscious 

motivations and interpersonal conflicts held great promise, 

particularly as applied to the early and intimate relationships 

of family life. 

In different context and with varied emphases, other useful 

concepts have been emerging in the behavioral sciences that 

clarify the function of the social and cultural dynamics which 

impinge directly upon and largely determine human adapta- 

1 Bruno, F. J., Trends in Social Work, 1948. 
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tions.1 Many of these background factors of the social environ¬ 

ment, which channel and determine individual and group 

behavior, are recognized, like those interesting the psycho¬ 

analyst, as being mainly indeliberate and automatic in their 

effect and for that reason especially well suited to study on an 

objective basis. 

The social sciences that study these factors, however, were 

separately established, with widely divergent types of orienta¬ 

tion. For some time they continued to pursue relatively in¬ 

dependent courses, developing their own concepts and setting 

up their own frames of reference. More recently, however, the 

lines of thought and types of research in the several fields have 

been converging, with a consequent merging and reinforcing 

of the formulations of psychological and social dynamics in 

personal and group adaptations. A natural next step is to re¬ 

late psychosocial formulations to findings in the biophysical 

field, both conceptually and with practical intent. Some tenta¬ 

tive efforts have already encouraged the pulling down of 

fences between the different behavioral sciences and some 

joining of hands with the physical sciences all along the line. 

It is perhaps in the study of the personal and social com¬ 

ponents of illness that the integration of psychosocial and bio¬ 

physical theories around the problems of the individual is 

offered the greatest practical challenge. Here the varied ap¬ 

proaches for both research and application are brought into 

alignment to provide a broader basis for diagnosis and a more 

comprehensive foundation for programs of prevention, ther¬ 

apy, and rehabilitation. 

Medicine is, indeed, in a strategic position for the integra¬ 

tion of biological and sociological knowledge. In the ranks of 

the professions, it is the physician more than anyone perhaps 

1 Chase, Stuart, The Proper Study of Mankind, 1948; Childe, V. G., Social Evolu¬ 

tion, 1952; Kroeber, A. L., “So-called Social Science,” 1936; Leighton, A. H., 
Human Relations in a Changing World, 1949; Linton, Ralph, editor, The Science of 
Maninthe WorldCrisis, 1945; Maclver, R. M., Social Causation, 1942; Malinowski, 
Bronislaw, A Scientific Theory of Culture, 1944; Ogburn, W. F., Social Change, rev. 
1950; Sumner, W. G., and A. G. Keller, The Science of Society, 1927, vol. 1. 
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who must rely on the biophysical sciences and also deal daily 

with an abundance of psychosocial data relevant to the in¬ 

dividual’s adaptations. He may study firsthand in the same 

body, and often focused in the same organs, the combined 

effects of biophysical and psychosocial forces in operation. In 

short, he is in a position to look both ways and to achieve a 

more integrated and comprehensive perspective. 

Why has not the physician done more of this? For one thing, 

only recently has he recognized that forgotten or uncon¬ 

scious motivations in the lives of his patients, associated with 

especially stressful social situations, can provoke reaction 

patterns that may damage certain of their organs—heart, 

stomach, respiratory system, and so on. Medical men in 

general are just beginning to search systematically for be¬ 

havioral processes and guiding concepts that go beneath the 

level of organic lesions and identifiable physical disorders. The 

recognition of unconscious, disguised, and automatic personal 

and social dynamics, as well as the more easily observed 

stresses in the individual’s adaptations, has introduced into 

the behavioral sciences and medicine something that is pro¬ 

found and maybe prophetic. 

We must remember, however, that we are still under the 

impact of an epoch of amazing progress in the physical sci¬ 

ences which nearly eclipsed for a time medical interests in 

their social counterparts. Accordingly, the clinical portrayals 

of the patient often tend to overlook his personal and social 

involvements as a result of preoccupation with his case history 

as an organism. Neither the extraordinary successes nor the 

therapeutic ineptitudes and failures on the personal and social 

side of the medical care are usually accorded the sober scrutiny 

and systematic study that has become routine for similar suc¬ 

cesses or failures on the strictly physical side. This may be 

explained in part by the late development of the behavioral 

sciences, but it may also be attributed to the tendency of 

medical men to block with a pervasive skepticism any interest 
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on their part in the personal and social components of disease. 

They often raise rhetorically such questions as “What, after 

all, have the behavioral sciences to offer medicine?” Since 

medical problems are acknowledged to involve important 

personal and social factors, would it not be more constructive 

to reformulate the question thus: “How can we as medical 

men work with the social scientists in the accumulation of new 

knowledge and skills for the preservation of health and the 

treatment of sick people?” 

We have already indicated that a change in outlook is be¬ 

coming apparent, with greater concern being shown for the 

emotional and social components in disease and its treatment. 

The fact that in spite of the amazing triumphs over contagious 

diseases our hospitals are still crowded with incapacitated 

people leads to increasing medical interest in the so-called 

functional disorders and other less-well-understood ailments. 

Added to this are recent developments in the behavioral sci¬ 

ences, such as the study of stress in social relationships, which 

serve to support the present shift in interest. This expansion of 

medical horizon with respect to what may be involved in an 

illness is indicated by the greater concern in “the patient as a 

person,” the search for social variables in disease, the formula¬ 

tion of new goals in comprehensive patient care (or even 

family care), and the growth of programs of teamwork in 

therapy and rehabilitation. In addition, there are new formu¬ 

lations of the role of the “personal physician” and varied ex¬ 

perimental projects in prepayment and group insurance for 

extended medical security. 

In summary, there is now emerging within the medical pro¬ 

fession a more systematic concern for the personal and social 

factors in illness and a more forthright recognition of medical 

responsibility for comprehensive safeguards against them. In¬ 

deed, some physicians point out the inherent paradox in 

medical programs that treat patients by procedures based 

solely upon physical etiology or causation and neglect con- 
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sideration of the psychosocial components. They recognize 

that such treatment can prove self-defeating and may actually 

worsen the patient’s condition, in spite of very competent 

medical care on a strictly physical basis. Thus, a growing 

segment of the medical profession is devoting considerable 

interest to the study of the psychosocial elements in ill health 

and to ways of putting such knowledge to the most effective 

use. 

However, before these goals can be effectively attained, the 

alliance between medicine and social science must be care¬ 

fully nurtured. Regular channels of communication must be 

established and utilized, facts and insights from the physical 

and social sciences shared and integrated, and new conceptual 

formulations provided for the promotion of research toward 

better medical service and better science. 

The present volume makes a step in that direction. It is an 

effort to set some of the fundamental social science concepts 

within a medical context and to endow them with significant 

meaning for medical personnel, so that they will be able to 

appreciate more fully the patient’s personal problems as a 

member of society and make use of this understanding in the 

treatment of illness. 



CHAPTER 2 

Backgrounds and Perspectives in 

Medicine and Social Science 

The growing awareness that medicine and 

social science share many areas of common concern is in line 

with historical developments in the physical sciences. In 

chemistry, physics, and biology, as new problems arose that 

resisted solution in terms of traditional concepts, it was found 

necessary to cross interdisciplinary boundaries and seek scien¬ 

tific allies. We have witnessed, for example, the emergence of 

biochemistry, biophysics, and physical chemistry as new 

fields of specialization representing cross-linkages of scientific 

personnel, concepts, and methods. In this process the identity 

of the parent sciences was not at all blurred. Each represented 

accumulations of basic knowledge useful for collaboration and 

gained new orientations and skills for identifying and investi¬ 

gating problems of joint concern. 

This same process is becoming apparent with respect to 

medicine and social science. There are problems in medicine 

that transcend traditional, organized medical knowledge and 

that are leading some medical experts toward the exploration 

of sociological variables in health and disease. This requires 

alliance and collaboration with those disciplines that have 

studied human adaptations from the standpoint of group 

processes and cultural dynamics. It is not essential that either 

medicine or the social sciences abandon their primary concern 

or concepts, but each discipline must achieve new orientations 

and perspectives in promoting joint undertakings. 

Just as earlier there came an opportune time for linking 

medicine with such specialized sciences as anatomy, physi- 

i7 
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ology, neurology, and so on, with outstanding gains, so now 

the new union with the social sciences offers promise of further 

advancement in the understanding and control of illness. Per¬ 

haps these present developments can be better appreciated if 

we review the separate lines of expansion that have brought 

the two disciplines to a common meeting place—focus on the 

individual in his social environment. 

DEVELOPMENTS IN MEDICAL SCIENCE 

The development of medicine as a science has taken place 

almost entirely within the modern era of the western world, 

and its advances have been the product chiefly of the prime 

centers of western civilization, Europe and America. During 

the vast stretches of man’s previous history, and even at present 

over great parts of the world, the medical arts have remained 

tied to superstitious customs involving little or no knowledge 

of the human body. Attitudes toward sickness were interwoven 

with religious conceptions, and treatment was in the hands of 

the shaman, or medicine man, who was often more priest than 

physician.1 At the same time, many folk remedies held ele¬ 

ments of empirical value because they represented the accumu¬ 

lated trial-and-error experience of previous generations, and 

had survived in the culture as a consequence of their effective- 

1 Ackerknecht, E. H., “Natural Diseases and Rational Treatment in Primitive 

Medicine,” 1946; Idem, “On the Collecting of Data Concerning Primitive Medi¬ 
cine,” 1945; Idem, “Primitive Medicine and Culture Pattern,” 1942; Idem, 
“Primitive Surgery,” 1947; Idem, “Problems of Primitive Medicine,” 1942; Idem, 
“Psychopathology, Primitive Medicine, and Primitive Culture,” 1943; Charles, 
L. H., Drama in Shaman Exorcism, 1953; Corlett, W. T., The Medicine-Man of the 
American Indian, 1935; Devereux, George, “Primitive Psychiatry,” 1940-1942; 
Elkin, A. P., Aboriginal Men of High Degree, 1946; Evans-Pritchard, E. E., Witch¬ 
craft, Oracles, and Magic Among the Azande, 1937; Ferguson, E. A., The Theory and 
Practice of Medicine Among Preliterate Peoples, 1947; Field, M. J., Religion and 

Medicine of the Ga People, 1937; Greenlee, R. F., “Medicine and Curing Practices 
of the Modern Florida Seminoles,” 1944; Hallowell, A. I., The Role of Conjuring 
in Saulteaux Society, 1942; Kluckhohn, Clyde, Navaho Witchcraft, 1944; Maddox, 
J. L., The Medicine Man, 1923; Morgan, William, “Navaho Treatment of Sick¬ 
ness,” 1931; Paul, B. D., “Mental Disorders and Self-Regulating Processes in 
Culture,” 1953; Rivers, W. H. R., Medicine, Magic, and Religion, 1924; Sigerist, 

H. E., A History of Medicine, 1951, vol. 1; Stone, Eric, Medicine Among the American 
Indians, 1932. 
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ness. Without even an elementary knowledge of the structure 

of the body or the nature of disease, moreover, the medicine 

man and his helpers were often able to effect remarkable cures 

because they paid considerable attention to the bearing of 

emotions, attitudes, and social pressures or supports upon sick¬ 

ness and health, and made active even though unsophisticated 

use of these psychosocial elements in therapy. Some of this 

understanding and skill has been retained all along the way 

and also refined in the present-day relationships of the phy¬ 

sician to his patients; but it has only recently become the ob¬ 

ject of scientific interest in general medical care and in the 

relationship of the entire therapeutic team. 

It is easy to understand how medicine, confronted with the 

amazing achievements of the rapidly striding natural sciences, 

was compelled to break with its mystical past and adopt a new 

credo. As a result, from the beginning of the scientific era, the 

developing methods and viewpoint of the “pure” sciences were 

turned upon the human body to the neglect of its “spirit.” The 

structure of the body, its functions, and the diseases that 

plague it, have since then been studied chiefly within the 

physicochemical or biophysical frames of reference. Con¬ 

sequently, the distinctive nature of man as a person and the 

essential oneness of his psychic and organic life have been largely 

overlooked. 

The great “laboratory period” of medicine has been bril¬ 

liant and productive. One by one, many of the mysteries of 

man’s organic nature have been unraveled. During the Renais¬ 

sance, methods of autopsy were developed which made possible 

for the first time a precise study of the details of the human 

organism. The skeletal structure and skeletal muscles were 

first painstakingly mapped out. Later, in the seventeenth cen¬ 

tury, the forward bounds of physics under the leadership of 

Galileo and Newton brought application of physical principles 

to the human body, and Harvey produced his study of the 

heart and the circulation of the blood. A hundred years after- 
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ward the problems of circulation were skillfully investigated 

from a quantitative point of view by another Englishman, 

Stephen Hales. Late in the eighteenth century when chem¬ 

istry was making signal advances, physiology profited from the 

new knowledge, particularly in the investigation of respira¬ 

tion, in the comparison between living organisms and other 

agencies of oxidation, and in a new appreciation of the nature 

of the digestive processes. 

Stemming from these and other pioneering efforts, the 

nineteenth and early twentieth centuries represented the great 

productive period of this laboratory approach. As the result 

of experiment, observation, and dissection, the various organs 

of the human body and the systems by which they function, 

each in turn, yielded to analysis. The fundamental postulate 

of this era of investigation was that living organisms could be 

understood in terms of biophysics and chemistry, and it was in 

such terms that medicine set about the study of disease and its 

treatment. 

This orientation led logically to detailed analysis of the 

physical mechanisms in the human body. The principal aim 

in the exploration of the causes of disease was the localization 

of pathological processes, with the search limited largely to 

identifying local morphological changes in tissue. This lab¬ 

oratory approach led to fundamental achievements in under¬ 

standing and combating disease, as set forth in modern bac¬ 

teriology, pharmacology, and surgery. With the discovery and 

identification of germs and other micro-organisms, an epoch 

was launched in which great categories of infectious diseases 

have been brought largely under control. 

The very brilliance and progress of this age and the amazing 

fruits of this particularistic method of research led, however, to 

a somewhat one-sided development. It blurred the funda¬ 

mental fact that the organism functions as one unit, which is 

goal-striving, and that each part can be thoroughly under¬ 

stood only in relation to the whole and in terms of its strivings. 
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Disease usually meant not what happened to the whole man 

but what happened to his organs. The approach to diseases 

largely turned into the task of localizing the defect to one or 

another part, classifying it in terms of known groups of dis¬ 

eases, and treating it in a prescribed manner. Medical 

scientists became so engrossed with the accumulating 

mass of data concerning specific diseases and their manifes¬ 

tations that they lost interest for a time in the search for new 

perspectives. 

Renewed Medical Interest in the Whole Person 

While the science of medicine at first took little notice of the 

fact, there has always been, as we have seen, wide popular 

recognition that a man who feels threatened exhibits changes 

in his physical organism relevant to his health. The heart that 

beats faster with rage or fear, the palm that sweats with 

anxiety, the shudder of terror, the chill of grief, all bore gross 

testimony to such connections. But partly because these effects 

were presumably of a passing nature, and therefore not rele¬ 

vant to organ damage, no great attention was given to them 

by medical science. 

At about this time, growing knowledge in experimental 

neurology helped to pave the way for a more comprehensive 

understanding of the interrelationships of different parts of the 

body. All parts were shown to be connected more or less closely 

with the central governing mechanisms of the nervous system. 

While the involuntary or autonomic nervous system helped 

mainly to regulate internal bodily processes, the voluntary or 

somatic nervous system subserved the external organs that 

dealt with the outer environment. The autonomic nervous 

system, involved in dilation of the pupils, secretion of saliva, 

slowing of the heart, production of perspiration, erection of the 

hair, and contraction of the blood vessels, indicated the oc¬ 

currence of a relationship between internal bodily processes 

and feelings, attitudes, and emotions. Moreover the skeletal 
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muscles and joints supported by both systems become ex¬ 

tensively involved in such emotional and behavioral adjust¬ 

ments to threats, as is conspicuously shown by tremors, tics, 

twitchings, and spasms. The full implications of such relation¬ 

ships were, however, for the time not extensively explored. 

Investigations of the functions of the ductless glands, a com¬ 

paratively recent development of medical science, gave evi¬ 

dence from biochemical analysis of the relationship between 

emotional and personality factors and the internal mechanisms 

of the body. The glands are involved in chemical regulation of 

the body through secretion of specific substances into the blood 

stream, and prove to be responsive to the needs and purposes 

of the individual through delicate connections with the cere¬ 

brum and the autonomic nervous system. Thus, for instance, 

the adrenal gland, by the discharge of adrenalin in times of 

danger, helps to mobilize the body for action. Moreover, these 

glands prove to have continuing functions, and to vary in their 

activity from individual to individual. Researches in this field 

thus served to spur the movement for a more synthetic and 

unified approach to the study of man and his diseases.1 

Interconnections of a different kind were brought to light 

through observation and study of individuals with so-called 

“hysterical” manifestations. Certain patients exhibited symp¬ 

toms, chiefly disturbances of the sensory and motor functions, 

for which no gross structural basis could be found. The fact 

that these symptoms could be made to disappear during 

hypnosis suggested the hypothesis that they were attempts to 

discharge by acting out the tensions resulting from serious 

emotional conflicts. In his early researches with hypnosis, 

Freud found that such patients under hypnosis brought forth 

startling revelations of their emotional conflicts. He came to 

1 Alexander, Franz, Psychosomatic Medicine, 1950; Cannon, W. B., Bodily 
Changes in Pain, Hunger, Fear and Rage, 1929; Idem, The Wisdom of the Body, 1939; 
Cobb, Stanley, Emotions and Clinical Medicine, 1950; Galdston, Iago, editor. Beyond 

the Germ Theory, 1954; Gellhorn, Ernst, Autonomic Regulations, 1943; Reymert, 
M. L., editor. Feelings and Emotions, 1950. 
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classify such manifestations under the heading “conversion 

hysteria.” From these discoveries stemmed studies of the role 

of the unconscious in human behavior, and the protective 

reactive mechanisms that operate in human adaptation.1 

Paralleling these findings were the discoveries by interested 

physicians concerning “functional” ailments. Disturbances 

were found in the performance of certain of the internal organs 

such as the stomach, the bowel, the cardiovascular system, for 

which no gross structural basis could be found; even the most 

careful study with the microscope of removed or dead tissues 

could reveal no discernible morphological changes. Only the 

coordination and intensity of function of the organ was dis¬ 

turbed, often without initial change in its anatomic structure. 

Physicians came to postulate that the occurrence of such ail¬ 

ments might be related to the maladjustments of the individ¬ 

ual, the organ’s performance being influenced through its con¬ 

nections with the central and autonomic nervous systems. In 

this light, treatment was often directed toward helping the 

patient change his goals, attitudes, or way of life, or helping 

him realize the importance of working himself out of his dif¬ 

ficulties. If circumstances were favorable, if the pattern of 

abreaction was not too deeply ingrained, the bodily derange¬ 

ments were often reversible. Thus, they were regarded as less 

serious than “organic” disorders. 

However, the relevance of such inappropriate adaptive re¬ 

actions to “physical” disease was further emphasized when 

clinicians began to suspect that long-endured “functional” 

disorders may gradually lead to serious “organic” difficulties 

or those with irreversible morphological changes. Indeed, 

there is rapidly accumulating evidence that such may be the 

case. These ailments are seen to advance through two stages. 

First, the normal operation of a part or a bodily system is 

altered in performance—amount, duration, or pace—as a part 

of the individual reaction to a threatening situation; and 

1 Jones, Ernest, The Life and Work of Sigmund Freud, 1953, vol. 1. 
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second, the chronic or vigorous functional disturbance leads 

to tissue damage and sometimes to irreversible disease ot 

organs and systems.1 

The Relation of Stress and Disease 

A working hypothesis formulated by Wolff and his associates 

suggests that protective reactions are primarily elicited in 

response to dangerous physical, chemical, or electrical noxious 

stimuli, and that these same patterns so used in an appropriate 

and useful manner may be subsequently evoked by symbols of 

danger or threat. They are then less appropriate, and there¬ 

fore may do harm. 

Also, according to this view, protective reactions are not 

“chain” reactions, in which the individual first “feels” (fear, 

anxiety, hostility, and so on), which is then followed by altered 

bodily function (gut, heart, skeletal muscles, and so on), and 

ultimately by abnormal behavior. Indeed, changed behavior, 

feelings, attitudes, and bodily states are all seen as parts of the 

reaction to the threat and hence not causally related to each 

other. It is emphasized that feelings, bodily adjustments, and 

behavior alter concurrently in reaction to threats, and in vary¬ 

ing relative amounts. Although protective reactions in a given 

individual are usually predictable as to dominance and order 

of occurrence during stress, one reaction may prevail to such a 

degree as to hide the others. Such dominance may shift during 

the life of an individual from one constellation to another. 

For example, a man in reaction to a situation in his family that 

caused him to feel humiliated and to develop ulcerative colitis, 

was ostensibly tranquil, inactive, and cooperative in behavior. 

1 For summaries of developments in psychosomatic medicine, the reader is 
referred to: Dunbar, H. F., Psychosomatic Diagnosis, 1943; Idem, Mind and Body, 

1947; Idem, Synopsis of Psychosomatic Diagnosis and Treatment, 1948; Garrett, J. F., 
editor. Psychological Aspects of Physical Disability, 1952; Halliday, J. L., Psychosocial 
Medicine, 1948; Seidenfeld, M. A., Psychological Aspects of Medical Care, 1949; 
Selye, Hans, “The General Adaptation Syndrome and the Diseases of Adapta¬ 

tion,” 1946; Weiss, Edward, and O. S. English, Psychosomatic Medicine, 1949; 
Proceedings of the Association for Research in Nervous and Mental Disease, 1950: 
Life Stress and Bodily Disease. 
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Then, some time later, still in the same setting, with exacerba¬ 

tion of bad relations with his family, the colitis abruptly ended, 

and he became extremely restless, deeply depressed, uncoopera¬ 

tive, and attempted suicide. In brief, different protective or 

adaptive reactions are not causally related (that is, anxiety 

does not cause dyspepsia) but are separate, though interrelated, 

adjustment patterns. 

The thesis to be considered in this essay may be epitomized 

as follows. The stress accruing from a situation is based in 

large part on the way the affected subject perceives it: per¬ 

ception depends upon a multiplicity of factors including the 

genetic equipment, basic individual needs and longings, 

earlier conditioning influences, and a host of life experiences 

and cultural pressures. No one of these can be singled out for 

exclusive emphasis but since man is a tribal creature, socio¬ 

cultural forces are important. The common denominator of 

stress disorders is reaction to circumstances of threatening 

significance to the organism. Such stress reactions are shown 

to be relevant to disease. 

The particular adaptation pattern evoked by a noxious 

agent or threat is the resultant of past life experience that con¬ 

ditions individuals to react in specific ways. Hence “etiology” 

in disease becomes a function not merely of precipitating 

incident and setting but largely of the past of the individual 

and the group with which he is identified. 

Protective reaction patterns are evoked in given individuals by 

threats of highly particularized significance. It has been shown 

that these threats or situations evoke entirely different bodily 

responses in different persons, although when a threat evokes 

a particular adaptive pattern, the reaction often can be seen 

to include specifically related attitudes, feelings, and behavior. 

Medical Interest in Life Histories 

Such a widening of medical horizons on the nature and 

origins of illness is leading to a new interest in, and concern 
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for, the life history of the individual. As a human being, an 

integrated unit with fears, aspirations, goals, despairs, and 

compulsions which profoundly affect his physical make-up, 

the patient as a person and a product of his past experience is 

becoming the legitimate object of medical study. The line 

formerly conceived to divide sharply his organic processes from 

his emotional and social life is now seen to be an artificial 

one, and many kinds of research and analysis have as their 

aim a more synthesized over-all approach to his problems. 

The reactions to stresses and strains in the person’s mental 

and emotional life and the “attitudinal sets” which he acquires 

in his relationships with intimate associates are seen to ac¬ 

cumulate and to express themselves in personal crises, often 

overdramatized. Such repeated emergency adaptations be¬ 

come habitual and result in sets of protective and defensive 

reaction patterns to certain life situations that are overly 

challenging, threatening, or otherwise intolerable for the in¬ 

dividual. Typical run-of-the-mill examples of such pressures 

in our society may be the need to get ahead, to live up to rep¬ 

utation and role, to make money, to provide for a family, to 

make a name for oneself, to achieve “success,” and so on. Such 

pressures may become for a particular person overbearing, 

pushing him into impractical strivings, overwrought anxieties, 

inappropriate responses, and consequent abuse of his bio¬ 

logical capacities. It is becoming evident that a person’s life 

situations and his ill-suited reactions to perceived threats there¬ 

in correlate significantly with certain of his physical ailments; 

in short, that his “way of life” has conditioned his acquirement 

of the disease and his adaptations to it.1 

While it is assumed that certain diseases are more closely 

associated with social pressures and personality characteristics 

1 These factors are ably discussed in the following books: Faris, R. E. L., 
Social Disorganization, 1948; Kershaw, J. D., An Approach to Social Medicine, 1946; 
Mannheim, Karl, Man and Society in an Age of Reconstruction, 1940; Robinson, G. G., 

The Patient as a Person, 1939; Selye, Hans, The Physiology and Pathology of Exposure 
to Stress, 1950; Wolff, H. G., Stress and Disease, 1953. 
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than others, apparently no clinician is wise enough to say 

which are entirely free of such influences, including the in¬ 

fectious diseases. In clinical case histories the affinity of the 

person for his ailment is often easily surmised by the physician 

or, indeed, suspected by a discerning patient himself. But how 

to unravel and deal effectively with the complex set of factors 

involved presents a challenge to medicine that relates its 

interest to those of the social sciences and brings into sharp 

focus the patient as a goal-directed person in society. 

DEVELOPMENTS IN THE SOCIAL SCIENCES 

Although the findings of medical science have always been 

recognized as having a direct bearing upon man’s welfare, the 

theoretical formulations of the social sciences remained for a 

long time within the province of the obscure and the scholarly 

and have only in recent decades reached a stage of develop¬ 

ment where their practical usefulness has begun to win wider 

acknowledgment. As applied to medical care, this new recog¬ 

nition has been chiefly the result of the light social science has 

shed upon the problems of the individual human being as a 

group member within a particular society and culture, and 

the possible influence of such factors upon his health and well¬ 

being. 

Study of man as a social being may be traced back to the 

philosophical speculations of the early Greeks and their suc¬ 

cessors in later eras; but previous to the past century, such 

study was largely the fruit of rational thought, was distorted 

by the prejudices of the time and place, and was based only to 

a limited extent upon the empirical data that would make it 

qualify as genuine scientific research. A more objective per¬ 

spective was largely the result of the opening up of vast new 

areas of the world where human beings were found to be 

living with beliefs and customs so far different from those of 

the dominant civilizations that established convictions re¬ 

garding the nature of man had to be thrown into the discard. 
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It became apparent that man’s ways of acting, feeling, and 

believing could be explained only by postulating the existence 

of a further element, interposed between man and his en¬ 

vironment, which helps to shape all his adaptations to his 

physical milieu and to his fellows. This elusive and all-im¬ 

portant element in human life, of which thinkers in earlier 

times were only dimly aware, has come in modern social sci¬ 

ence to be known as culture.1 

Recognition of this important x-factor has served as one of 

the cornerstones for the building of a science of human be¬ 

havior in which the various social sciences, especially anthro¬ 

pology, sociology, and social psychology, that had previously 

pursued relatively independent courses, are now uniting. In 

the brief historical sketch below, cultural studies are considered 

chiefly within the framework of anthropology, which has done 

the principal spadework in the field and collected much of the 

basic primary data on group life in other than western cul¬ 

tures. But this device is largely one of convenience. At every 

step other social sciences have made major contributions to 

our knowledge of culture, society, and the human individual, 

and they have been integrated into the general framework 

within which all branches of science now press forward.2 

1 For representative examples, consult: Herskovits, M. J., Man and His Works, 
1948; Kluckhohn, Clyde, Mirror for Man, 1949; Kroeber, A. L., editor, Anthro¬ 

pology Today, 1953; Idem, “The Concept of Culture in Science,” 1949; Linton, 
Ralph, The Study of Man, 1936; Lowie, R. H., A History of Ethnological Theory, 
1937; Malinowski, Bronislaw, A Scientific Theory of Culture, 1944; Idem, “Culture 
as a Determinant of Behavior,” 1936; Idem, “Man’s Culture and Man’s Be¬ 
havior,” 1941—1942; Miihlmann, W. E., Geschichte der Anthropologie, 1948; Mur¬ 
dock, G. P., “The Science of Culture,” 1932; Idem, “Bronislaw Malinowski,” 

1943; Roheim, Geza, The Origin and Function of Culture, 1943; Sapir, Edward, 
“Culture, Genuine and Spurious,” 1924; Idem, “Cultural Anthropology and 
Psychiatry,” 1932; White, L. A., The Science of Culture, 1949; Idem, “History, 
Evolution, and Functionalism,” 1945. 

2 Provocative attempts at integrating the social sciences have been made by: 
Evans-Pritchard, E. E., Social Anthropology, 1951; Gillin, John, The Ways of Men, 

1948; Lewin, Kurt, Field Theory in Social Science, 1951; Maclver, R. M., Social 
Causation, 1942; Merton, R. K., Social Theory and Social Structure, 1949; Parsons, 
Talcott, The Social System, 1951; Parsons, Talcott, and E. A. Shils, editors, 
Toward a General Theory of Action, 1951. 
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Early Developments in Anthropology 

For many years anthropologists relied upon museum col¬ 

lections and the racy reports of explorers, travelers, traders, 

and political emissaries for the facts out of which to formulate 

their theories of culture. It is common knowledge that these 

early students of man, the so-called “museum moles” and “arm¬ 

chair scholars” took a forward stride when they decided to 

spend part of their time in the ethnographic field. They began 

to observe directly the behavior of their more primitive con¬ 

temporaries and to share their experience. They undertook to 

gather firsthand, and “on the hoof” so to speak, the relevant 

and vital data with which to check and revise their theories. 

This step beyond books and museums could hardly ap¬ 

proximate the methods of the scientific laboratory. It has 

usually been impossible, except within very confined limits, to 

test social formulations in a controlled situation and under 

planned experimental procedure.1 Even for the investigator in 

the field, human beings in group life do not easily lend them¬ 

selves to such manipulation, especially when the observer is a 

stranger and of alien background. 

Anthropologists therefore adopted methods of observing 

and systematically recording the behavior of man in those 

laboratory setups within which nature performs its own ex¬ 

periments on human beings—the countless societies the world 

over, each with a separate and somewhat different culture. 

Primitive peoples were particularly well adapted to such study 

and analysis. In these small, relatively isolated tribes, free 

from the complexities and manifold relationships of more ad¬ 

vanced civilizations, a field worker could observe some of the 

1 Chapin, F. S., Experimental Designs in Sociological Research, 1947; Dodd, S. C., 
A Controlled Experiment on Rural Hygiene in Syria, 1934; Greenwood, Ernest, Experi¬ 
mental Sociology, 1944; Herskovits, M. J., “The Ethnographic Laboratory,” 1948; 

Lewis, Oscar, “Controls and Experiments in Field Work,” 1953; Lippitt, R., 
“The Strategy of Sociopsychological Research,” 1950; Rose, A. M., “Conditions 

of the Social Science Experiment,” 1948; Sherif, Muzafer, “Some Methodologi¬ 
cal Remarks Related to Experimentation in Social Psychology,” 1947. 
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infinite variety of ways in which culture can shape the be¬ 

havior and attitudes of man. 

For scientific purposes the adoption of a systematic scheme 

for recording cultural phenomena in specific time and place 

settings marked an important step forward. By this means the 

form and content of a culture, and its relation to the physical 

environment, could be set down and compared with that of 

other cultures in order to study the circumstances and the 

organized forces within which the lives of a particular group 

of people could and did find expression. 

For the time, in anthropology, this proved a most fruitful 

approach. The field worker endured considerable personal 

discomfort and labored diligently to acquire and document data 

concerning the different cultures: the varied conditions under 

which people are found to survive; the cultural patterns that com¬ 

pel, limit, or otherwise influence their attitudes and behavior; 

and the dynamics of cultural change. In such a manner, 

anthropology became in a major sense situational in character, 

descriptive in content, broad in scope, and comparative in method. 

A gross classification of the data assembled fell under the 

rubrics organic and super organic phenomena. Glassed under organic 

elements of societal life were such items as the physiological 

characteristics of the people; the physical environment with 

its climate, flora, fauna, and so forth; the material equipment 

shaped by the hands of man; the source, type, and means of 

subsistence. These organic elements provided, of course, the 

physical base and framework which limited as well as in¬ 

fluenced the less material elements of the culture.1 Included 

under superorganic2 were the social systems of group organiza¬ 

tion and relationships (the economic institutions, the family, 

religion, and government); the manifest and inferred goals and 

norms of human strivings; the meaningful interpretations of 

past and present experiences; the rules and codes of conduct; 

1 See Murdock, G. P., and others, Outline of Cultural Materials, 1945. 

2 Kroeber, A. L., “The Superorganic,” 1917; Spencer, Herbert, Principles of 
Sociology, 1896; Sumner, W. G., and A. G. Keller, The Science of Society, 1927, vol. 1. 
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and the socially sanctioned rewards and penalties for com¬ 

pliance and breaches in prescribed behavior. 

This context approach for comparative purposes, and for the 

formulation of broad generalizations about man, his capacity, 

and his culture prevailed throughout a long and very produc¬ 

tive period. Vast accumulations of data were assembled and 

classified from a random, but worldwide, sample of surviving 

tribes. These many invaluable ethnographic reports constitute 

our primary documentary sources in anthropological litera¬ 

ture. In broad perspective the aim was eventually to bring 

together for comparative studies an adequate sample of cul¬ 

tures that would portray the most comprehensive range of 

patterned contexts for human behavior in all its existing, if not 

in all its possible, manifestations. Thus, in brief, cultural an¬ 

thropology first came into its own as a context-centered, rather 

than a person-focused, science. 

All this was essentially a study of tribal systems, an exami¬ 

nation and comparison of cultural settings into which numbers 

of human beings are born, live through the cycle of their lives, 

and pass out of life in a more or less prescribed and predictable 

manner. The formulation implied that the biological organ¬ 

isms, that is, the individuals, may come and go but that the 

sociocultural system has an existence of its own and goes on to 

fulfill its independent destiny, limited only by the capacities of 

the organisms and the circumstances of the physical environ¬ 

ment. Efforts were made to discover and to formulate the 

principles and processes common to all such societal systems.1 

In laboratory parlance, emphasis was placed on the varied 

and variable forms and forces within the maze (of culture) 

rather than on the individuality of the persons who, like 

rodents, run their course within the prescribed setup. Nor 

was much attention paid to the consequence of maze-running 

1 Excellent summaries of this general approach are to be found in Briffault, 
Robert, The Mothers, 1927; Lippert, Julius, Kulturgeschichte der Menschheit ihrem 

organischen Aufbau, 1886; Lowie, R. H., A History of Ethnological Theory, 1937; 

Sumner, W. G., and A. G. Keller, The Science of Society, 1927. 
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for any members of the group. Indeed, in the growth and 

development of the culture, any particular individuals were re¬ 

garded as replaceable, if not interchangeable, units who fitted 

into the social pattern, or were eliminated because they did 

not fit. The maze was the thing. There arose in anthropology, 

therefore, a rationale that justified ignoring individuals except 

as informants and specimens who revealed through their be¬ 

havior the patterns and pressures of their culture. 

Moreover, from the comparative studies of many different 

cultures, anthropologists came to view man as a tribal being 

rather than as a biological creature. At first, they were im¬ 

pressed much more by the diversities in cultural patterns and 

the consequent deviations in individual adaptations among 

the tribes than by the basic uniformities and limitations in 

human behavior. Whenever queries arose concerning a par¬ 

ticular way of coping with a specified need or problem, a stock 

ethnographic answer came to be: “Well, some do and some 

don’t.” There usually followed statements of fantastically 

variable practices, inspiring the idea that other instances could 

be discovered even farther off center. Thus, at least in folklore, 

almost any imaginable conduct appeared to be standard 

practice somewhere. This attention to cultural differences that 

shaped human behavior within so wide a range of variations 

continued for a long time. Valiant attempts were made to visit 

the most isolated tribes and to document the most outlandish 

customs before they should become corrupted by civilization 

or disappear from the face of the earth, with some significant 

oddity of behavior lost, perhaps forever, to social science. 

As a consequence of these developments in anthropology, 

two kindred and somewhat radical concepts arose with respect 

to culture and human nature: the principle of cultural rela¬ 

tivity1 and the theory of individual pliability. Students of culture 

set forth the thesis that there are few cultural norms, or pre¬ 

ferred standards of behavior, that apply universally. They also 

1 See Herskovits, M. J., “The Problem of Cultural Relativism,” 1948. 
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held that biological factors may seldom, if ever, determine the 

specific patterns of individual adaptation, except in gross and 

obvious ways, such as providing in some manner for the necessity 

of eating, breathing, elimination, rest, and so on. Indeed, by 

the stronger proponents of the theory, the biological pro¬ 

pensities were hardly regarded as limiting elements when be¬ 

havior was viewed from the perspective of the great variety of 

adaptations that existed. Granting the possibility in the physi¬ 

cal environment, it was assumed that a culture could move in 

almost any direction, imposing its patterns upon the partici¬ 

pants, and making any biologically feasible behavior standard 

and proper. Also, individuals could be conditioned and ac- 

culturated into any one of an unknown variety of adaptations, 

proving the human organism to be amazingly modifiable. 

These concepts wrought havoc with our traditional and 

long-cherished ideals concerning philosophical verities and 

ethical values and, above all, with the theory that human be¬ 

havior is biologically patterned and instinct-determined. Even 

our inalienable natural rights and the so-called noble instincts 

became subject to challenge. For a time the new concepts in 

one form or another held sway in the behavioral sciences. 

It is worth while to reiterate that during this period in an¬ 

thropology the center of interest was on the culturally pat¬ 

terned forms, processes, and relationships, with a strong tend¬ 

ency to discount or ignore individuals as vital, directive, and 

limiting agents in society. The culture was endowed with a life 

of its own and the individuals were made to appear as short- 

span, pliable specimens of the system who could be expected 

to comply like puppets to the strings that culture pulled. To be 

sure, one would fail to respond and fall out here and there, but 

others would take their place, and the show would go on. 

For our purpose, what these earlier field studies in culture 

add up to can be briefly summarized as follows. They provide 

clearer formulations and more efficient techniques for the 

analysis and interpretation of the societal systems that every- 
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where in the world constitute the framework of man’s group 

life. They point up the independent variables within these 

systems and give some understanding of the relationship of 

these forces to one another, and some knowledge of the proc¬ 

esses and the course of change that the systems undergo. They 

build up a factual and detailed foundation in cultural con¬ 

trasts that serves to qualify overdrawn conclusions concerning 

the fixed norms, the established procedures, and the innately 

determined drives and limitations reflected in a particular 

society. They embody a wide sampling of the cultures that 

man in group life has gradually built up and superimposed 

upon his biological nature and his physical environment. 

These older students of man and his culture were thorough 

in charting the group-derived systems of human relations and 

in checking the patterns of man’s socially acquired behavior in 

general. Their theories, however, were little concerned with, 

and also inadequate for, clarifying the reciprocal relationships 

of the individual to his society and his culture, nor did they 

trace the effects of these relationships upon the human being 

as a person and as a physical organism. They surveyed and 

outlined the variable sociocultural situations within which 

man makes his adjustments, but they did not attempt, sys¬ 

tematically, to assay the impact of the situation upon the 

particular man. As will be shown later, these former contribu¬ 

tions of anthropology are invaluable as frames of reference for 

the more recent theories and studies concerned with the 

dynamics of individual adaptations to life stress and bodily 

disease within social context. 

Cultural Configurations in Limited Situations 

During the past two or three decades many anthropologists 

have moved from the broad, comparative approach in the 

study of culture toward a detailed and systematic analysis of 

concrete situations in tribal or areal context with the intention 

of portraying more precisely the dynamics involved in cul- 
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tural integration and in interpersonal and group relationships. 

This more specific approach, exemplified by such students as 

Malinowski, Firth, Mead, Sapir, Benedict, and others, has 

stimulated new interest in the functional aspects of culture and 

the manner in which the personnel, the participating members 

of a particular society, are made to fit into the system.1 

Here the influence of advances in other fields of inquiry is 

apparent. Sociological interest in unifying principles, adaptive 

processes, and integrating mechanisms had begun to narrow 

in range from analysis of the total social order to study of the 

community in cultural context and in contemporary as well 

as primitive societies. Moreover, new knowledge from the 

schools of psychology and psychiatry in their various forms 

was becoming a valuable aid in the task of charting out the 

chief channels through which culture shapes the individual as 

a personality and, perchance, leaves its mark upon him as an 

organism.2 A new approach thus appeared fruitful to an¬ 

thropologists: detailed studies of specific and limited socio¬ 

cultural situations where the dynamics of culture and their 

bearing upon the individual could be analyzed. 

1 See, for example, Bennett, J. W., and M. M. Tumin, Social Life, 1949; Gold¬ 

schmidt, W. R., “Ethics and the Structure of Society,” 1951; Hertzler, J. O., 
Social Institutions, 1946; Levi-Strauss, Claude, “Social Structure,” 1953; Lowie, 
R. H., Social Organization, 1948; Malinowski, Bronislaw, Argonauts of the Western 
Pacific, 1922; Idem, Crime and Custom in Savage Society, 1926; Idem, Coral Gardens 

and Their Magic, 1935; Idem, “The Group and the Individual in Functional 
Analysis,” 1939; Murdock, G. P., Social Structure, 1949; Radcliffe-Brown, A. R., 
Structure and Function in Primitive Society, 1952; Redfield, Robert, The Folk Culture 

of Yucatan, 1941; Idem, “The Folk Society,” 1947. 

2 Recent general works in social psychology from psychological, anthropologi¬ 
cal, or sociological backgrounds are representative of these developments. Con¬ 
sult, for example, from psychology: Bonner, Hubert, Social Psycholog)), 1953; 
Cantril, Hadley, The Psychology of Social Movements, 1941; Coutu, Walter, 
Emergent Human Nature, 1949; Klineberg, Otto, Social Psychology, 1940; Koffka, 
Kurt, Principles of Gestalt Psychology, 1935; Lindesmith, A. R., and A. L. Strauss, 
Social Psychology, 1949; Shaffer, L. F., The Psychology, of Adjustment, 1936; Sherif, 
Muzafer, An Outline of Social Psychology, 1948; Sherif, M., and H. Cantril, The 

Psychology of Ego-Involvements, 1947. 
From anthropology: Evans-Pritchard, E. E., Social Anthropology, 1951; Slotkin, 

J. S., Social Anthropology, 1950; Warner, W. L., and Leo Srole, The Social Systems of 

American Ethnic Groups, 1945. 
From sociology: Cooley, C. H., Human Nature and the Social Order, 1902; Faris, 

R. E. L., Social Psychology, 1952; La Piere, R. T., and P. R. Farnsworth, Social 

Psychology, 1949; Mead, G. H., Mind, Self and Society, 1934; Newcomb, T. M., 
Social Psychology, 1950; Schermerhorn, R. A., “Social Psychiatry,” 1953. 
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In the wake of these developments, the concept of cultural 

relativity has given way to one of cultural relevance, and the 

principle of human plasticity is subject to qualifications in the 

light of newly acquired data regarding the biological nature 

of man. The sky is no longer the conceptual limit to what a 

given culture may contain nor are the adaptations which an 

individual can make under pressure from his culture regarded 

as limitless. 

The concept of relevance as applied to culture in specific 

context has brought to the fore strong recognition of consistent 

fitting together, or configuration, of the various parts of a particu¬ 

lar culture.1 It gives point to the principle, which Sumner in 

sociology had earlier emphasized, that culture exerts an 

internal “strain towards consistency” on all its component 

elements and produces an integrated whole. Thus, in concrete 

social situations, there may be found a pertinent and inter¬ 

woven relevance of each part to the total pattern, as Malinow¬ 

ski perhaps first conclusively demonstrated in his studies of the 

Trobriand Islanders.2 This viewpoint has also made clear the 

fact that processes of cultural change and growth are subject 

to regularities much more specific than “historical accidents” 

or gross additions. Anything simply does not “go” for that 

culture which is now viewed as selective, in an automatic way, 

toward innovations and variations. Systematic studies now 

attempt to demonstrate how the varied parts of a specific cul- 

1 Important sources include: Benedict, Ruth, Patterns of Culture, 1934; Idem, 
“Continuities and Discontinuities in Cultural Conditioning,” 1938; Gillin, John, 
“The Configuration Problem in Culture,” 1936; Gorer, Geoffrey, “Themes in 

Japanese Culture,” 1943; Kluckhohn, Clyde, “Patterning as Exemplified in 
Navajo Culture,” 1941; Malinowski, Bronislaw, “The Group and the Individual 

in Functional Analysis,” 1939; Mandelbaum, D. G., “Social Trends and Per¬ 
sonal Pressures,” 1941; Opler, M. E., “Themes as Dynamic Forces in Culture,” 
1945; Idem, “An Application of the Theory of Themes in Culture,” 1946; Sapir, 
Edward, “The Unconscious Patterning of Behavior in Society,” 1928; Simmons, 

L. W., “Statistical Correlations in the Science of Society,” 1937; White, L. A., 
“Kroeber’s Configurations of Culture Growth,” 1946. 

2 Malinowski, Bronislaw, Argonauts of the Western Pacific, 1922; Idem, Coral 
Gardens and Their Magic, 1935; Idem, Crime and Custom in Savage Society, 1926; 
Idem, Sex and Repression in Savage Society, 1927; Idem, The Sexual Life of Savages in 
Northwestern Melanesia, 1929. 
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tural system all “hang together,” and how the culture adopts 

and assimilates new and suitable elements while rejecting ill- 

fitting ones. They also direct attention to the individual’s place 

in the total scheme, how he is molded to its dictates, and the 

manner and extent to which this exerts hardship upon him.1 

Linked with this newer approach to the study of culture has 

come further revision of the earlier theory regarding the 

pliability of man in meeting his cultural demands. New knowl¬ 

edge concerning the individual coming from the laboratories 

of the biologist and the clinics of the psychologist and the 

physician has made plainer the differences in personal char¬ 

acteristics that entail greater or less difficulty in making suit¬ 

able sociocultural adaptations. Such differences in personal 

traits cover a wide range of proclivities, such as bodily struc¬ 

ture, constitution, organ condition and function, tempera¬ 

ment, intelligence, and growth rates, many of which doubtless 

have a hereditary basis. They also include variations that are 

in part the result of manifold conditioning experiences, such 

as differences in ability to tolerate frustrations and depriva¬ 

tions, to postpone satisfactions, to rely on compensations for 

defaults, and to endure prolonged, monotonous efforts and 

strains. Likewise, individuals in the same culture, and siblings 

in the same family, are seen to vary greatly in their manner of 

accepting the consequence of an act and, as a corollary, in 

their qualifications for making commitments and assuming 

responsibilities involved in group life. Of no slight import, also, 

are variations in ability to make discriminations and to draw 

inferences that are pertinent to personal adaptations. An 

1 Representative writings include: Dollard, John, “Culture, Society, Impulse 

and Socialization,” 1939; Ford, C. S., “Society, Culture, and the Human Organ¬ 
ism,” 1939; Gillin, John, “Personality Formation from the Comparative Cultural 
Point of View,” 1948; Herskovits, M. J., “Culture and the Individual,” 1948; 
Kardiner, Abram, The Individual and His Society, 1939; Idem, The Psychological 

Frontiers of Society, 1945; Kluckhohn, Clyde, and O. H. Mowrer, “Culture and 
Personality,” 1944; Linton, Ralph, Cultural Background of Personality, 1945; Idem, 
“Culture, Society, and the Individual,” 1938; Mead, Margaret, Growing Up in 
New Guinea, 1930; Meggers, B. J., “Recent Trends in American Ethnology,” 

1946; Opler, M. E., An Apache Life-Way, 1941; Warner, W. L., “The Society, the 

Individual, and His Mental Disorders,” 1937- 
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indeterminate number and degree of these differences are 

deeply rooted in biological endowments and, although subject 

to cultural molding, are never quite made over. 

Social Science Focus on the Individual 

As a correlative to the new functional approach in cultural 

analysis in situ, there has also arisen in recent years a strong 

interest in the individual as a person and the reciprocal rela¬ 

tionships that tie him in with the culture. The processes by 

which he is converted from a biological entity into a social 

being, and the stresses and strains that are thereby entailed 

for him, have come in for concentrated study. Thus, for further 

understanding of culture itself and for the social processes that 

underlie it, many scientists from various disciplines have turned 

to the individual and his experiences within the cultural frame¬ 

work. The life history1 of a particular person has been viewed 

as a prism through which are reflected many significant facets 

of his society and his culture. These extensive personal docu¬ 

ments now help to reveal how individuals are groomed and 

fitted into culturally defined stations and forced to fulfill their 

social roles, and they often can show at what price these adap¬ 

tations are made. 

The first extensive use of life-history materials for the study 

of sociocultural dynamics was made by the sociologists W. I. 

Thomas and Florian Znaniecki in their monumental work2 The 

1 For assessments of the standards, techniques, and significance of life-history 
studies, consult: Allport, G. W., The Use of Personal Documents in Psychological 
Science, 1942; Cartwright, Dorwin, and J. R. P. French, Jr., “The Reliability of 
Life-History Studies,” 1939; Cottrell, L. S., Jr., “The Case-Study Method in 

Prediction,” 1941; Dollard, John, Criteria for the Life History, 1935; Gottschalk, 
L. R., Clyde Kluckhohn, and Robert Angell, The Use of Personal Documents in 
History, Anthropology and Sociology, 1945. 

For examples of life histories of persons in primitive societies, see: Dyk, Walter, 
editor, Son of Old Man Hat, 1938; Idem, Old Mexican, Navaho Indian: A Navaho 
Autobiography, 1947; Ford, C. S., Smoke from Their Fires, 1941; Landes, Ruth, 
The Ojibwa Woman, 1938; Leighton, A. H., and D. C. Leighton, Gregorio, the 
Hand-Trembler, 1949; Radin, Paul, Crashing Thunder, 1926; Reyher, R. H., Pjdu 
Woman, 1948; Simmons, L. W., editor, Sun Chief: The Autobiography of a Hopi 
Indian, 1942. See also, in connection with the last named, Aberle, D. F., The 
Psychological Analysis of a Hopi Life History, 1951. 

2 See also Blumer, Herbert, An Appraisal of Thomas and Znaniecki’s “ The Polish 
Peasant in Europe and America1939. 
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Polish Peasant in the United States, published in five volumes 

during 1918-1920. Since then, personal documents have be¬ 

come an established means of gaining knowledge of the proc¬ 

esses of social and personal disorganization, especially among 

the foreign-born, in our large modern urban centers. Similar 

materials have become standard data for studying the pre¬ 

dicaments in which individuals find themselves as a result of 

rapid social changes, when they move from one culture to 

another, or from one social class or subculture to another, and 

when they are caught in cultural cross-currents that impinge 

upon them. In the light of such information, and our growing 

awareness of individual differences that are constitutional or 

acquired, it becomes easier to see how difficult it may be for 

certain persons to re-adapt, chameleon-like, to the changing 

social demands. It is not surprising, therefore, that some of 

these forces have been found to take a toll in the form of illness. 

The “culture-personality” studies, based on personal docu¬ 

ments have challenged students of the behavioral sciences to 

collaborate with clinicians. There is thus a growing body of 

literature that deals with the way a particular person learns to 

select his goals, fulfill his roles,1 and fit his life into the existing 

1 Ackerman, N. W., ‘“Social Role’ and Total Personality,” 1951; Barnouw, 
Victor, Acculturation and Personality Changes Among the Wisconsin Chippewa, 1950; 
Bateson, Gregory, “Cultural Determinants of Personality,” 1944; Bennett, 
J. W., “Culture Change and Personality in a Rural Society,” 1944; Billig, Otto, 

John Gillin, and William Davidson, “Aspects of Personality and Culture in a 
Guatemalan Community,” 1947-1948; Dai, Bingham, “Personality Problems 

in Chinese Culture,” 1941; Devereux, George, “Mohave Culture and Person¬ 
ality,” 1939; Idem, “Areal Culture Pattern and Areal Basic Personality,” 1951; 
Gillin, John, “Personality in Preliterate Societies,” 1939; Goldfrank, E. S., 
“Socialization, Personality, and the Structure of Pueblo Society,” 1945; Gold- 
hamer, Herbert, “Recent Development in Personality Studies,” 1948; Kardiner, 
Abram, “The Concept of Basic Personality Structure as an Operational Tool in 

the Social Sciences,” 1945; Linton, Ralph, “Problems of Status Personality,” 
1949; Mead, Margaret, “The Use of Primitive Material in the Study of Personal¬ 
ity,” 1935; Idem, “The Implications of Culture Change for Personality Develop¬ 

ment,” 1947; Plant, J. S., Personality and the Cultural Pattern, 1937; Sapir, Edward, 
“The Emergence of the Concept of Personality in the Study of Cultures,” 1934; 
Thomas, W. I., “The Configurations of Personality,” 1928; Underwood, F. W., 
and Irma Honigmann, “A Comparison of Socialization and Personality in Two 

Simple Societies,” 1947; Woodard, J. W., “The Relation of Personality Structure 

to the Structure of Culture,” 1938. 
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social matrix. It attempts to show step by step how particular 

factors and forces within a sociocultural system shape the 

personal characteristics of the individual and affect his reac¬ 

tions to critical situations along the life course. In the case of 

small primitive groups, it has been possible to show how cul¬ 

tural influences have developed basically similar “modal” 

personalities in particular societies, and to draw distinctions 

between general manifestations of personality from society to 

society. In the more complex modern societies the further 

influence of class factors, subcultural groupings, and dif¬ 

ferentiated social roles upon personal adaptations to social de¬ 

mands and stress has been demonstrated.1 

As a consequence of this work, we are now able to recognize, 

and we show considerable interest in, two especially important 

areas of socially determined stress in life situations. The first of 

these is the socialization processes by which the individual as a 

biological creature with limited endowments is forced into 

roles assigned to him by society and pressed into the mold of its 

culture. These “bringing-up” processes may exert consider¬ 

able force upon him and condition him to later difficulties.2 In 

the second place, as we shall show later, stress may also result 

from frictions produced by the various, and sometimes in- 

1 Centers, Richard, The Psychology of Social Classes, 1949; Davis, Kingsley, and 
W. E. Moore, “Some Principles of Stratification,” 1945; Davis, Allison, and R. J. 
Havighurst, Father of the Man, 1947; Goldschmidt, W. R., “Social Class in 
America,” 1950; Harvey, O. J., “An Experimental Approach to the Study of 
Status Relations in Informal Groups,” 1953; Hetzler, S. A., “An Investigation 
of the Distinctiveness of Social Classes,” 1953; Hollingshead, A. B., “Trends in 
Social Stratification,” 1952; Idem, Elmtowri's Youth, 1949; Idem, “The Concept 
of Social Control,” 1941; Idem, “Selected Characteristics of Classes in a Middle 
Western Community,” 1947; Hughes, E. C., “Dilemma and Contradictions of 

Status,” 1945; Lewin, Kurt, Resolving Social Conflicts, 1948; Warner, W. L., 
Marchia Meeker, and Kenneth Eells, Social Class in America, 1949. 

2 Bossard, J. H. S., The Sociology of Child Development, 1948; Davis, Allison, and 

John Dollard, Children of Bondage, 1940; Dennis, Wayne, The Hopi Child, 1940; 
Idem, “The Socialization of the Hopi Child,” 1941; Erikson, E. H., Childhood and 
Society, 1950; Fleming, C. M., Adolescence, 1949; Josselyn, I. M., Psychosocial De¬ 
velopment of Children, 1948; Leighton, D. C., and Clyde Kluckhohn, Children of the 

People, 1947; Mead, Margaret, and F. C. Macgregor, Growth and Culture, 1951; 
Plant, J. S., The Envelope, 1950; Poliak, Otto, and Yonata Feldman, “Culture and 
Culture Conflict in Psychotherapy,” 1952. 
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compatible, roles an individual has to play in his society, and 

by other “stress-traps” in his culture, such as the conflicting 

norms and codes that spring from cross-currents within the 

social milieu. 

Insights into these areas have been achieved already by 

varied social science or related disciplines. Much of our knowl¬ 

edge concerning the mechanisms involved in the socialization 

processes has come from the researches carried on within the 

laboratory of the experimental psychologists. There it is shown 

that socialization or acculturation conforms basically to the 

principles of the laboratory learning processes, but qualified 

by other significant factors difficult to control in the laboratory, 

as, for example, the conscious and unconscious conditioning 

carried on by variable systems of reward and punishments 

with which the individual is surrounded throughout his life. 

If this process is successful, the individual learns to conform to 

the mandates of his culture, to relate himself appropriately to 

his fellows, and at the same time to find adequate expression 

or satisfaction of his chief impulses and needs.1 It is apparent, 

however, that this process is a delicate one and that many 

circumstances may prejudice a person’s chance for successful 

adaptations on both the social and biological levels. 

As to how these molding forces affect the mental and emo¬ 

tional make-up of the individual, or his personality, important 

insights can be found in the field of psychiatry and abnormal 

psychology. Here are dramatic data that show, at least in part, 

1 Benedek, Therese, Insight and Personality Adjustment, 1946; Benedict, Ruth, 

“Continuities and Discontinuities in Cultural Conditioning,” 1938; Coutu, 
Walter, Emergent Human Nature, 1949; Gillin, John, “Acquired Drives in Culture 
Contact,” 1942; Hovland, C. I., I. L. Janis, and H. H. Kelley, Communication and 

Persuasion, 1953; Kahn, Eugen, and L. W. Simmons, “Problems of Middle Age,” 
1939; Klineberg, Otto, “A Science of National Character,” 1944; Mowrer, O. H., 
Learning Theory and Personality Dynamics, 1Q50j Poliak, Otto, Social Adjustment in 
Old Age, 1948; Ruesch, Jurgen, Annemarie Jacobson, and M. B. Loeb, Accultura¬ 

tion and Illness, 1948; Saul, L. J., Emotional Maturity, 1947; Simmons, L. W., The 
Role of the Aged in Primitive Society, 1945; Idem, “The Dynamic Psychology of the 
Group and the Shaping of Individual Behavior,” 1950; Idem, “A Prospectus for 
Field-Research in the Position and Treatment of the Aged in Primitive and 

Other Societies,” 1945. 
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the heavy demands society makes upon the organisms and how 

such individuals resort to all kinds of devices and strategies in 

order to evade or cope with the stresses engendered. Free asso¬ 

ciation of ideas, dream analysis, the utilization of physician- 

patient relationships, and techniques for acting out long¬ 

standing aggressive behavior patterns provide further evi¬ 

dence of the repressed and subsequently explosive or distorting 

elements in the socialization processes, especially in family 

settings. They show how pressing natural impulses or magni¬ 

fied life goals when denied or frustrated beyond tolerance, 

especially during the formative years, may have lasting effects 

upon the individual, resulting in the mobilization and habitua¬ 

tion of avoidance behavior and defensive attitudes and activi¬ 

ties that intensify disharmony and multiply the maladapta- 

tions.1 

Anthropologists, as indicated above, have demonstrated the 

vast range of cultural dictates, the contextual relevance as well 

as the comparative relativity of cultural phenomena for 

personal adaptations, and the functional continuities both in 

specific social settings and in the integration of personality 

“types” or “modes” of response. Malinowski, for example, 

pointed out, perhaps first and foremost, that interpersonal 

conflicts and stresses associated with parent-child relationships 

depend largely upon the kinds of pressures imposed upon the 

individual by the social structure and the family configuration, 

and he showed how these may vary greatly from culture to 

culture.2 As a result of such data and interpretations from 

many sources, it is now reasonable to think in terms of the 

1 Anderson, V. V., Psychiatry in Industry, ig2g; Devereux, George, “Psychiatry 
and Anthropology,” ig52; Frank, L. K., Society as the Patient, ig48; Greenacre, 
Phyllis, Trauma, Growth, and Personality, 1952; Hollingshead, A. B., and F. C. 
Redlich, “Social Stratification and Psychiatric Disorders,” 1953; Horney, Karen, 
The Neurotic Personality of Our Time, 1937; Kroeber, A. L., “Psychosis or Social 
Sanction,” 1940; Sapir, Edward, “Cultural Anthropology and Psychiatry,” 
1932; Weinberg, S. K., Society and Personality Disorders, 1952. 

2 Malinowski, Bronislaw, Sex and Repression in Savage Society, 1927; Idem, The 
Father in Primitive Psychology, 1927. 
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“neurotic personality” that is relevant to a specified socio¬ 

cultural setting, and with qualifications based on time and 

place. 

Instead of showing special concern for the broad-gauge 

contrasts between very different and more or less homogeneous 

primitive cultures of a worldwide variety, the sociologists have 

been making major contributions by concentrating their at¬ 

tention on our contemporary, so-called civilized, and very 

heterogeneous sociocultural systems of group life. They, too, 

have attempted to work largely within the broad cultural 

frame of reference. Owing, however, to the vast complexities 

of modern social life, they have endeavored to subdivide the 

social milieu into subcultural areas and to delineate and assess 

differences therein that have a significant bearing upon in¬ 

dividual and group adaptations. Thus, for example, they have 

been concerned with immigrant in contrast to native cultural 

backgrounds, with one sociogeographic area as compared 

with another within the same national unit, with rural versus 

urban social determinants, or with slum areas in contrast to 

developed sections in the same city. 

They have also shown great interest in contrasts between 

the dynamics involved in one socioeconomic class or status 

group and that of another within the same population, and 

with differences arising from contrasting types of family 

structures and functions. Sometimes these subdivisions are 

split up into very fine points of reference, such as degrees in 

formal education. So, in substance, and with blurred zones of 

distinction between the fields to be sure, the sociologists have 

attempted to refine and particularize the cultural approach, 

perhaps applying their skills in some areas with greater 

precision, for they utilize procedures of sampling and statistical 

validation that are less frequently used in the anthropological 

approach. They have specialized mainly in smaller and smaller 

subdivisions of what may be regarded as a single over-all 

cultural milieu, our own contemporary, heterogeneous, and 
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rapidly changing society. Therefore, their studies for practical 

use are often of more immediate relevance.1 

In addition to subdivisions of the cultural frame of reference, 

the sociologists are much concerned with the observable de¬ 

tails and processes involved in interpersonal and group re¬ 

lationships within settings of organized or structured associa¬ 

tions under recognized and sanctioned position and role assign¬ 

ments. Systematic attempts are made to document and analyze 

these relationships, to discover the repetitive regularities in 

operation, and to generalize with descriptive and predictive 

formulations.2 

Here again, the detailed and comprehensive documentation 

of individual personal experience within these group processes 

has become very highly prized; particularly is this so whenever 

equally full documentation can be secured on the several key 

participants in a given situation or series of situations under 

study. Such a grouping of related personal documents prom¬ 

ises to reveal new insights into the dynamics of interpersonal 

and group relationships when they can be studied in a com¬ 

parative context. The total portrayal of a selected series of 

such documents centered within a given social unit, such as a 

family, clinic, workshop, or larger institutionalized subgroup 

context, provides interlocking data for verification and gener¬ 

alization. When the unit is large, compromises have to be 

made, of course, and the research specialist resorts to tech- 

1 Caplow, Theodore, and R. E. Forman, “Neighborhood Interaction in a 
Homogeneous Community,” 1950; Cottrell, L. S., Jr., “The Adjustment of the 
Individual to His Age and Sex Roles,” 1942; Idem, “The Analysis of Situational 
Fields in Social Psychology,” 1942; Davie, M. R., “The Patterns of Urban 
Growth,” 1937; Hetzler, S. A., “An Investigation of the Distinctiveness of Social 
Classes,” 1953; Hollingshead, A. B., “A Re-examination of Ecological Theory,” 
1947; Mukherjee, Ramkrishna, “The Economic Structure and Social Life in Six 
Villages of Bengal,” 1949; Myers, J. K., “Assimilation to the Ecological and 
Social Systems of a Community,” 1950; Parsons, Talcott, “Age and Sex in the 
Social Structure of the United States,” 1942; Robinson, W. S., “Ecological Cor¬ 
relations and the Behavior of Individuals,” 1950; Shils, E. A., The Present State of 
American Sociology, 1948; Warner, W. L., and P. S. Lunt, The Social Life of a 

Modern Community, 1941; West, James, Plainville, U. S. A., 1945; Whyte, W. F., 
Street Corner Society, 1943. 

2 Homans, G. C., The Human Group, 1950. 
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niques of sampling along with briefer and more sharply 

focused schedules of inquiry, such as questionnaires, formalized 

interviews, periodic observations, and so on. But the chief ob¬ 

jective remains one of searching for the dependable variables 

that produce whatever regularities may be discerned in the 

social phenomena. 

From various social science approaches, the individual has 

become the center of attention. He is now, in much more than 

a figurative sense, the bug on the social science pin. It is recog¬ 

nized that stamped upon his personality, built into his reaction 

patterns, and sometimes deeply embedded in his bodily 

structures are the impact of his culture and the scars of his 

society, inflicted as a consequence of his particular place in 

life. Moreover, his personal history, more than anything else 

we can call upon, reveals the conflicts and stresses, the proc¬ 

esses of conditioning by achievements and defeats, and some 

of the dynamics that have gone into the shaping of his adapta¬ 

tions to his total milieu. As a “whole person,” the individual 

has, indeed, come into his own for scientific study. 

Thus, it has now become almost axiomatic that adequate 

understanding of any individual, either as a functioning bio¬ 

logical organism or as a responding person, is possible only 

when available information portrays and regards, indeed 

contemplates, him as a member of a specified group and as a 

product of that group’s culture. Reciprocally, it is recognized 

now by many social scientists that an effective way of probing 

into the real significance of a given cultural milieu is to in¬ 

vestigate and scrutinize the pressures and limitations that it 

exerts upon specific individuals and as reflected in their life 

histories. 

Perhaps it will never be possible completely to unravel the 

relationships of biology and sociology, of bodily and social de¬ 

mands, or of the reflexes and the folkways, in the case record 

of any particular person. The new perspective, however, prom¬ 

ises to provide further significant knowledge for a science of 
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man. It may also provide some new insights and potential con¬ 

trols for the prevention and treatment of man’s diseases. 

THE ROLE OF PERSPECTIVES IN MEDICAL CARE AND SOME 

PROBLEMS IN MEDICOSOCIAL CONVERGENCE 

It thus becomes apparent that there are varied perspectives 

from which to view the problems of disease and its control. 

Some may look at illness and its possible prevention or treat¬ 

ment within a limited field, as through a microscope. Others 

may consider the same questions with broader horizons, as 

though macroscopically. Between the two extremes the range 

varies, providing anything from pinpoint to panoramic pic¬ 

tures. Irrespective of viewpoint, however, all who are con¬ 

cerned with the problems of health generally share one com¬ 

mon interest, a sharper perception of a functional unit in illness 

that will make the facts about the disease more intelligible and 

its course more manageable. 

However we may look at the problem, from broad or narrow 

range, progress in the health field depends upon these clearer 

conceptions of the identifiable functional units that will 

provide greater knowledge and better controls. The more 

clearly the target for action can be seen, the better will be the 

score of direct hits; and clarity of perception, socially and 

medically speaking, depends largely upon the skill and ability 

to apply the correct perspectives at the appropriate time. Not 

infrequently a new slant on a well-known issue marks another 

milestone in medicine. Indeed, the search for another per¬ 

spective that will bring into focus and clarify the next most 

manageable functional unit in the control of an illness con¬ 

stitutes, in a sense, the perennial quest for the Holy Grail in 

medicine. 

Some examples of rewarding perspectives that have come 

out of the physical and medical sciences are: the concepts of 

organic lesions and defects; focus on cell composition and 

growth; the discovery and identification of invading agents; 
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recognition of systems of organs functioning as units; considera¬ 

tion of the whole body as the adaptive unit in which all organs 

and systems of organs are interrelated; and, more recently, 

scientific concern for the patient as a goal-directed person, 

whose adjustments and disease are patterned by his previous 

experiences and responses. 

Reversing the line of progression, and reviewing some of the 

potential perspectives growing out of the social sciences, we 

have, first, the concepts of the over-all cultural unit, the tribe, 

state, or nation operating as a whole; the ethnic or racial sub¬ 

groups within the society; the socioeconomic classes; the oc¬ 

cupational categories; the community and neighborhood, and 

the medical institution itself; and, finally, the family, the 

smallest but certainly not the least important social unit for 

coping with disease. 

There is thus a range of potential perspectives on the con¬ 

trol of disease that runs from organ or even cell to community, 

country, or total cultural unit; each with promise of new leads 

in medical progress. Some gains have been made by exploring 

the separate perspectives, and others come through an in¬ 

tegration of the varied viewpoints. But as we move in our 

thinking from the micro- to the macroscopical perspectives, 

vagueness develops and gaps appear progressively in the 

formulations and with respect to scientific controls in preven¬ 

tion and treatment. Actual confusion can arise, moreover, at 

the borderlines of integration between the various perspec¬ 

tives, and a formidable cleavage may all but divide the 

theoretical formulations of the biological components on the 

one side and the sociological factors on the other, even though 

they are always merged and mixed in the life of the patient. 

As one moves “up” from cell or organ to the “whole body” 

on the biological side and “down” from the cultural unit, 

nation, tribe, or community to the family on the sociological 

side, the break in linkage is sharpest between the body as the 

largest biological unit and the family as the smallest sociologi- 
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cal unit. The whole body is seen adapting to disease and the 

family coping with illness. In between have arisen new con¬ 

cepts of the person, or personality, as the logical linkage of the 

biological and sociological dynamics. Since the conceptual gap 

between the whole body and the family unit appears to be the 

most critical cleft in a unified biosocial perspective on disease 

and its dynamics, the role of personality in disease deserves 

special attention and systematic exploration. 

There is, of course, some recognized bridging of biology and 

sociology in the idea of hereditary transmission of certain dis¬ 

abilities or susceptibility to them. Other biosocial tie-ins are 

apparent as, for example, in the communication of infectious 

diseases through social contacts, occupational hazards, the 

occurrence of accidents through lapses in social control, and 

the existence of physical privations, such as insufficient food, 

shelter, or medical care, as a consequence of social neglect or 

mismanagement. Some of these resulting ailments may even 

be characterized as “social diseases.” Biosocial linkage is also 

assumed in the recognized obligations of a community or 

family toward its sick, the aged, and otherwise incapacitated 

members; and social medicine has become meaningful. Pre¬ 

ventive and treatment policies and programs involve sociologi¬ 

cal factors and principles in both the planning and execution 

of good medical care.1 

1 Examples of the broadening approach to medical problems are seen in such 
writings as: Ashley-Montague, Francis, “The Sociobiology of Man,” 1940; 

Clausen, J. A., “Social Science Research in the National Mental Health Pro¬ 
gram,” 1950; Galdston, Iago, “Biodynamic Medicine Versus Psychosomatic 
Medicine,” 1944; Idem, editor, Social Medicine, 1949; Idem, “Social Medicine and 
the Epidemic Constitution,” 1951; Idem, “The Implications of Recent Advances 
in Medicine for Public Health,” 1952; Hall, Oswald, “Sociological Research in 
the Field of Medicine,” 1951; Leavell, H. R., “Contributions of the Social Sci¬ 
ences to the Solution of Health Problems,” 1952; Mangus, A. R., and J. R. 
Seeley, Mental Health Needs, 1950; Milbank Memorial Fund, Backgrounds of Social 
Medicine, 1949; Morgan, C. T., Physiological Psychology, 1943; Roemer, M. I., 
“Relationship of Social Medicine to the Social Sciences,” 1948; Rosen, G. 

“What Is Social Medicine?” 1947; Idem, “The Ideal of Social Medicine in Amer¬ 
ica,” 1949; Sand, Rene, Health and Human Progress, 1936; Idem, The Advance to 

Social Medicine, 1952; Smillie, W. G., “Medicine as a Social Instrument,” 1952; 
Stern, B. J., Society and Medical Progress, 1941. 
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It is thus becoming more and more apparent that the in¬ 

dividual’s bodily economy is profoundly affected by his experi¬ 

ence. This fact encourages systematic study of society and cul¬ 

ture for medical purposes. Indeed, it may help us understand 

how personal goals, values, attitudes, and emotional states are 

built into life patterns of adjustment and how they become 

intervening variables in the experience of stress and disease. 



CHAPTER 3 

Society, Culture, and the 

Individual 

When clinicians deliberate in staff confer¬ 

ences on problems of health and illness, frequent reference is 

made to the phrase “the individual in his environment.” This 

usage generally conveys a sobering realization of the many 

vital links between the organism and the environment. In 

effect, it helps to apply brakes to possibly unsound, or too 

narrowly gauged, speculations and procedures in therapy, for 

it implies some recognition of other elements, that is, social and 

personal, in the individual-environment picture. Hence, it 

testifies to that fine medical sense of responsibility and insight 

which so often counsels leaving certain maladjustments more 

or less as they are, rather than jeopardize the welfare of the 

patient in other ways. 

Nevertheless, the individual-environment idea, however 

basic it may be, is too broad to be put to good use unless the 

important aspects of the relationship are particularized and 

attention is directed to the identifiable sets of variables on each 

side that may be pertinent and correlative. To view the indi¬ 

vidual simply as the organism, and the environment grossly as 

“anything and everything outside the skin of the patient,” and 

to try to draw conclusions concerning the impact of the en¬ 

vironment upon the patient or the capacity of the patient to 

cope with his environment is well-nigh futile. Failure to be 

specific may be as useless in the psychosocial, or what is re¬ 

garded as the nonphysical, as in the physical areas of human 

adaptation. To lump together individual traits and environ¬ 

mental factors in the sociocultural areas of adaptation may 

50 
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prove to be no more effectual than to do the same thing with 

the physical. Specificity is required in both.1 

It is, indeed, trite to emphasize the need for such specificity 

on the level of the organism’s adaptations to its physical sur¬ 

roundings, for this is the accepted principle in both scientific 

and therapeutic endeavors. Among such procedures are the 

consideration of organic dysfunctions, invading organisms, 

differential medications, diets, temperatures, and countless 

other refinements in the checking of possible critical variables. 

When it comes to consideration of social and personal rela¬ 

tionships and their bearing on illness, however, even grossly 

equivalent methods can scarcely be found. Here, in contrast, 

formulations appear haphazard and casual, leading sometimes 

to the accumulation of vast amounts of social and cultural data 

about a patient with little knowledge of how to analyze or use 

them. Their relevance, nevertheless, is rarely doubted. Fewer 

and fewer illnesses are now regarded as completely free from 

personal and social complications that may alter their course. 

Even a broken leg may involve quite complex personal and 

social factors that influence recovery. 

If, then, we are to seek a clear-cut formulation embracing 

both the physical and social scientific approaches in medicine, 

it is necessary to analyze the individual-environment concept 

much more closely and to endow it with more content and 

meaning. 

The individual may be viewed, profitably, as adapting to 

life situations on three levels of integration between himself and 

his environment. He reacts as an organism in his physical sur¬ 

roundings, as a group member or agent in his society, and as a 

person or personality in his culture. Perhaps the critical cate¬ 

gories may be diagramed to advantage as indicated on page 52. 

1 Chase, Stuart, The Proper Study of Mankind, 1948; Childe, V. G., Social Evolu¬ 

tion, 1952; Clark, D. W., “The Social Environment as a Concern of Preventive 
Medicine,” 1951; Frank, L. K., “Man’s Multidimensional Environment,” 1943; 
Idem, Society as the Patient, 1948; Freed, L. F., “Philosophy of Sociological Medi¬ 
cine,” 1948; Kluckhohn, Clyde, Mirror for Man, 1949; Kroeber, A. L., “So-called 
Social Science,” 1936; Malinowski, Bronislaw, A Scientific Theory of Culture, 1944. 
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Laying out the matter as an over-all approach to illness and 

medical care points up problems related to clarifying defi¬ 

nitions, correlating identifiable elements, and formulating 

integrating principles. Such questions arise, for example, as to 

what is implied in the concept of agent or group member in 

contrast to organism; or in person or personality, in contra¬ 

distinction to organism or agent? What is meant by the con¬ 

cept society, as something superimposed upon the physical 

environment; and how may the idea of culture differ from that 

THREE LEVELS OF FUNCTION OF THE INDIVIDUAL 

of society, which introduces still another important category of 

variables into the picture? Moreover, what components or 

mechanisms can be identified as continuities between the in¬ 

dividual as an organism, a group agent, and a personality on 

the one hand, and what similar linkages can be identified 

between the physical environment, society, and culture on the 

other? What can be found that is tangible and measurable in 

the connecting relationships between the individual and his 

environment up and down the line, and how much of this can 

be seen as pertinent to understanding and coping with a 

patient in his life situation? Indeed, how may a situation and 
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an interpersonal relationship be more clearly defined in such 

a landscape? 

As in any rounded-out perspective, when subunits are once 

identified and understood in relation to one another, the dis¬ 

turbing dividing lines and apparent cleavages disappear and 

the parts merge into larger patterns of unity. But to know the 

parts and their interrelationships is indispensable to knowledge 

of the whole. Such unity in perspective is a distant, perhaps far 

distant, goal in medicosocial science, albeit not beyond practi¬ 

cal approach. Long before it can be attained, however, much 

joint work remains to be done on the major segments of the 

whole. Chief of these for our immediate purpose is the task of 

defining the concepts of society and culture and integrating 

these concepts with those of the individual in his larger en¬ 

vironment. 

Society and Culture 

From much observation in clinical conferences set up for the 

avowed purpose of clarifying problems of the dynamics in dis¬ 

ease and planning courses of treatment, it would appear that 

the words “culture” and “society” are used interchangeably. 

Apparently clinicians find it easier to view the environment in 

dichotomous categories of the physical surroundings and the 

general sociocultural milieu. Probably this is to be expected 

and may have something in its favor, for no physician sees 

patients possessing a culture and surviving outside a society; 

and no anthropologist finds human beings surviving in socie¬ 

ties without the benefits of a culture. For man, both society and 

culture are indispensable and thus they appear inseparable 

and, in many ways, synonymous. Why, then, attempt to per¬ 

ceive them separately, as each possessing independent vari¬ 

ables? 

The same question could be asked with respect to the physi¬ 

cal and nonphysical (social or cultural) environments. Since 

both are indispensable in the life of a human being, why see 
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them as two parts? The answer is a practical one. It helps us 

perceive and formulate the dynamics of the individual’s be¬ 

havior, and also to predict or control that behavior within 

limits.1 For the same purpose, we subscribe conceptually to a 

trichotomous division of man’s environment into the physical, 

societal, and cultural spheres. Such a formulation fits the facts 

more adequately, outlines the problems more clearly, provides 

a better classification of the variables, and affords a greater 

promise of prediction and control. This position calls for pre¬ 

liminary discussion of society and culture. 

Society is concrete, above all. Its phenomena are easier to 

identify and objectify than are those of culture. Anyone in 

doubt about the realities of societal factors needs only to with¬ 

draw as completely as possible from group life to discover how 

many of his goals, activities, and satisfactions depend upon 

relationships with others. Or he may deviate from his accus¬ 

tomed behavior and disrupt the affairs of his fellows in their 

established functions within the social system and thereby ex¬ 

perience the impact of their separate or combined efforts to 

curb or punish him. Sometimes all a person has to do in order 

to sense sharply the forces in society is to let down his guards, 

stop defending his interests, and lay himself open to the ex¬ 

ploitations and aggressions of others. Even an attempt just to 

“go about his own business” may reveal how pressing can 

become the demands to “play his part” in the joint interests 

and activities of varied group memberships. Or, if he neglects 

certain duties ascribed to him, he will soon find how sure and 

pointed can be the penalties for his failure to “fit in.” In such 

ways the realities of society keep the individual in line, and 

they are at all times verifiable. 

1 The differences involved in the concepts of society and culture are sum¬ 
marized in Nadel, S. F., The Foundations of Social Anthropology, 1951. See also 
Herskovits, M. J., Man and His Works, 1948; Hiller, E. T., Social Relations and 
Structure, 1947; Linton, Ralph, The Study of Man, 1936; Stern, B. J., “Concerning 
the Distinction Between the Social and the Cultural,” 1929; Steward, J. H., 
“Levels of Sociocultural Integration,” 1951. 
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Indeed, a person may become vividly aware of the presence 

of society’s forces through its functionaries who inspect and 

pass upon his performance, or lack of it, at every turn. Their 

joint behavior in forcing action on his part is also obvious; and 

this “big stick,” in the form of organized group pressure, plays 

a more decisive and dramatic role in settling issues and getting 

results than do the deliberations concerning values and virtues 

(the justified “rights and wrongs” and the appropriate “ways 

and means”) that constitute culture. Thus, in any social situa¬ 

tion, the pushes and pulls of society’s “pressure personnel” 

appear more immediately real and urgent than are the back¬ 

ground cultural patterns of norms and rules that have become 

more or less idealized. For man, to be sure, culture sets the 

stage, ascribes the parts, and defines the terms whereby soci¬ 

ety’s drama is enacted. It is, however, the membership of the 

society that plays out the assigned parts in the drama, adds the 

teeth to the culture, and puts the bite on every participating 

member. Society is deeply rooted and reified in the operations 

and enforcements of organized group life.1 

A group of individuals may or may not form a society. In 

simplest terms, a society is an organization of member agents. 

Thus, a society always arises out of groups, but it is something 

more than a mere aggregation. The outstanding characteristic 

of society is a system—a system of membership positions and 

interacting relationships that effect certain regularities in the 

adaptive behavior of the individuals within the organized 

group. In a society the several organisms, or member agents, 

take their places in some observable relationship to one an¬ 

other and interact in a more or less repetitive and predictable 

1 For representative material on this subject, see: Allport, G. W., The ABC’s 
of Scapegoating, 1948; Allport, G. W., and L. J. Postman, The Psychology of Rumor, 
1947; Hollingshead, A. B., “The Concept of Social Control,” 1941; Kahn, 
Eugen, and L. W. Simmons, “Problems of Middle Age,” 1939; Lewin, Kurt, 
Resolving Social Conflicts, 1948; Lewin, Kurt, and others; “Patterns of Aggressive 
Behavior in Experimentally Created Social Climates,” 19395 Mead, G. H., 
Mind, Self and Society, 1934; Merton, R. K., Mass Persuasion, 1946; Murphy, 
Gardner, and Rensis Likert, Public Opinion and the Individual, 1938. 
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manner. The recurring pattern is referred to as a structured 

group relationship.1 

In many of the insect and animal species these structured 

positions and interactions are inborn. The organized behavior 

of ants and bees provides good examples of structured systems 

that are relatively invariable. In human societies the systems 

of patterned positions and responses are acquired primarily 

through learning, although chiefly unconsciously, and are 

known as conditioning or acculturation.2 They are variable 

and are largely culturally prescribed. The most important 

point to note here is that there are countless subhuman socie¬ 

ties existing free from culture. They are sometimes remarkably 

complex and structured, nevertheless, and a member’s position 

and behavior in them are far more predictable than are those 

of an individual in a human society. The propensities for the 

structured relationships can be said to be rooted in the germ 

plasm and transmitted by heredity. Knowledge of these culture¬ 

less societies is helpful in clarifying the concept of society in 

general and in portraying these noncultural, societal factors as 

actual independent, and critical variables in the life of an in¬ 

dividual.3 

1 Childe, V. G., Social Evolution, 1952; Herskovits, M. J., “Social Organiza¬ 
tion,” 1948; Hertzler,J. O., Social Institutions, 1946; Levi-Strauss, Claude, “Social 
Structure,” 1953; Lowie, R. H., Social Organization, 1948; Maclver, R. M., 
Society, 1937; Merton, R. K., Social Theory and Social Structure, 1949; Murdock, 
G. P., Social Structure, 1949; Parsons, Talcott, The Social System, 1951; Radcliffe- 
Brown, A. R., Structure and Function in Primitive Society, 1952. 

2 Hallowell, A. I., “Sociopsychological Aspects of Acculturation,” 1945; 
Hilgard, E. R., Theories of Learning, 1948; Miller, N. E., and John Dollard, Social 
Learning and Imitation, 1941; Opler, M. E., “Cultural Alternatives and Educa¬ 
tional Theory,” 1947; Thurnwald, Richard, “The Psychology of Acculturation,” 
1932; Whiting, J. W. H., Becoming a Kwoma, 1941. 

3 Allee, W. C., The Social Life of Animals, 1938; Carpenter, C. R., “A Field 
Study of the Behavior and Social Relations of Howling Monkeys,” 1934; Idem, 

“Characteristics of Social Behavior in Non-human Primates,” 1942; Emerson, 
A. E., “Basic Comparisons of Human and Insect Societies,” 1942; James, W. T., 
“Social Organization Among Dogs of Different Temperaments,” 1951; Krog- 
man, W. M., “The Man-Apes of South Africa,” 1948; Kropotkin, P. A., Mutual 

Aid: A Factor of Evolution, 1916; Schjelderup-Ebbe, Thorleif, “Social Behavior 
of Birds,” 1935; Yerkes, R. M., Chimpanzees, 1943; Yerkes, R. M., and A. W. 
Yerkes, “Social Behavior in Infrahuman Primates,” 1935; Zuckerman, Solly, 
The Social Life of Monkeys and Apes, 1932. 
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Wheeler1 shows clearly and dramatically the structured sys¬ 

tems of relationships in behavior whereby the fate of each in¬ 

dividual in certain societies is interlocked with that of the other 

members of the group. Thus, the life of ants and bees is largely 

social, that is, distinctly dependent upon the structured rela¬ 

tionships with their fellow insects, but it is not a product of 

culture. 

Culture-determined human societies are very different from 

somatic-determined insect societies, although both have or¬ 

ganization with a system of membership positions and re¬ 

sponses that are repetitive and predictable within measurable 

limits. It is in the analysis of organization that the concept of 

societies of all types takes on its special significance for our 

purpose. Organization, or what is now called social structure, is 

the touchstone of all societies.2 

In the phenomena of society, human and nonhuman, cul¬ 

ture-bearing and culture-free, are certain other common de¬ 

nominators, inherent in organization, that further define and 

clarify the concept. Individual differences, related to capacity, 

position, and performance, may be discerned within any or¬ 

ganized or structured group membership. These may be based 

on size, weight, strength, age, sex, bodily structure, aptitude, 

habit, skill, or other distinctions. Some of these permit certain 

individuals to dominate others in the system; and this coercive 

relationship, which can and usually does arise, has been 

1 Wheeler, W. M., Social Life Among the Insects, 1928. 

2 For additional references on human social organization, see: Bain, Read, 
“Action Research and Group Dynamics,” 1951; Bales, R. F., Interaction Process 
Analysis, 1950; Bendix, Reinhard, and S. M. Lipset, editors, Class, Status and Power, 
1953; Bogardus, E. S., “Social Distance and Its Origins,” 1925; Idem, “Social Dis¬ 
tance: A Measuring Stick,” 1926; Brown, G. G., and J. H. Barnett, “Social Or¬ 
ganization and Social Structure,” 1942; Brown, J. F., Psychology and the Social 
Order, 1936; Chapin, F. S., The Measurement of Social Status by Use of the Social 

Status Scale, 1933; Idem, “Latent Culture Patterns of the Unseen World of Social 
Reality,” 1934; Davis, Kingsley, Human Society, 1949; Eggan, F. R., Social Organi¬ 
zation of the Western Pueblos, 1950; Lowie, R. H., Social Organization, 1948; 
Maclver, R. M., Community, 1931; Mills, T. M., “Power Relations in Three- 
Person Groups,” 1953; Ogburn, W. F., Social Change, rev. 1950; Roberts, J. M., 
Three Navaho Households, 1952; Ruesch, Jurgen, and Gregory Bateson, Communi¬ 

cation: The Social Matrix of Psychiatry, 1951. 
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dubbed the “pecking order.” Fowls, let loose in a coop, for 

example, soon begin to participate in an adaptive relationship 

to one another in which some dominate and others submit.1 

This ordering of relationships can occur within, or independ¬ 

ent of, a cultural milieu of norms and pressures. 

These same individual differences, innate or acquired, are 

also the source of specialization in function and division of 

labor. All societies, with or without culture, demonstrate this 

in some measure. In insect societies it is carried to fantastic 

limits, even though instinct-determined. In other societies the 

instinctive patterns of behavior are far more flexible and spe¬ 

cialization may be less specific. Specialization may be to some 

extent voluntary, resulting from purposeful learning of a trade 

or profession, for example, or it may be largely coercive, im¬ 

posed by group members in positions of dominance or by the 

economic system itself. Thus, for instance, the Chinese coolie 

has had little opportunity to seek other fields regardless of his 

qualifications. Then, again, specialization of function may be 

largely traditional, or passed down from father to son in a more 

or less stable society, as in the case of the French peasant 

farmer. Whatever the origin—inborn or learned and volun¬ 

tary or coercive—these interactive positions and repetitive be¬ 

havior in the social structure provide certain reciprocal and 

mutual benefits to the membership. They serve to sustain the 

group that in turn sustains the group members.2 

In any social system individual differences that produce 

specialization or are produced by specialization set up relation¬ 

ships of subordination and superordination and provide the 

circumstances and the components for cooperation. This may be 

foreign to the common conception of the word in which the 

willing and purposeful teamwork of more or less equal mem¬ 

bers is usually implied. But in analysis of societal processes, 

1 Schjelderup-Ebbe, Thorleif, “Social Behavior of Birds,” 1935. 

2 See Sumner, W. G., and A. G. Keller, The Science of Society, 1927, vol. 1, 

PP- 3~43- 
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mechanisms that provide some orderly way of sustaining the 

life of the group and prevent a general “free-for-all,” even if 

they may not be in the best interest of each individual, must be 

termed “cooperative.” Many forms of cooperation are actually 

“antagonistic cooperation,” representing a conflict of interests 

between members although fulfilling common goals for the 
group. 

A diagram may make these basic characteristics of the soci¬ 

etal elements and relationships easier to understand. It shows 

STRUCTURE OF SOCIETY 

how differentiation and specialization on the one hand, and 

domination and cooperation on the other, establish positions 

or stations for all members of society. These lead to interactions 

between them that meet the interests of society and at the same 

time provide a degree of security for the individual by es¬ 

tablishing a niche for him in the social structure and ascribing 

to him certain roles or duties. 

Structured social life, which serves as the foundation of soci¬ 

ety, thus relies upon stabilized, repetitive, and sequential inter¬ 

actions between its members that correspond to the positions 

they hold in the system or in its subdivisions. These station- 
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role relationships1 of the membership within the system are in¬ 

terlocked in ways that make the behavior of a particular mem¬ 

ber neither independent nor passive. Such a group agent 

belongs to the system, has a place to fill, a function to perform, 

or a role to play, and a vital stake in the organized group unit. 

Thus, a member is not a free agent. His behavior is channeled 

by the system and is predictable within measurable degrees on 

the basis of the linked relationships. He may be forced to con¬ 

form to system-determined demands even at the expense of 

individual needs and in the face of physical dangers. 

A synoptic sketch of the most important positional cate¬ 

gories that an individual’s associates may occupy with respect 

to him are, first, the twofold alignments based on the ingroup 

and outgroup.2 The members of any group, whether family, 

clan, college, fraternity, religious affiliation, tribe, or national¬ 

ity, are bound together by ingroup interests, some of which are 

paramount to those of all nonmembers, who constitute out- 

groupers. In the second place, and within the organized in¬ 

group, the relationships are generally regarded as at least 

threefold with respect to positional categories that relate to the 

individual. The rankings of one’s fellows in relation to oneself 

are roughly defined as surrogates or superordinates, peers or 

equals, and subordinates.3 These are the stationed agents of 

society in designated positions who react with or act upon the 

particular individual under consideration. Their relationships 

to him fall within a range of influence that may run from ex¬ 

tremes of domination to abject submission. The surrogates 

exercise their power of domination by means of sanctions, and 

the subordinates, reciprocally, acquiesce. What may be called 

“antagonistic cooperation” operates up and down the line of 

relationships with the nearest approach to mutual and volun- 

1 Linton, Ralph, The Study of Man, 1936, pp. 113-131. 

2 Sumner, W. G., and A. G. Keller, The Science of Society, 1927, vol. 1. See also 
Index, “Ingroup and outgroup.” 

3 Mead, Margaret, “Social Change and the Cultural Surrogates,” 1940. 
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tary cooperation appearing between the individual and his 

peers, probably because of a wider range of equal powers and 

common interests. 

The actions and reactions of these fellow-group agents, from 

their stations and with their prerogatives, produce pressures 

upon the individual. A combination of these can be over¬ 

whelming. These interactive relationships constitute the vital 

societal elements with which an individual must cope and 

upon which he must rely; first, in his initial helplessness and 

later on in life in his recurrent intervals of dependence, and, 

indeed, even in periods of stability and achievement. Thus, the 

very relationships that sustain him also threaten him and 

become highly surcharged for him with attitudes of confidence 

or fear, love or hate, and tendencies to approach or withdraw, 

to dominate or submit, and many other combinations in social 

relationships. Particular situations become repetitive and per¬ 

sistent, setting up recurrent stresses that may be manifest in the 

physiological processes. And it is probably trite to emphasize 

that the cumulative effect of such tensions and physically tax¬ 

ing responses, even though subtle and hidden, can wear down 

and waste away the resources of the individual, and sometimes 

even wreck the organism. 

In short, man is uniquely a societal creature who through a 

long period of development has become dependent for his very 

existence upon the system-determined aids, supports, and 

reinforcements of fellow members of his “ingroups.” He lives 

so much within these structured, repetitive, and dependent 

relationships, and in such concern about fellow expectations of 

him, that perhaps the greatest threat of all is his doubt about 

his ability to live the life of a man. He is threatened by those 

very forces in society upon which he is dependent for nourish¬ 

ment and life. He must be a part of the system and yet he is 

driven to fulfill his own proclivities; and because of his sensitive 

equipment, he is often pulled different ways at one time. These 

threats and conflicts are omnipresent, and constitute for him, 
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above all organisms, a large portion of the stresses and strains 

to which he is exposed. 

Society thus becomes for us a significant concept. It helps to 

make clear the vast network of relationships and compulsions 

that propel, direct, and constrain man’s individual efforts but 

that bear forcefully upon his strongest and most intimate feel¬ 

ings about himself, reinforcing his personal satisfactions, yet 

increasing the tensions occasioned by frustration or failure in 

the achievement of his goals. 

Yet, man is more than a social animal; he is also a culture¬ 

bearing creature. He and he alone has culture and some capac¬ 

ity to create and change it; and from these facts spring many of 

his differences from other forms of life, as well as the nature of 

many of his conflicts and stresses. Granting man’s biological 

capacities and limitations, and his life in groups, his culture 

more than anything else explains his uniqueness in distinguish¬ 

ing him from other creatures. 

In effect, man as a tribal member has been able to build for 

himself another milieu, or dimension of the environment, 

within which and by means of which he comes to terms with 

life situations. The concept of culture, superimposed upon that 

of society, provides a third identifiable and definable category 

of environmental variables, or, in another sense, a third level 

of adjustment that is difficult to separate from the societal level 

but that is not to be found, except perhaps in the most vestigial 

forms, in the adaptations of any other species. 

What is this phenomenon called “culture,” without which 

man apparently cannot live and that, for all practical pur¬ 

poses, puts a gulf between him and other creatures? Gan we 

define it and formulate its importance in human life in such 

manner as to apprehend and assess its place in the trichotomy 

of environmental factors that impinge upon the individual? 

Our special knowledge of culture and its relation to personal 

adaptations is recent. It can be claimed that the “discovery of 

culture,” especially its significance for the individual both as 
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an organism and as a person, is one of the outstanding achieve¬ 

ments of the past century. It may even be said that realization 

of the overwhelming importance of culture came to man as 

something of a shock. After centuries of speculation about free 

will and human nature, man’s ways of thinking, acting, and 

feeling were shown to be determined largely by his group and 

its norms. Each individual, from birth onward, comes under 

the influence of other persons who are already culturally 

habituated. Everyone is “humanized,” little aware of how 

much influence the culture has upon him through its represen¬ 

tatives. About the only way he can be brought to realize its 

significance is to encounter severe obstacles in his course, to be 

confronted with conflicts of norms, or to observe how differ¬ 

ently another type of culture could have shaped his experience. 

Perhaps the simplest and most useful formulation of the 

concept of culture is to say that it is an acquired or learned 

system of shared and transmittable ways of adjusting to life 

situations. 

Some of the brief definitions of culture identify it as “all 

capabilities and habits which are acquired,” “ways of life of 

this or that people,” “patterns of preference in learned be¬ 

havior for a particular society,” “a storehouse of problem solu¬ 

tions to human existence,” and “a socially organized, shared, 

and transmitted body of learned behavior.” Like all short, 

crystallized definitions of general phenomena, however, these 

leave much to be said, as do similar synoptic formulations 

concerning biology, health, or disease. A common characteris¬ 

tic recognized in all treatises on culture is change, a capacity to 

shift, accumulate, or lose components, which makes culture 

far more flexible and variable than are the somatically deter¬ 

mined patterns of behavior. 

For the purposes of our analysis it is helpful to consider cul¬ 

ture in the abstract in order to gain perspective on the general 

field and to be able to identify the common denominators in 

different cultures. In the analysis of actual situations, however, 
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culture is specific, applying to a particular group or combina¬ 

tion of groups, and its contents can be fairly accurately 

described. 

Here a more formal and authoritative definition of a culture 

will serve a good purpose. According to Ralph Linton, “A cul¬ 

ture is the configuration of learned behavior and results of 

behavior whose component elements are shared and trans¬ 

mitted by members of a particular society.”1 He goes on to in¬ 

terpret this definition by explaining that the term “configura¬ 

tion” implies that cultures are organized patterned wholes; 

that “learned behavior” limits the activities that are to be 

classed as part of any given culture to those whose forms have 

been modified by the learning process (making it clear that 

neither instinctive behavior nor the basic needs or tensions 

that provide the ultimate motivations for behavior in the in¬ 

dividual have ever been regarded as parts of culture in spite of 

their obvious influence upon it). He says further, that “be¬ 

havior” is to be taken in the broadest sense “to include all the 

activities of the individual, whether overt or covert, physical 

or psychological”; that the term “results of behavior” refers 

to both psychological and material phenomena, such as 

attitudes, value systems, and knowledge in the first place, and 

the objects made and used, or “material culture,” in the second 

place; and that the phrase “shared and transmitted” implies 

common usage by some but not necessarily by all members of 

the particular society, and inculcation of succeeding members 

largely through instruction and imitation. 

The gist of the matter is that a culture is an acquired and 

systematized form of behavior in the broad sense; it is held in 

common by certain members of an organized group or society; 

it is passed along to others through learning processes, formal 

and informal; and it may be subject to considerable change in 

content as well as volume, in accordance with discernible 

1 Linton, Ralph, Cultural Background of Personality, iq.t.'t, p. 32. Idem, The 
Study of Man, 1936, p. 75. 
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forces and general principles. Scientific problems in the dy¬ 

namics of changes in a culture are, however, beyond the range 

of our present discourse. 

The far-reaching significance of culture’s influence on 

man’s life can scarcely be exaggerated. The functions of his 

intelligence, for example, are multiplied a thousandfold by 

his culture. His language, which opens up vast avenues for the 

communication, accumulation, and preservation of knowledge 

is the product of his culture. Indeed, all man’s advances in 

coping with the physical environment and modifying his socie¬ 

tal relationships stem mainly from cultural developments. 

Perhaps most important of all for us here is the fact that man’s 

image of himself, his life goals, and his successes and failures 

in them, are defined and assessed under the dictates of his 

culture. It is not too strong to say that culture makes human for 

man what would otherwise be little more than animal; and it 

also fills with stress for him many situations in life that might 

have remained neutral. While man through the centuries has 

created his culture, and continues to modify it, culture in turn 

molds man and mirrors his life situations, cueing the stresses, 

teeing off his reaction patterns, and tallying up the score. 

In order to illustrate vividly how culture can pattern a 

person’s life in health or in sickness, let us resort to a hypo¬ 

thetical situation. Permit us to assume a family secret about 

the reader and his background. Let us say that your parents 

were strongly prejudiced against twin children. When you 

were born, however, you were one of identical twins. Because 

of your parents’ aversion, your twin brother was sent away 

with a missionary to a tribe of headhunters in the South 

Pacific, the Kwoma of New Guinea. The missionary died soon 

thereafter and your brother was reared by the natives in their 

own culture. He now resembles you in stature, skin texture, 

hair structure, eye color, and countless other ways. Indeed, 

physically, he is more like you than any other person. How much 

difference are you prepared to find between yourself and him? 
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Here are a few points of contrast between you and him, as 

derived from the description of a typical New Guinea Kwoma.1 

While you appear in public decently clothed and “sensibly” 

minded, he would appear mainly naked and downright foolish 

about the bird-of-paradise plume in his hair. This plume, you 

will learn, is the homicidal insignia showing that your brother 

has already “taken a head,” perhaps the head of an old woman 

or child. While you speak English, he would speak what seems 

to be gibberish. While you are a prosperous professional or 

businessman, he is a pig hunter and a potato grower, and 

proud of it. While you are refined in your appetites, this man 

considers dog meat a delicacy. You may lock your door to 

keep out thieves, but your brother casts a magical spell that 

makes anyone who enters his house break out with boils. You 

will courageously go anywhere in the dark, but this fellow is 

afraid of ghosts. For protection he carries a torch and wears a 

dagger, made of a human thigh, no less. He claims, moreover, 

that he has actually seen ghosts and can show scars on his body 

and report diseases to prove that he has suffered harm from 

them. You are afraid of germs, but your brother scoffs at the 

idea. Instead, he fears magic, and is frequently precipitated 

into a state of anxiety over succumbing to sickness from 

sorcery. For your information, he can correlate many onsets of 

illness in his own experience with spells cast over him. 

There are numerous other differences between you and your 

twin brother, certain of which are more closely related to what 

might be called “contrasts in personality.” But, in general, 

things that satisfy this young man would leave you sadly un¬ 

satisfied, and perhaps a little ill. If you should meet him or try 

to live with him, you might be disappointed and most un¬ 

happy. But any attempt to make him over to a closer resem¬ 

blance to yourself would probably be fruitless and might have 

extremely unfortunate results. Perhaps you should not even 

take him to your family physician when ill. At any rate, he 

1 Whiting, J. W. H., Becoming a Kwoma, 1941. 
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would insist on seeing a medicine man of his own tribe who had 

already proved his skill in “cures.” Although both of you came 

into the world very much alike, the cultural dies have been 

cast for you in strong contrast, and the differences will follow 

and influence you to the very end of your lives. 

The real power of culture in the life of an individual lies, in 

great part, in the use that is made of it by his fellow-group 

agents. These surrogates, peers, and subordinates select this 

or that norm or precept and exercise the existing sanctions, 

such as approbations and punishments, promises and threats, 

to press the individual into compliance with and fulfillment 

of the stations and roles in the social structure that are ascribed 

to him by the culture. Herein lie many opportunities for dis¬ 

proportionate pressures, misapplied sanctions, and the devel¬ 

opment of maladaptive response patterns on the part of the 

individual that may intensify life stress and bodily reactions. 

It is this active manipulation of the culture by the agents of 

society in key positions with respect to the individual that is 

so often reflected in the lives and in the complaints of individ¬ 

uals under stress. 

Unfortunately, there is no strictly objective and finely 

calibrated scale for measuring the pressures of fellow-group 

agents or for the assessment of the enforcement power of any 

particular cultural norms or prescribed codes of behavior, 

thought, or feeling on individuals in specified situations. In¬ 

deed, the compelling force of a culture mandate, mediated 

either by the individual himself or by his fellow-group agents, 

may vary greatly with different individuals or in the case of 

the same individual at different times. Above all, a person’s 

immediate or intimate associates in an organized group, such 

as family or clique, may greatly lessen, intensify, or slant the 

force of a cultural code. 

There are, however, general and grossly definable categories 

of instrumentalities for cultural enforcements that can be de¬ 

lineated for typical life situations and for specified societies or 
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subgroups. Each category of norms has its typical sanctioning 

agents, although in the last analysis the rating and ranking of 

these are the products of what we now call public opinion, and 

they vary with many factors, including the assumed degree of 

emergency at any time. The categories of cultural norms we shall 

treat here include customs, laws, and religious or moral precepts. 

In general, the customs are the most common forms of cul¬ 

tural controls. They are technically divided into “folkways” 

and “mores.”1 In the case of folkways, enforcement is less well 

defined and the degree of compliance is left largely to personal 

discretion and social innuendoes. Thus, for instance, in our 

culture, a custom dictates that man wear a tie and coat in most 

business, social, and professional situations. However, he is not 

considered immoral if he does not conform to this custom, but 

merely ill-bred or rude. If an individual fails to act in the ap¬ 

proved manner, or to follow the folkways, the punishment is 

generally indirect but personal, expressed by indications of 

surprise, disappointment, raised eyebrows, slights, slurs, or per¬ 

haps takes the form of ostracizing the offender to some extent. 

The folkways are the right ways of doing things in what are 

regarded as the less vital areas of human conduct. However, 

they often become involved in critical issues because of their 

important influences on social relationships. They are en¬ 

forced primarily by social sanctions of a light, conventional 

order. The self-appointed Emily Posts can be relied upon to 

police these customs in sickness as in health, in the hospital as 

well as on the street and in the drawing room. One should not 

underrate the significance of the folkways; they can make or 

break a person’s opportunities for suitable adaptations and 

achievements in active life, and for peace of mind and perhaps 

an earlier recovery from illness. Only fools, and perhaps 

prophets, make a practice of flaunting the folkways, and they 

have rather rough going. 

1 Sumner, W. G., Folksways, 1906; Malinowski, Bronislaw, Crime and Custom in 
Savage Society, 1926. 
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The more stringent customs are called “mores” and carry 

an urgent sense of group interest and responsibility. Their 

observance is considered so important to the welfare of the 

group as a whole that violations cannot be safely tolerated. 

Public opinion defines the mores in a general way and the 

public takes an active part in their enforcement. When an 

individual persists in disregarding a strong mos (the singular of 

mores), he may find himself at the mercy of a mob. In a 

society many of the individual’s acts, thoughts, and sentiments 

are regulated by these mores, and they can be backed up by 

self-appointed and rough-handed enforcement agents. In 

contrast to the lawbreakers, to be considered shortly, the 

violator of strongly defended mores may be slaughtered rather 

than sued, as in cases of lynching. 

Laws are largely custom-inspired, too, but in literate 

societies they are generally codified, the violations particu¬ 

larized, the penalties specified, and the enforcement agents 

designated. Moreover, the adjudications are scheduled and 

standardized. Therefore, it may be less frightening to commit 

a breach of a legal rule, and land in the arms of the law, than 

to violate a strong mos and face a mob. Although most of the 

mores of illiterate groups become laws in civilization, some 

appear to remain too general for such specificity. Usually 

there is little enforcement power for a law that is not sup¬ 

ported by popular backing, as evidenced by the repeal of the 

Volstead Act in the United States. 

The moral precepts and ethical codes of the large majority 

of cultures over the world are linked with religious beliefs and 

prescribed and sanctioned by supernatural agents, gods, or 

lesser spirits.1 In the eyes of believers, the gods may express 

their displeasure when these codes are disobeyed by meting out 

1 Flugel, J. C., Man, Morals, and Society, 1945; Fromm, Erich, Escape from 
Freedom, 1941; Idem, Man for Himself, 1947; Malinowski, Bronislaw, Myth in 
Primitive Psycholog)), 1932; Idem, The Foundations of Faith and Morals, 1936; Red- 
field, Robert, The Primitive World and Its Transformations, 1953; Westermarck, 
E. A., The Origin and Development of the Moral Ideas, 1926. 
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misfortune to the offender immediately, or by delaying punish¬ 

ment for some dreaded moment. When punishment is not im¬ 

mediately experienced, guilt and fear over wayward thoughts, 

acts, or sentiments may be particularly harassing to the in¬ 

dividual concerned. Because the penalty is not specific, as it is 

in the case of man’s codified laws, and the enforcement agents 

are unpredictable, leeway is given for a free play of anxiety 

and guilt, which may find expression in, or become related to, 

illness or other physical disabilities. It is thus very probable 

that much more anxiety is suffered in our hospitals than in 

our penal institutions. 

Very often the self becomes the strictest policing agent of 

these moral mandates. The cultural codes become deeply 

internalized, under the conscience, or what has been called the 

superego. Then with the self as judge, lashing the whip to im¬ 

pose a rigid, high standard of achievement and conformity, 

the individual can become his own hardest taskmaster and 

severest critic. By such standards, which allow little margin for 

spontaneity in self-expression or for occasional lapses from the 

dictated perfection, these personalized codes can result in dire 

self-harm. Under such conditions it could be said that the 

culture has miscarried, for it enslaves and victimizes the person 

whom it was created to help. 

Thus, the essentials of culture, as differentiated from society, 

are to be found in group-sanctioned norms and rules, and 

are recognizable as ideas, attitudes, and actions. However, not 

all the norms and rules are of equal weight in their bearing 

upon the individual. Some can be borne lightly, or all but 

ignored, while others are of the utmost import. We have 

shown that for a given organized group the cultural prescrip¬ 

tions are fitted together (configurated) into integrated (syn¬ 

chronized) wholes, with each regulated “way” sanctioned (ap¬ 

proved or condemned) to a degree that corresponds ap¬ 

proximately to its place in the total system. Inappropriate in¬ 

dividual responses or group sanctions can upset the poise of 

the person or the equilibrium of the system. 
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In summary, these cultural regulations fall roughly into at 

least three more or less identifiable categories: customs, laws, 

and moral or religious mandates. The enforcement agents for 

them are generally the membership of the organized group, 

real or idealized, and even projected into figures of departed 

ancestors, gods, and other supernatural powers. We have also 

recognized that any of these precepts, though perhaps more 

importantly the ethico-religious, may be internalized by the 

individual participant, with the harshest enforcements coming 

from the self. 

This portrayal of the cultural milieu that surrounds the in¬ 

dividual helps to show more clearly the relationship of the 

culture to his way of life and serves as a guide to the orderly 

arrangement of the cultural-personal data in a case history. 

Indeed, some such system seems indispensable for any system¬ 

atic assessment of the pressure of a person’s culture upon him 

in a given situation. The culture as he experiences and reports 

it may be plotted with respect to any phase in his life, but in 

clinical settings the more pertinent situations are assumed to 

be those that are characteristically stressful. 

Thus, we see culture and society as linked and overlapping in 

their joint impacts upon the individual. After Linton has deline¬ 

ated, in some 15 chapters of his Study of Man, “distinctive aspects” 

of culture and of society, he emphasizes this idea of the mutual 

dependence and reciprocal relationships between the two. 

. . . Culture and society are mutually dependent. Neither can 
exist as a functioning unit without the other. It is the possession 
of a common culture which gives a society its esprit de corps and 
makes it possible for its members to live and work together with 
a minimum of confusion and mutual interference. At the same 
time, the society gives culture overt expression in its behavior, 
and hands it on from generation to generation. However, societies 
are so constituted that they can only express culture through the 
medium of their component individuals and can only perpetuate 
it by the training of these individuals.1 

1 Linton, Ralph, The Study of Man. Appleton-Century-Crofts, New York, 1936, 
p. 271. 
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Perhaps at this point it will be helpful to link in a graphic 

way the essential components of culture and society as they 

shape themselves around the individual during the course of 

his life. The chief sources of the dynamics directing and limit¬ 

ing the adaptations that a person makes to his life situations 

PHYSICAL ENVIRONMENT 

ENVIRONMENTAL RESTRAINTS UPON THE INDIVIDUAL 

are fourfold: (a) the biological capacities and potentialities 

with which he is endowed at birth and which develop within a 

favorable environment; (b) the actual limiting and restrictive 

elements in the physical environment—including man-made 

artifacts—within which the individual lives1; (c) the culture; 

and (d) the society.2 We attempt to relate the linked areas of 

limitations and influences on the individual in a given situation 

in the accompanying diagram, 

1 The material elements of the culture, artifacts, are purposely left out of this 
section. They can be included in that representing the physical surroundings since 
they are subsumed in a way under “ideas, attitudes, and actions” which may be 
related to artifacts and may serve our purpose better when viewed as part of the 
physical environment. 

2 A fifth dynamic source is not infrequently delineated as experiential or con¬ 
ditioning, which results from the operation of the aforementioned. 
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This portrays the fact that the individual is not a free agent 

even within the limits of his biological capacities and his 

physical environment. He must meet, cope with, and adapt to 

life situations as a member of his society and a personal prod¬ 

uct of his culture and within the limits, constraints, and coer¬ 

cions set by the sociocultural system. These patterns are, more¬ 

over, subject to study and are measurably predictable, grant¬ 

ing a knowledge of the background and of the constellation of 

factors and forces in operation. 

The individual may thus be regarded as bringing to any 

given life situation whatever biological capacities he may have 

inherited and had the opportunity to develop. The expression 

of these proclivities at a given time and place will be limited 

and restricted or supported and facilitated—boxed in and 

directed so to speak—by the triangle of environmental factors: 

physical, cultural, and societal. 

The Individual in His Sociocultural System 

It is recognized, of course, that no person participates in all 

segments of his sociocultural system or shares fully in all its 

aspects. His share in the components of the system, his “cul¬ 

tural curriculum,” and his social relationships are selected and 

“specialed” by combinations of circumstances, many of which 

are beyond his control. The influence of the system upon his 

life is not limited, however, to those elements of which he 

makes special use. A person may be aware of and influenced 

by many factors in his culture to which he never needs to make 

specific adaptations. Thus, while playing only the male role, 

a man may be familiar with and influenced by the rights and 

duties of woman in his society. He may know how he should 

behave in the presence of the ruler or chief surrogate, and yet 

never find himself before him. The same holds true for whole 

categories of elements that apply to specific subdivisions of the 

society and the culture. 
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The cultural components, as Linton has pointed out,1 may 

be classified, with only occasional difficulties, in three cate¬ 

gories, based upon the extent to which the elements under 

each heading are shared by the whole membership. These 

categories help to clarify the relation of the individual to the 

culture and make it possible to assess which parts of the culture 

are most pertinent to him. 

First, there are the elements (cultural norms and social re¬ 

lationships) common to all sane, normal members who have 

reached adulthood. Linton calls these the “universals,” apply¬ 

ing and limiting the term to a particular society and its cul¬ 

ture. He places in this category such elements as language, 

accepted patterns in costume and housing, ideal forms of 

social interaction, and any general values or precepts that are 

shared by all; or types of behavior to which all members of a 

society are expected to conform. He would include also the 

commonly shared associations, values, norms, and implica¬ 

tions that may lie for the most part below the level of the con¬ 

scious, but that are, at the same time, an integral and vital part 

of the group experience. 

Examples of such universals can be drawn from the com¬ 

mon problems of illness. Every human society faces the pros¬ 

pects of sickness and each one has developed its own general 

cultural adaptations for it, which constitute its solutions. There 

are identifiable concepts about disease and its origins, sets of 

prescriptions defining what can be done, and usually by whom, 

along with standard patterns of sentiments, attitudes, and 

emotional overtones to guide both the patient and his asso¬ 

ciates. There are also equipments and procedures for expedit¬ 

ing recovery, stock remedies for preventive and protective 

precautions, ritualistic safeguards, rational interpretations, 

and social compensations for both the sufferer and his in¬ 

volved fellowship. 

1 Linton, Ralph, The Study of Man, 1936, pp. 272-275. 
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All over the world, as far as we know, whenever a member of 

society shows recognizable symptoms of illness, fails to meet 

his obligations as in health, takes to his hammock or cot, com¬ 

plains and waits for others to minister unto him, his customary 

roles in the group are changed, along with some of the rights 

and duties associated with these roles, and other sets of privi¬ 

leges and performances come into effect. Thus, a generalized 

set of sick rules begins to function for those most closely in¬ 

volved, the patient himself and the responsible members 

designated to take over. It is practically impossible for a sick 

member to escape, even if he should choose to do so, the im¬ 

pact of his culture’s “universals,” which are designed to deal 

with the general problems of disease and possible death.1 

Second, there are the elements of culture that are shared by 

members of certain socially recognized categories of in¬ 

dividuals, particular subdivisions of the larger society, but not 

shared by the total population. Linton calls these components 

of the culture the “specialties.”2 Here are classified the 

mutually interdependent norms and rules for responsibility 

and action that apply to only the designated segments of the 

population, although they may contribute to the well-being 

of the entire group. He places emphasis here upon the manual 

skills and technical knowledge that apply to particular craft, 

labor, or professional subgroups; but ideal patterns of rela¬ 

tionships within these units, and the values, goals, ethical 

standards, and general sentiments common to the specialty 
1 Ackerknecht, E. H., “Primitive Medicine and Culture Pattern,” 1942; 

Idem, “Psychopathology, Primitive Medicine, and Primitive Culture,” 1943; 
Idem, “Natural Diseases and Rational Treatment in Primitive Medicine,” 1946; 
Idem, “Primitive Surgery,” 1947; Clements, F. E., “Primitive Concepts of Dis¬ 
ease,” 1932; Devereux, George, “Primitive Psychiatry,” 1940-1942; Idem, “Psy¬ 
chiatry and Anthropology,” 1952; Ellis, E. S., Ancient Anodynes: Primitive Aneas- 
thesia and Allied Conditions, 1946; Ferguson, E. A., The Theory and Practice of 
Medicine Among Preliterate Peoples, 1947; Harley, G. W., Native African Medicine, 
1941; Holmberg, A. R., Nomads of the Long Bow, 1950; La Barre, Weston, The 
Peyote Cult, 1938; Idem, “Primitive Psychotherapy in Native American Cultures: 
Peyotism and Confession,” 1947; Leighton, A. H., and D. C. Leighton, “Ele¬ 
ments of Psychotherapy in Navaho Religion,” 1941; Ruesch, Jurgen, “Social 
Technique, Social Status, and Social Change in Illness,” 1948. 

1 Linton, Ralph, The Study of Man, 1936, pp. 272-273. 
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group also operate and reinforce the impact of its culture 

upon the individual. The cultural specialties of the medical 

and nursing professions provide an excellent example. When a 

set of specialties is in any way out of harmony with the gener¬ 

alized universals in the same society, an individual member who 

becomes subject to the two sets of forces may fall victim to the 

conflicts engendered. 

Third, according to Linton, there are the cultural “alterna¬ 

tives.”1 One finds in every society that there are some spheres 

in human experience and behavior where the culture does not 

dictate a prescribed and absolutely right way of acting, think¬ 

ing, or feeling. However, it provides the individual with a 

choice between two or more ways of achieving the same end or 

reacting to the same situation. These acceptable alternatives 

are bona-fide elements of the culture that constitute a per¬ 

missive range or margin of deviation around an established 

norm. Linton recognizes that cultures of small societies living 

under primitive conditions usually include and permit only a 

limited range of such alternatives, while in a sociocultural 

system like ours the range may be very broad. For example, in 

primitive groups a woman’s role is largely prescribed, while 

in our own present society there are several acceptable al¬ 

ternatives from which the woman may choose. 

Beyond these legitimate limits, Linton sets up a fourth cate¬ 

gory which he calls “individual peculiarities.”2 He includes 

here the nonprescribed but tolerated personal reaction pat¬ 

terns, such as unusual fears, compulsions, individualized 

habits, and other atypical and perhaps culturally inappro¬ 

priate responses. Many of these are the results of the accidents 

of an individual’s life experience; they insert the “personal 

equation” into the individual-society formulation, and help to 

explain why the ideal patterns of acting, thinking, feeling, and 

relating to others are only imperfecdy adhered to. 

1 Ibid., p. 273. 

2 Ibid., p. 274. 
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Individual peculiarities cannot be classed as a part of cul¬ 

ture in the sense in which the term is ordinarily used. How¬ 

ever, the sum total of such individual differences within any 

society is enormous, and can hardly be disregarded. More¬ 

over, these variations are of extreme importance in cultural 

dynamics since they are the starting point of everything that 

later becomes incorporated into the system. Thus, for example, 

an individual’s peculiarly slanted reactions may lead him to 

found a new religious cult, which becomes adopted by the 

society and accepted into the culture. In such manner, “in¬ 

dividual peculiarities occupy somewhat the same position with 

regard to culture that individual mutations occupy with re¬ 

gard to a biological species.”1 Further they are of importance 

in study of the individual, for they may profoundly affect a 

person’s adaptations to his life situations, with some of them 

harmless and some handicapping to the organism. Here we set 

in the cultural framework material that is studied from another 

angle by the psychologist and psychiatrist.2 The degree of 

sociocultural toleration for this kind of behavior is, of course, 

critical to its stress-arousing potentials. 

At this point it might be well to state briefly some of the 

typical patterns that individuals follow in relating themselves 

to society and its culture. The individual, we have found, may 

respond to social situations in one, or different combinations, of 

four rather distinct ways. That is, he may play out his part 

primarily as a creature, a carrier, a creator, or a manipulator of the 

existing culture of the group, its concepts, codes, and pro¬ 

cedures.3 

As a creature of a society and its culture, a person may act 

more or less passively, offering little or no resistance to the 

complex forces within the system which attempt to shape him 

1 Ibid., p. 274. 

2 Colwell, A. H., “Social and Environmental Factors in Medicine,” 1946; 
Weinberg, S. K., Society and Personality Disorders, 1952. 

3 Simmons, L. W., editor, Sun Chief, 1942, pp. 385—397. 
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co its purposes. He can be observed submitting to the man¬ 

dates and surrogates of the system without manifest question 

or protest, and attempting to meet the expectations of his 

peers, or even his subordinates, “like a good boy.” He tries 

hard to think, feel, and perform appropriately in each situa¬ 

tion. He relies on compliance with these mandates for support 

and protection, frequently gauging his goals and appraising 

himself by this test; or he may justify his failures by the same 

means. He makes a point of identifying himself with the system, 

of fitting himself into its plan, and of trying to accept his fate. 

Perhaps, in theory, a creature-committed person who could 

completely adapt to and identify with his sociocultural system 

and remain free of cross currents and conflicts within it, would 

be able to safeguard himself against extremes of mental and 

emotional stress, especially those that are socially derived. He 

could also better tolerate physical strains or ride them out 

with a certain over-all calm, psychologically grounded in and 

identified with the social and cultural interpretations and re¬ 

inforcements. This relationship has significant bearings upon 

the effects of stressful situations in life experience, whether in 

the hospital or elsewhere. 

In contrast to the creature relationship, and representing 

perhaps more closely the adult phase of optimum responsibility 

in the life cycle, is that in which the individual attempts to 

function as a carrier of his culture. In this capacity he plays a 

more positive and active part. An individual relating himself 

characteristically in this way to the social system sets out to 

exemplify its values and virtues and to demonstrate the 

efficacy of the socially certified ways and means. He strives to 

live up to them as a lesson to others, and more firmly to in¬ 

culcate them into his associates, especially his peers and sub¬ 

ordinates, at the same time winning approbation or even 

homage from his surrogates. In small societal subgroups which 

he may join he will attempt to adopt quickly the exemplary 

norms and codes, if not too greatly out of line with familiar 
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standards, and represent himself as a model of them, such as 

good sense, propriety, and fortitude if these are what the cul¬ 

ture rates highly. He may seem to strive under the conviction 

that he cannot afford at any cost to compromise himself in the 

presence of his contemporaries or perhaps in his own eyes. 

In another relationship, perhaps more typical of adulthood, 

the individual may be regarded as a creator of new cultural 

elements that may be fitted into the larger patterns within the 

institution or society. Potentially, each person is a creator in 

the sense that he is never quite able to fulfill the prescribed 

patterns of behavior and may occasionally initiate a useful 

variation. Whether the variation is the result of accident, in¬ 

vention, or borrowing, it may be adopted by others and be¬ 

come established in the social system. Some individuals exer¬ 

cise this function more than others and seem bent to strive for 

variations from the customary or routine procedures even 

when no particular advantage is apparent. During periods of 

rapid social change there may be advantages to the individual 

for so doing. There is always a possible gain for others, too, 

since every cultural advance has it origin in the innovator. 

A further significant relationship of the individual to his 

culture is that of manipulator, a form of response that has not 

been so well documented in social science literature as the first 

three. By good luck, tact, skill, and ingenuity a person may be 

able to utilize the norms and rules of his culture to his own 

advantage or for any other purpose upon which he is bent. He 

may marshal them to strengthen his position or to coerce asso¬ 

ciates into fulfillment of his requirements; or by them he may 

even inspire other persons to make sacrifices in his behalf. If 

he finds himself in situations of compromise, he may flaunt 

certain of the folkways, ignore mores, circumvent laws, or 

even morals, finding reinforcements in “higher principles,” 

rules of exception, and special prerogatives. When motivated 

by a strong interest for which he may find justification in other 

parts of the culture, and fortunately aligned with prerogatives 
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that have given him an advantage, he may elbow competitors 

to one side and win coveted prizes in terms of authority, 

position, and special favors. 

Our special concern here has been to gain some comprehen¬ 

sion of the impact of culture on an individual and his way of 

life, and later on to relate this to his experience with illness. 

In summary, we have seen that in the course of man’s 

biological evolution he purchased considerable freedom from 

the bondage of inborn patterns of behavior at the price of 

greater dependence upon organized group life (society), and 

he also acquired new and much more variable sets of response 

patterns (culture). This has resulted for him in multiple and 

magnified potentialities for both adaptive and maladaptive 

behavior. It also has meant that his offspring are more pliable 

and at the same time more dependent than any other of the 

high forms of life, and with much longer periods of sustained 

helplessness in youth, sickness, and old age. Thus is man, 

preeminently, a socialized and acculturated creature, with a 

destiny bound up largely within these dimensions of his life. 

Although free-born, he is culture-bound. Most of the goals, 

guides, and supports for his existence are both dictated by his 

culture and sanctioned by his society. Without measurable 

compliance on his part, it is just about impossible for him to 

fulfill his proclivities or even to survive. Such is the grip of the 

sociocultural system on the life of man. This, indeed, creates a 

major difference in the experience of illness between man and 

the “lower” forms of life and between men in separate societies. 

In our further discourse we shall recommend special at¬ 

tention to the three trunk-line relationships between the in¬ 

dividual and his environment. Through systematic exploita¬ 

tion of them, specificity for us may be sharpened with respect 

to problems of life stress and disease. There are, of course, 

countless variations and combinations of these forces that 

shift in impact and emphasis from person to person and for 

time and place. A particular constellation of these factors may 
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be borne easily by an individual in one set of circumstances 

and prove his undoing in another. 

Then when such a person goes for medical help and strips 

physically, socially, and culturally before his physician or the 

attending staff, he may reveal tissue evidence to the watch¬ 

ful eye and vocal testimony to the sensitive ear of background 

elements in his life from all three dimensions, which working 

together have produced or complicated his illness. In such a 

predicament, a clarifying diagnosis and optimum therapy 

would seem to call for consideration of the combined con- 

tributive and precipitative factors.1 

1 Bortz, E. L., “Social Components in Medicine,” 1940; Cannon, I. M., On 

the Social Frontier of Medicine, 1952; Idem, “Some Clinical Aspects of Social Medi¬ 
cine,” 1946; Freed, L. F., “Philosophy of Sociological Medicine,” 1948; Fromm, 
Erich, “Individual and Social Origins of Neurosis,” 1944; Galdston, Iago, The 
Meaning of Social Medicine, 1954; Halliday, J. L., “Epidemiology and the Psychoso¬ 
matic Affections,” 1946; Mead, Margaret, “The Concept of Culture and the Psy¬ 

chosomatic Approach,” 1947; Menninger, K. A., “Changing Concepts of Dis¬ 
ease,” 1948; Minot, G. R., “investigation and Teaching in the Field of the Social 

Component of Medicine,” 1937; Idem, “Medical Social Aspects in Practice,” 
1934; Robinson, G. C., “Proper Attention to the Role of Emotion and Social 
Factors in Illness as a New Step in Public Health,” 1945; Roemer, M. I., “Re¬ 

lationship of Social Medicine to the Social Sciences,” 1948. 



CHAPTER 4 

The Sociocultural System as a 

Stress-Inducing Environmental 

Factor 

The broad outline of man in his social and 

cultural setting has been sketched. We perceive in the in¬ 

dividual a vulnerable, resourceful, adaptive, and also perish¬ 

able, human being endowed with certain inborn capacities for 

development and highly sensitized to learned goals in the ad¬ 

justment of his life to the total environment. We also see in him 

a creature of circumstance who undergoes stress and strain 

from various sources and suffers wear and tear in the course of 

a relatively short and tenuous life.1 In his efforts to survive, he 

is confronted with a triad of essentially different environ¬ 

mental forces—physical, social, and cultural—which serve to 

maintain him in some respects and to menace him in others. 

We know that his culture and his society affect him deeply 

as a personality and sustain him as a group member. But how 

do they contribute to his physical maladaptations and to 

specific bodily disorders? In gross form, involving masses of 

people, to be sure, such a connection or sequence of experience 

and effects is widely recognized. Thus, cultural precepts may 

mislead groups of people with respect to maintaining adequate 

diets, protecting themselves against infection, seeking prompt 

and proper medical care, or taking precautions against acci¬ 

dents, overexposure, excessive exertion, and the like. Mass 

sociological effects on health and nutrition are also easily 

1 Selye, Hans, “The General Adaptation Syndrome and the Diseases of 
Adaptation,” 1946; Idem, The Physiology and Pathology of Exposure to Stress, 1950; 
Wolff, H. G., Stress and Disease, 1953. 

82 



THE SOCIOCULTURAL SYSTEM 83 

recognized when pronounced disruption of society’s mecha¬ 

nisms occurs through strikes, riots, panics, or breakdowns in the 

organized systems for the production and distribution of goods 

and services. No one seriously doubts the import of these 

forthright and over-all factors upon the health, and even the 

fate, of numerous individuals as organisms. Modern warfare 

is an outstanding example of such gross effects with its multi¬ 

tudes of lives snuffed out and of bodies injured or permanently 

maimed. 

In the personal experience of the individual, the biological 

consequences of sociological stresses and strains along with 

contributing cultural pressures are sometimes almost as ob¬ 

vious. Within a detailed case history, the general linkage be¬ 

tween personal stress and physical debility may occasionally 

be easy to see, especially if the sequence is closely connected 

and dramatic. When, for instance, the norms and codes of the 

culture in a particular person’s background inspire in him and 

require of him, by virtue of his position in society, special 

heroic or dare-devil exploits, and he carries through coura¬ 

geously with the resultant loss of a leg, an arm, or some worse 

injury, the sociocultural dynamics and connections seem clear 

enough. 

Within a given cultural context and under particular social 

circumstances, an individual may quite deliberately risk losing 

his life to save that of another. Or, if presented with drastic 

alternatives and left alone with a dangerous weapon, he may 

understandably take his life under a prevailing code of honor; 

indeed, he may petition for the privilege and his descendants 

may cherish the heroics. If he duels where dueling is a duty, 

feuds when the family folkways call for feuding, commits 

hara-kiri when it is required to compensate for disgrace or de¬ 

feat; or if he happens to be a person who merely binds his feet 

and files his teeth when convention dictates the one or the 

other, then again the related and relevant physiological effects 

of sociocultural mandates are self-evident. 
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If, moreover, because of ill-advised social relationships or 

the insufficiency of food and shelter provided by his society, a 

person contracts a contagious disease or suffers physical 

debility, certain reasonably direct correlations can be sur¬ 

mised between the social circumstances and the individual’s 

physical plight. In short, where the sociocultural and bio¬ 

logical connections in the dynamics of disease and other 

physical defects are closely linked and incontestable, the problem 

of formulation is quite different from the more usual instances 

of illness where the process is slow and undramatic, and where 

the critical factors are subtle, hidden, or even disguised. 

Thus, in many of the steadily mounting, so-called chronic 

ailments that plague our lives, sociocultural components are 

now suspected of being complicating factors, if not actually the 

leading elements. But to ferret them out specifically and to 

demonstrate or measure their effects upon the biological 

processes are very difficult assignments. 

As already indicated, we have found useful a three-dimen¬ 

sional view that portrays the individual as an organism coping 

with his physical surroundings, as an agent member filling a 

place in his society, and as a person or personality responding 

within a culture. While adaptations in all three phases are 

taking place concurrently and with many interconnections, it is 

illuminating for the purpose of analysis to direct further atten¬ 

tion to each area separately in order to identify the possible 

sources of stress in a given situation. Such a procedure helps to 

clarify the fact that critical stresses related to illness may arise 

in any one of the areas with or without corresponding stresses 

occurring in the others, or that stresses may accumulate simul¬ 

taneously from all three sources. 

If, first, we view the individual in his physical surroundings, 

stresses for him may be associated with illness as a consequence 

of changes within the organism itself that ordinarily would not 

be attributed to outside factors; as, for example, in the proc¬ 

esses of maturation and aging, irregularities in the functioning 



THE SOCIOCULTURAL SYSTEM 85 

of the glands, or in the growth of extraneous tissue such as 

tumors. On the other hand, stress may be more directly 

derived from the physical environment, perhaps from the 

cumulative effects of an inadequate food supply, a hostile 

climate, or prevalent micro-organisms; or it may result from 

sudden changes, such as radical alterations in climate, drought 

and famine, the invasion of insects, or the appearance of 

dangerous germs and viruses. Hazards in this dimension, 

derived from either the individual organism or the outer 

physical environment, are those to which modern medicine 

has devoted the greater part of its attention and upon which its 

chief progress has depended. 

The second or societal dimension is also a primary source of 

stress for the individual. Here we see him as a member who 

occupies certain positions in the social system and has specific 

activities to perform in the groups of which he is a part— 

family, community, economic organization, and so on—having 

responsibilities within each that may tax his capabilities. Be¬ 

cause it is important for him to live up to the expectations of 

his fellows and to play his roles acceptably, his efforts are often 

fraught with tension. If he is unable to fulfill the functions 

ascribed to him by society or to meet new obligations asso¬ 

ciated with each change in status, he “fails” in the eyes of his 

fellows, and perhaps also in his own eyes, and suffers mental 

and emotional stress that may affect his health. Such socially 

derived stresses can accumulate slowly over long periods, but 

they may also accelerate under trying circumstances and reach 

a climax at a time when success and failure are balanced 

delicately. Indeed, the normal progression of an individual in 

the social structure, such as reaching adulthood, taking on a 

responsible position, getting married or having children, brings 

extra duties and obligations that expose him to new stresses as 

well as provide him with added satisfactions. More dramatic 

and obvious, though perhaps with less serious consequences to 

the organism, are those cases where a person’s established posi- 
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tion in society is threatened by committing prohibited acts. He 

may, for instance, become involved in perjury and be put to 

trial before his peers and his own conscience, or he may indulge 

in some other forbidden behavior, overtly or covertly, that 

affects his social standing or self-esteem and causes him great 

anxiety together with correlative bodily reactions. 

On the other hand, a man may resolutely stand pat and 

upright, toeing the mark and meeting commitments stead¬ 

fastly, but find social relationships changing around him, 

perhaps depriving him of old positions and prerogatives or 

assigning to him new stations and activities. This alters his 

standing with others and creates for him new and unexpected 

stresses. Outstanding examples are to be found in the occupa¬ 

tional sphere in the form of discharge or retirement, and re¬ 

assignment or transferal, over which the individual may have 

little control. Similarly, shifts in his status and responsibilities 

arise within the family through the marriage of other members 

and through births, deaths, or prolonged illnesses.1 

They occur also in the larger societal setting with changes 

from peacetime to warfare, the appearance of economic or 

political reversals, or even with fluctuations in the stock 

market, tax rates, or the stringency with which the laws of the 

land are enforced. Any of countless social relationships that 

ebb and flow around the individual can at times upset his 

personal equilibrium and intensify stress. In other words, with 

a relatively constant culture and a stable physical milieu, 

society can change for an individual member, much like shift¬ 

ing sands around a once firm structure, and with similarly 

undermining effects upon his stability and security. Society 

1 For contemporary sources on the family, see Baber, R. E., Marriage and the 
Family, 1953; Burgess, E. W., and H. J. Locke, The Family, 1953; Burgess, E. W., 
and Paul Wallin, Engagement and Marriage, 1953; Cavan, R. S., The American 
Family, 1953; Community Service Society of New York, The Family in a Demo¬ 

cratic Society, 1949; Hill, R. L., editor, The Family, 1951; Queen, S. A., and J. B. 
Adams, The Family in Various Cultures, 1952; Richardson, H. B., Patients Have 

Families, 1945; Sirjamaki, John, The American Family in the Twentieth Century, 1953; 
Zimmerman, C. C., Family and Civilization, 1947. 



THE SOCIOCULTURAL SYSTEM 87 

always has the power to mar, maim, or even eliminate partic¬ 

ular members in either sudden and dramatic enforcements of 

its demands or by slow, subtle, and hidden forces and proc¬ 

esses. Indeed, during the so-called “normal” as well as the 

“abnormal” phases of the culture, society imposes stress upon 

certain of its members as truly as it eases stress and provides 

security for others. It is able under the established cultural 

mandates to single out particular individuals and place them 

in especially stressful situations. Society constitutes, in short, an 

independent and powerful variable in the relationships of the 

individual to his environment, especially in the activities of its 

surrogates. 

Medicine has not neglected consideration of man in his 

societal relationships. Some of the outstanding advances in 

psychiatry and public health have resulted from growing 

concern with man’s problems in group associations. Much 

work remains to be done, however, in recognizing the various 

forces operating upon man in his capacity as a group agent, 

relating these factors to stress-potentials in his life and learning 

how to put such knowledge to therapeutic use. 

Turning to the third or personality-cultural dimension of 

the patient’s life, we find further sources of stress rooted in his 

relationships to his culture. His personal adaptations to the 

cultural mandates in terms of attitudes, values, goals, emo¬ 

tional states, and other psychological characteristics may not 

be so harmonious as they appear. Slow, hidden accumulations 

of stress and conflict may build up and reach bursting points 

after years of apparent toleration. 

Then again, changes on the part of the individual may upset 

the personal-cultural balance which has steadied life’s ad¬ 

justments for him. A tribesman, for instance, may adopt 

certain “civilized” cultural traits to which he has been ex¬ 

posed: interest in the wearing of clothes, or the use of alcohol, 

new attitudes toward marriage or masculine superiority, the 

conviction that germs cause disease, or other notions or be- 
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havioral patterns that are alien to his own culture. Acquiring 

these contradictory cultural fragments disrupts important 

personal relationships in his native society, culture, and 

physical surroundings which in themselves have remained 

relatively stable. Conflicts are also produced in his own per¬ 

sonal values and goals. Such stresses may be evident in the 

lives of immigrants to a country like America; for when peoples 

migrate many elements of the new homeland’s culture are 

rapidly adopted while large parts of the original culture survive 

in the family or small mobile group. Striking examples are 

found in first-and second-generation immigrants, and mem¬ 

bers of such groups as Jews, Negroes, and Asiatics, who be¬ 

cause of contemporary patterns of prejudice may be barred 

from full participation in American culture and become, in a 

sense, “marginal men” trapped between two cultures and 

subject to the conflicts arising from both.1 

Furthermore, a person remaining in the same physical sur¬ 

roundings and with his old associates may continue to cling 

to attitudes, habits, and goals acquired in his youth, while 

the cultural norms are changing rapidly, with the result that 

he is not in harmony with the newly evolved patterns within 

his own society. He may be left as one stranded with his own 

personal and outmoded cultural values and attachments. The 

sweeping tides of cultural change frequently produce new areas 

of stress in personalities and not seldom leave their marks on the 

organism. The recurrent conflicts between youth and age stem 

largely from changes that create for members of the older gen¬ 

eration disturbing elements in their personal orientation.2 

Perhaps now, as we move toward a general discussion of the 

effects of stress upon the human body, the subject may be 

1 Davie, M. R., Refugees in America, 1947; Mead, Margaret, “The Implications 
of Culture Change for Personality Development,” 1947; Park, R. E., “Personal¬ 
ity and Cultural Conflict,” 1931; Stonequist, E. V., The Marginal Man, 1937; 

Thompson, L. M., and Alicejoseph, “White Pressures on Indian Personality and 
Culture,” 1947; Tumin, M. M., “Some Fragments from the Life History of a 
Marginal Man,” 1945; White, W. L., Lost Boundaries, 1948. 

2 Poliak, Otto, Social Adjustment in Old Age, 1948; Simmons, L. W., The Role of 
the Aged in Primitive Society, 1945. 
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brought into sharper focus by directing our attention to 

a particular kind of stress and surveying it briefly in cross- 

cultural settings, namely, fear or anxiety. 

Fear or Anxiety 

For our purpose it is not necessary to try to distinguish be¬ 

tween fear and anxiety, nor between the so-called subjective 

and realistic fears. A threat to the person that can be regarded 

as “imaginary,” if deeply apprehended, persistent, and es¬ 

pecially if socially reinforced, may be as effective in evoking 

bodily reactions as are the fears that are incited by objectifiable 

and realistic dangers. Indeed, fears that are suffered, whatever 

their origin, usually have somatic accompaniments. 

An important general fact to be recognized is that all 

sociocultural systems inculcate fears as part of the regular 

group processes. They may, in the interest of the group, 

emphasize or exaggerate certain fear elements in particular 

situations, “making mountains out of mole hills.” But, what is 

perhaps more important, they also operate so as to reduce and 

regulate fears. A considerable part of society’s power over in¬ 

dividual members is exerted by means of the controls set up 

through its induction and reduction of fears. A given culture de¬ 

fines fearful situations, incites and promotes some fears, plays 

down others, and provides mechanisms and procedures for the 

regulation and resolution, as well as the instigation, of fears. It 

is thus within the power of the sociocultural system, both to 

magnify certain fears and, then, to diminish them through the 

exercise of faith, rituals, and other prescribed formulas. 

It is widely recognized in social science that control of fear, 

as regulated by both induction and reduction, plays a vital 

part in the normal processes of individual-environment adap¬ 

tations, and that in many situations it carries survival value. 

The induction of fears is, of course, just as important as their 

reduction. It is obvious that a completely fearless and fool¬ 

hardy fellow is no better off than one who is very fearful; indeed, 
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he may be worse off and have a shorter life in that he is obliv¬ 

ious to danger and takes great risks. On the other hand, un¬ 

bridled fear can become a powerful and destructive force in 

practically all aspects of life, not the least of which is illness. In 

individual cases it may disrupt normal physical processes 

and even precipitate death. 

No human society has been found without these group- 

derived regulators of fear that approach some practical 

equilibrium in the induction and reduction of this strong emo¬ 

tional force and thereby utilize it in the adaptive processes. All 

sociocultural systems thus saddle individual members with 

responsibility, spur them to act with defined fear excitants, 

and then bridle and rein under the more excessive and destruc¬ 

tive fear responses. It is axiomatic that an effective societal 

system usually functions to define and manage certain fears of 

its membership within maximal and minimal limits of expe¬ 

diency. An individual member probably is never free from 

prescribed fears; nor are these fears ordinarily permitted to run 

riot. In well-organized societies with integrated cultures, cer¬ 

tain fears are always induced and reduced, regulated, in short, 

within appropriate limits. But all societies are not equally 

successful in this. Whenever disruptions and discrepancies 

occur in cultural patterns, and conflicts arise between agent 

members with respect to the interpretation of and response to 

fear-exciting situations, the fear-inducing components tend to 

outdo those that are fear-reducing, thus loading excessive 

fears upon the individual, which may in turn intensify bodily 

reactions beyond expedient proportions.1 

1 Gantt, W. H., Experimental Basis for Neurotic Behavior, 1944; Gillin, John, and 

G. E. Nicholson, “The Security Functions of Cultural Systems,” 1951; Hallowell, 
A. I., “Fear and Anxiety as Cultural and Individual Variables in a Primitive 
Society,” 1938; Idem, “Sin, Sex, and Sickness in Saulteaux Belief,” 1939; Idem, 
“The Social Function of Anxiety in a Primitive Society,” 1941; Leighton, A. H., 
and D. C. Leighton, “Some Types of Uneasiness and Fear in a Navaho Indian 
Community,” 1942; May, Rollo, The Meaning of Anxiety, 1950; Simmons, L. W., 

“The Relation Between the Decline of Anxiety-Inducing and Anxiety-Resolving 
Factors in a Deteriorating Culture and Its Relevance to Bodily Disease,” 1950; 
Welch, Livingston, “Human Conditioning and Anxiety,” 1953. 
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Any rapid cultural changes may result in the intensification 

of fears among a society’s membership in that some of the old 

fears are left without controls, while new ones may be added. 

A superficial report on a primitive tribe in contact or conflict 

with “civilization” may indicate impressive progress as meas¬ 

ured by change and so-called “improvements.” But close 

study often reveals considerable evidence of sociocultural 

deterioration, disharmony, loss of patterned configurations, 

lags in adaptation, parts that are out of joint; and with mount¬ 

ing anxieties on every hand. When individual lives are in¬ 

vestigated, persons may be characterized as fearful, confused, 

insecure, caught more or less in cultural dilemmas involving 

the old and the new, and with the securities of yesterday the 

insecurities of today and probably of tomorrow. Even casual 

observers may note that the older members of the society, still 

living by and trusting in the tried and tested ways of yester¬ 

year, are nevertheless better poised and less distraught in the 

basic securities than are the younger, more sophisticated 

adults. On close inspection it may be observed that these 

older people are still quite sensitive and responsive to their 

culturally defined fear-inducing situations, perhaps much 

more so than the younger; the difference is that they also rely 

fully and successfully on their old culture and its fear-reduc¬ 

ing provisions. In fact, they may appear to be notably fear- 

induced persons, but they are even more remarkably fear- 

resolved personalities. 

It seems clear, then, that anxiety-induction surpasses 

anxiety-reduction in periods marked by pronounced cultural 

changes and societal disharmonies. It can be held, thus, that 

the prevalence of uncontrolled, rioting, and destructive fears 

provides a critical index to the degree of ill-appropriate change, 

disorganization, and maladaptation existing in a total social 

system or bearing upon a particular group within it. In other 

words, fears “out of hand” are to be correlated significantly 

with the presence of sociocultural discontinuities. 
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This formulation of the societal control of fear by induction- 

reduction mechanisms does not imply that a well-knit and in¬ 

tegrated sociocultural system is free from strong and devastating 

fears. It emphasizes, instead, that these fears are not beyond 

control. A society, through the instrumentality of its culture 

and the operation of its agents, regularly makes use of such 

fear-control mechanisms both to discipline and safeguard its 

members. In fact, an integrated and effective social system 

may utilize such fears to punish or eliminate certain members 

who qualify as misfits, incompetents, and incorrigibles. Vio¬ 

lent, destructive fears, culturally prescribed and socially 

sanctioned, are sometimes let loose upon such unfortunate 

victims, who are thus either suppressed or sacrificed “in the 

interests of society.” Figuratively, and scripturally in a sense, 

these persons may be singled out and cast into the “lions’ den” 

of culturally induced anxieties to be disciplined or perhaps 

destroyed by their fears. There is striking evidence in various 

societies that the impact of such socially induced fears may in 

itself produce physical illnesses or even death. 

For a vivid illustration of the powerful effects that socio¬ 

culturally derived and evoked fears may exert on the physical 

condition of the individual, and also of the important sup¬ 

plementary role played by society’s agents in reinforcing their 

devastating impact, we may turn to the practice of black 

magic by bone-pointing among the natives in the Northern 

Territory of Australia. Here has been observed the process 

by which the unhappy victim through his belief in the power 

of magic, and the reinforcing behavior of his associates, can be 

reduced to a state of violent illness, resulting at times in rapid 

death. Dr. W. E. Roth, who served for three years as govern¬ 

ment surgeon among the primitive people of north-central 

Queensland, writes regarding the natives’ reaction to this 

magical rite: “So rooted sometimes is this belief on the part 

of the patient that some enemy has ‘pointed’ the bone at him, 

that he will actually lie down to die, and succeed in the at- 
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tempt, even at the expense of refusing food and succor within 

his reach. I have myself witnessed three or four such cases.”1 

And Dr. Herbert Basedow has provided us with a clinical 

picture of the effects of bone-pointing upon a credulous native 

from the moment fear begins to take hold of him. 

The man who discovers that he is being boned ... is indeed 
a pitiable sight. He stands aghast, with his eyes staring at the 
treacherous pointer, and with his hands lifted as though to ward 
off the lethal medium, which he imagines is pouring into his 
body. His cheeks blanch and his eyes become glassy and the ex¬ 
pression on his face becomes horribly distorted. . . . He at¬ 
tempts to shriek but usually the sound chokes in his throat and 
all that one can see is froth at his mouth. His body begins to 
tremble and the muscles twitch involuntarily. He sways back¬ 
wards and falls to the ground, and after a short time appears to 
be in a swoon; but soon after he writhes as if in mortal agony, 
and, covering his face with his hands, begins to moan. After 
awhile he becomes very composed and crawls to his wurley [hut]. 
From this time on he sickens and frets, refusing to eat and keeping 
aloof from the daily affairs of the tribe. Unless help is forthcoming 
in the shape of a counter-charm administered by the hands of 
the Nangarri, or medicine-man, his death is only a matter of a 
comparatively short time. If the coming of the medicine-man is 
opportune, he might be saved.2 

W. Lloyd Warner, who has made an extensive study of 

bone-pointing magic in Australia, has given us a vivid ac¬ 

count of the role of societal agents in the process. He has noted 

that two definite movements of the involved group help to 

reinforce the effects of the magic on the victim. In the first 

movement, all the people who stand in close kinship relation 

to him appear to withdraw their support. This means that 

practically all his fellows change in their attitude toward him 

and place him in a new category, as one under a curse, alone 

and excommunicated. He is in a social sense doomed, and is 

1 Reported in Cannon, W. B., “ ‘Voodoo Death,’ ” American Anthropologist, 

vol. 44, April, 1942, p. 172. 
2 Ibid. 
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treated as a dying man. He may cease to make any effort to 

live, even refusing food, thus aiding and abetting his own 

death. Before the end comes, however, the second movement 

of the community occurs, the group members return to the 

victim in order to prepare him for death and ritual mourning. 

The community now, under an organized plan and with a 

ceremonial leader, proceeds to cut the sufferer off entirely from 

the ordinary world and, ultimately, to replace him in his 

proper position in the sacred totemic world of the spirits. It is 

not unusual for the victim to have reached a state of mind 

where he can reciprocate in the emotional overtones of the 

“last rites,” and die with what appears to be complete resigna¬ 

tion.1 

That such deaths do occur has been widely authenticated, 

although the mode of dying is unclear. Cannon has suggested 

that individuals may die because of a state of sustained fear 

and shock, coupled with no intake of food and fluid. A more 

recent instance has been observed and made available by 

Doctors Stewart Wolf, Robert Bird, and J. J. Smith. This 

subject exhibited at no time the tachycardia, the cold and 

clammy skin, and the hypertension characteristic of shock, 

except perhaps during the terminal moments. 

The patient was observed in the Southwest Pacific, on Good- 
enough Island, d’Entrecasteaux Group, British New Guinea. He 
was approximately thirty years old, and in the Australian Regi¬ 
mental Hospital under the care of Sgt. Hill of the Australian 
military service. The patient was admitted with the complaint 
that “pouri-pouri” had been made “against” him, indicating that 
a potion had been mixed and incantations recited by a person of 
recognized competence and power. 

The implications were that the victim had broken a taboo and 
he was made aware of the fact that he had been subjected to 
“pouri-pouri.” He knew, in short, that he was regarded as dead 
by his fellow tribesmen. On being ignored, rejected, and excom- 

1 Warner, W. L., A Black Civilization: A Social Study of an Australian Tribe, 
1937. See also Gannon, W. B., “The Role of Emotion in Disease,” 1936; Yawger, 
N. S., “Emotions as the Cause of Rapid and Sudden Death,” 1936. 
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municated, and after a period of panic, he had become listless, 
apathetic, and inert. He expressed at no time a desire to live, and 
acted as though convinced that his end was near. He had taken 
to his pallet and refused food and water before being brought to 
the hospital. 

The examination on admission revealed an individual who 
appeared slightly above his estimated age. He exhibited spleno¬ 
megaly, skin yaws, and slight arterial hypertension. Although he 
did not appear severely ill, his state varied between one of frank 
depression and apathy, without terror, and remaining silent and 
more or less immobile. His pulse rate was 65, his heart was 
slightly enlarged, and x-rays of his chest were not contributory. 
His blood pressure subsequently was within normal range or 
slightly elevated. His past history revealed that he probably had 
had malaria, dysentery, and yaws. 

He showed no interest in the attention of the physicians. A 
successful attempt was made to get an anti-potion from his tribe 
and this was brought to his bedside, with assurance that his 
health would return. For a short time he partook slightly of the 
mixture presented to him, but then rejected it. The anti-potion 
remained at his side, untouched. 

He became increasingly apathetic, seemed detached and re¬ 
signed, barely moved, and his bed covers remained undisturbed 
for hours. His skin and mouth were dry. His urine contained a 
slight amount of albumin and had a high specific gravity. He 
was seen to pass no excreta after the first few days. 

He received penicillin, arsenicals, and digitalis. No one came 
to see him and he interested himself in no other patients. On the 
ninth day after admission he was found dead in bed. 

Autopsy revealed cirrhosis of the liver, splenomegaly, and wide¬ 
spread arteriosclerosis. Also, amyloidosis of the spleen, kidneys, 
pancreas, and liver was revealed on histological examination. No 
immediate cause of death was discovered. The likelihood is that 
the death was due to rejection of fluids, brought about by psy¬ 
chological reactions to tribal rejection.1 

The chief elements of the situation, the culturally defined 

fears and the societal agents, seem perhaps more clear-cut 

and dramatic when we choose our illustration from the weird 

1 Personal communication. 
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and outlandish practices of a remote and primitive people, 

but they can apply with equal force in our own society, as in¬ 

dicated by Warner. 

If all a man’s near kin, his father, mother, brothers and sisters, 
wife, children, business associates, friends and all other members 
of the society should suddenly withdraw themselves because of 
some dramatic circumstance, refusing to take any attitude but 
one of taboo and looking at the man as one already dead, and 
then after some little time perform over him a sacred ceremony 
which is believed with certainty to guide him out of the land of 
the living into that of the dead, the enormous suggestive power of 
this two-fold movement of the community, after it has had its 
attitudes crystallized, can be somewhat understood by ourselves.1 

Thus is man held captive by the culture of his time and 

place. Superimposed upon the purely physical processes of his 

life are the compelling social forces, pushing and pulling him 

toward illness or health. The influence which his sociocultural 

system exerts over his mental and emotional states alone may 

be sufficient to make up the difference for him between sick¬ 

ness and health or even between life and death. There is 

tremendous leverage in such a system for coping with life’s 

emergencies. But when illy used or out of hand, the power that 

saves can destroy. 

We would further emphasize that individuals vary greatly 

in their experience of fear and other emotional stresses, that 

the social and cultural factors loom large as intervening vari¬ 

ables, and that the way situations are defined affects the 

intensity of the fear evoked. Personal perceptions of threats 

probably are never completely free of sociocultural influences. 

Comprehension of the emotional stresses in a person’s life is 

contingent, therefore, upon knowledge of the sociocultural 

system and how it relates to him. His life embodies general 

assimilation and synthesis of prevailing elements in his en- 

1 Warner, W. L., A Black Civilization: A Social Study of an Australian Tribe. 
Harper and Bros., New York, 1937, p. 242. 
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vironment, and it may also represent a selection and elabora¬ 

tion of particular societal and cultural elements therein. In a 

sense, he is a manifestation of the system incarnate, yet in 

some other respects he is unique. His portrayal of his society 

and culture, like his portrait, cannot be matched, point by 

point, by that of any other person. 

While such an over-all sketch of the sociocultural system 

and its bearings upon the life of the individual, as we have out¬ 

lined above, provides a helpful layout of the forces involved 

and suggestions for locating and relating certain of the critical 

elements in the life situations, the portrayal is still too general 

to serve as a practical guide for the selection of data in the 

analysis of concrete issues similar to those that arise in the 

clinics. The difficulty appears to be twofold: the scope of 

society and that of culture is unbounded and the situation is 

unspecified and unlimited. Thus, we shall endeavor, more 

specifically, to limit the frames of reference and the scope of 

the data needed for a systematic study of the individual in 

his stressful life situations. 

Subgroups and Subcultural Units 

In our effort to bring greater specificity and insight to bear 

upon the analysis of social data relating to the problems of 

illness, the concepts of subgroups and subcultural units be¬ 

come useful. It is probably pointless to attempt in detail to 

comprehend the impact of the entire culture or of the mani¬ 

fold relationships of the total society upon the individual’s 

experience of illness. The subject gets out of hand, and the 

problems become truly nebulous. Even in the simplest socie¬ 

ties the content of the culture is too rich and, as we have seen, 

the multiplicity of intermember relationships is too great for 

any one person to share more than limited segments of the 

whole. Each individual is exposed chiefly to selective aspects 

of the culture and relates himself closely to only a limited 
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number of fellow members. Thus, the concept of subgroup- 

subculture delimits the area and helps to direct attention to 

the more relevant factors. 

Societies (whether insect, animal, or human) are observed 

to be made up of smaller divisions or parts that function as 

subunits of the whole. These segments of the larger group are 

based upon individual differences, such as sex, age, or other 

physical characteristics or aptitudes, and they usually fulfill 

different functions. Within the elementary, subhuman, culture- 

free forms of society, subunits may be built up around the 

existence of such common needs as shelter, food-gathering, 

food-processing or storing, reproduction of the species, pro¬ 

visions for offspring, and so on. Also, in such subhuman socie¬ 

ties as beehives, ant heaps, wolf packs, or colonies of apes, 

circumstances of the physical environment or assaults from 

enemy agents may stimulate certain joint, repetitive, more or 

less cooperative and system-like patterns of behavior on the 

part of these subunits. 

Among human beings, with their capacity for greater 

modifiability in behavior and with their possession of a culture, 

the possibilities and the expediency of such subgroup divisions 

into varied, organized units are vastly multiplied. Typical 

examples are families, clubs, fraternities, associations, and the 

like. In number they are literally without limit, and they range 

in size from small units involving face-to-face relationships, 

such as the family, to large numbers with a remote and un¬ 

familiar membership as in nations or states. A single individual 

can hold different stations and fulfill variable functions in 

many separate subgroups of this kind. Some types of subgroup 

alignments are universal in the sense that they are to be found 

in every known society. Among the chief characteristics of the 

human subgroups are identifiable membership, a body of 

common interests, a generally shared residue of cultural traits, 

or specialties, to use Linton’s term, and consequent integrated 

interaction patterns of ideas, attitudes, and activities. 
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Recognition of identifiable subgroups with corresponding 

subcultural elements takes on special importance in our pres¬ 

ent approach to medical care. It gives us a close-range view of 

an especially relevant subdivision of the social and cultural 

forces operating in the life of the individual and provides the 

useful perspective of sub group-sub cultural segments of society 

that deal in a specialized way with the commonly shared 

problems of disease and health. The concept thus offers us 

smaller, more manageable, and integrated units for special 

study. 

For the clinician who would seek knowledge of the stress 

elements in the patient’s life and try to discover how they 

relate to the physical ailments portrayed in the clinic, the 

subgroup-subcultural formulation may also have a special use. 

If he attempts such an assessment of the patient’s plight, he 

should know something, perhaps a great deal, about the social 

context within which the patient has acquired his illness and 

as much as possible about the dynamics involved. It is im¬ 

practical, however, for him to attempt to encompass the en¬ 

tire range of the sociocultural components that impinge upon 

the patient’s life. Such a broadside approach leads to the 

gathering of data ad infinitum and without much plan or pur¬ 

pose for their use. A more feasible course, therefore, is to 

identify the kinds of stress under which the subject suffers, 

the protective patterns he has developed to cope with these 

issues, the typical situations that evoke the stresses and set off 

the reaction patterns, and, especially, the subgroup settings 

in which they are experienced. 

In our society these structured and stress-laden situational 

settings often turn out to be the family, clique, club, school, 

church, job context, and so on. These provide the localized 

and specified subgroup-subcultural units that call for partic¬ 

ular attention and detailed data. It is usually in such limited 

settings that the relationships between the patient and his 

stress-instigators, on the one hand, and the particular norms 
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and codes of the culture involved, on the other hand, can be 

studied concretely and in operation, and also assessed clini¬ 

cally in terms of the interests and health of the patient. When 

for a given individual these relevant and pertinent social sub¬ 

units can be identified and pinned down for special and expert 

study and assessment, an important step toward specificity in 

dealing with the sociocultural data has been taken. 

From routine interviews with the patient, different seg¬ 

ments of the total culture may be plotted, wherein the in¬ 

dividual identifies himself with a particular set of norms and 

rules for the “good life.” One can also spot the areas where he 

suffers stress under these various cultural mandates, when and 

where in his multiple-group life he resents and tries to reject 

the obligations imposed upon him, or accepts them and drives 

himself onward, and perhaps “to pieces,” in fulfillment of 

them; the kinds of compromises he tries to work out among 

conflicting memberships and loyalties; the defense patterns he 

builds up; and some of the inappropriate adaptations which 

become associated with his way of life. Often what first appears 

mysterious becomes relatively simple and clear in a systematic 

study of his adaptations to these subgroups and subcultures. 

Definition of the Situation 

Another concept that is useful in the analysis of social data 

for medical purposes is that of “situation.” It, too, adds 

specificity to the individual-environment formulation, and for 

this reason is of basic importance. Yet, few terms need more 

clarification.1 

In clinical parlance the term is being constantly employed 

in referring to the patient both inside and outside of the hospi- 

1 Bettelheim, Bruno, “Individual and Mass Behavior in Extreme Situations,” 
1943; Cottrell, L. S., Jr., “The Analysis of Situational Fields in Social Psychol¬ 
ogy,” 1942; Idem, “Some Neglected Problems in Social Psychology,” 1950; 
Frank, F. J., “The Situational Approach—A Reaction to Individualism,” 1931; 
Green, A. W., “The Social Situation in Personality Theory,” 1942; Queen, S. A., 
“Some Problems of the Situational Approach,” 1931; Reinhardt, J. M., “Per¬ 
sonality Traits and the Situation,” 1937. 
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tal, but with an extremely wide range of social and cultural 

connotations; thus, the meaning implied often seems vague 

and devious. Indeed, the term is likely to imply anything from 

a casual incident to a life-long experience. 

Perhaps vagueness in the term is to be expected. Life situa¬ 

tions merge, flowing into one another without beginnings and 

endings or other definable boundaries. For specific interests 

and systematic study, however, there is need to make them 

divisible into identifiable segments, limitable with respect to 

boundaries, and comparable within established frames of 

reference. This is necessary, if only as a matter of conceptual 

convenience for the purpose at hand. For systematic reference, 

therefore, it is legitimate and essential to section off specifiable 

social situations, even if somewhat arbitrarily, in terms of 

time-span, place, relevant events, and other matters of ap¬ 

parent pertinence to the questions posed. With a particular 

purpose in mind, for instance, an individual’s birthday at a 

given age may constitute the time span, his home the place, the 

accidental death of a relative the leading event, and a con¬ 

sequent change in family status the most critical factor in the 

situation. For a different purpose, other elements or some 

particular part of the same situation might be given special 

attention. 

Social science itself still has far to go in this type of analysis. 

Study of the isolated, solitary, ill-defined situations, which af¬ 

ford no basis for meaningful comparisons, are relatively useless 

for gaining verifiable insights or controls. Productive ap¬ 

proaches to such material can only be provided through 

specification and standardization of situations and by develop¬ 

ing objective criteria for the identification of critical elements 

in chains of comparable situations along an individual’s life 

course. 

Perhaps the most illuminating tracer-thread is the element 

of continuity in the reaction patterns of a person to identical 

or similar stimuli in comparable situations. This is especially 
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true when the responses are clearly inappropriate, counter- 

sanctioned, and, on the surface at least, penalizing. For when 

reaction patterns are appropriate, regularities and continui¬ 

ties are easy to plot and to predict simply from a knowledge of 

the roles of the participating parties and of the cultural re¬ 

quirements or norms of expectation and acceptance in specific 

subgroup units. With normally flexible individuals, behavior 

is “culture-deep” and fluctuates with the cultural mandates. 

Personal interests and needs find culturally acceptable out¬ 

lets, so that the individual’s reaction patterns are comfortably 

consistent with those established as the norms or types for the 

contemporary society. Such people live up to the expectations 

of their group and are reinforced in their behavior by the 

available rewards. 

It is the apparently inappropriate behavior patterns that 

afford special insight into the social and cultural dynamics in¬ 

volved in illness and a patient’s experience with it. For such 

response patterns are much more deeply ingrained and sur¬ 

vive obviously at a price in stress and suffering, thus providing 

a clue for their investigation. Critical elements to watch for are 

the recurring stimuli, societal or cultural, which repeatedly set 

off these ill-adaptive reaction patterns. When numerous com¬ 

parable situations embodying these elements are plotted along 

the life course, it is often possible to trace with considerable 

validity the development, and sometimes the origin, of the 

personal reaction patterns that appear to be related to the 

illness. 

In attempts to conceptualize the personal-situational data, 

however, it is important to remember that the individual does 

not possess an entirely objective view of his sociocultural 

system. He has a personal version, slanted by his own unique 

experiences in life. This interpretation is, of course, crucial 

to the person’s existing attitudes, his experience of stress, and 

his reaction patterns. Doubtless, his is the most significant 

version of the subgroup and subcultural pattern to know in 
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order to perceive what is taking place under the stress. But it is 

also important to have some more objective and verifiable ac¬ 

count of the culture as others are sharing it; otherwise it is 

difficult to distinguish between fact and fantasy, or general 

and unique experience, in the actual relationship of the patient 

to his situation. While it may not be any easier, it is quite a 

different matter to deal with a situation in which the cultural 

pressures are realistic and commonly shared, or unique and 

perhaps overdrawn in the perceptions of a particular patient. 

Thus, there may be individuals who become so strongly 

identified with particular culturally derived standards of 

behavior that they strive without self-mercy to conform, and 

who find themselves unable to tolerate their own shortcomings 

as measured by these self-defined norms. It is plausible that 

such elaborate behavior patterns, resulting from intense self- 

identifications, can be a contributing factor, or add complica¬ 

tions, to one’s physical ailments. The affliction, then, may be 

interpreted by the sufferer as retribution for his failure, even 

in a small way, to live up to the requirements of his own per¬ 

sonally defined situation. This self-derogatory formulation of 

his predicament can further provoke feelings of guilt and 

stress, multiply his conflicts, and sustain an insidious and 

spiral-like effect upon his illness. 

Reaction patterns of this kind carry deep personal and what 

appear to be compulsive continuities, relating themselves to 

the “loaded” stimuli that set them off, on the one hand, and 

to the physical complaints on the other. They also provide a 

lead for the selection and delimitation of the comparable 

situations, usually within subgroup-subcultural frames of 

reference, making possible much further and systematic study 

of their characteristics, development, and possible modifica¬ 

tion. The potential pay-off in what we shall call “situational 

analysis” in delimited sociocultural settings lies in the dis¬ 

criminative selection of key situations and critical elements 

that seem to be responsible for the physically ill-fated com- 
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pulsive reaction patterns in the patient’s life. Following the 

design of the socioculturally linked diagram of factors and 

forces surrounding the individual, it is possible, systematically, 

to select, or perhaps even to stage, numbers of comparable 

situations and to plot the recurring reactions and the lines of 

continuity in situation after situation.1 

The most important common denominators in the varied 

but linked and comparable sociocultural situations to be 

analyzed, as we perceive them, can be summed up briefly as: 

(1) presence of the repetitive and inappropriate behavior 

patterns under study; (2) the recognizable recurrent stimuli 

(social agents or cultural norms and codes in the main) that 

set off the reaction patterns; (3) limited but adequate scope in 

the sociocultural frames of references for illuminating con¬ 

texts; and (4) last, but not least, the “definition of the situa¬ 

tion,” as this is found in general cultural prescriptions, in the 

attitudes of key agent members, and in the participant’s own 

personal formulation, that is, the meaning of the situation as 

he experiences it.2 

This concept of the “definition of the situation,” is basic to 

the study of the individual in his sociocultural system. It 

provides a conceptual tool, of some specificity, for gaining a 

clear perception of how personal, social, and cultural factors 

are interrelated and continuous in human life, whether in 

health or illness. 

When a person undergoes a new, arresting, or disconcerting 

experience, he may cast about for an explanation and assess¬ 

ment of it. The shortest and most usual course is to turn, just 

as a child turns to his parents or a religious person to his 

priest, to an authoritative surrogate who is ready with defini- 

1 Carr, L. J., “Situational Sociology,” 1945; Simmons, L. W., editor, Sun 
Chief, 1942, pp. 385-415. 

2 Hallowell, A. I., “Cultural Factors in the Structuralization of Perception,” 
1951; Kay, L. W., “Social Norms as Determinants in the Interpretation of 
Personal Experiences,” 1944; Roethlisberger, F. J., and W. J. Dickson, Manage¬ 

ment and the Worker, 1939. Here in the “Hawthorne Experiment” is shown the 
very significant effect on output of the definition of the situation to the workers. 
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tion and elucidation. What the person generally gets if he does 

this is the pat, culturally derived and accredited interpreta¬ 

tion to guide his thoughts, feelings, and reactions. In a rela¬ 

tively stable and homogeneous society and culture, which 

changes only gradually, these stereotyped labels and pre¬ 

scriptions for typical situations, including sickness and dying, 

will come readymade, intact, and fitted into the larger con¬ 

figurations of cultural norms, codes, and sanctions. These 

socially patented definitions of life situations become the 

standard cues to adaptive responses and also, as we have seen, 

the clues to a systematic study of the behavior within broad 

social context. 

There is the widest possible range in defining a situation. 

The tiniest incident can be cued by the culture as ominous 

and of tremendous import, while something that another cul¬ 

ture might define as a direful situation may be ignored as 

inconsequential. Subcultures and subgroups, and especially 

the key surrogates in these smaller, closely knit units, have an 

excellent opportunity to deviate from the general cultural 

label and to slant or distort the definition much beyond the 

current standard, and perhaps even counter to it. Or, in a 

rapidly changing culture, certain of the old labels may be¬ 

come outmoded. Some of these digressions are magnified for 

particular individuals by the influence of fellow-group agents 

in positions of special importance, such as parents or group 

leaders, or by the individuals themselves through their own 

atypical experience or conditioning in a particular setting. 

For an attack of illness, for example, there may be sets of 

varied and conflicting socially derived definitions. At one 

extreme, is the alleged impersonal and technical diagnosis, 

hypothesized or verified medically, based almost completely 

on physical structures and processes, implying some degree of 

prognosis, and presented to the patient or to those responsible 

for his welfare in either a forthright or temporizing formula¬ 

tion. At the other extreme, is a broad cultural interpretation 
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of the situation which attempts to define and portray the 

affliction in social context, assesses the cause and possible out¬ 

come within a complex of qualified subcultural values and 

codes, and lays out a general course of action for coping with 

any eventuality. In short, a segment of society provides its 

more generalized or specialized sick labels and prescriptions, 

imposes its interpretation upon the participants, and stands 

ready to step in wherever the situation calls for broader group 

action. 

On the other hand, an individual patient brings to the situa¬ 

tion his own peculiar definition, which may vary significantly 

from the accepted one and tee off inappropriate, atypical re¬ 

actions and their accompanying penalties. It is only by making 

use of constant opportunities to check and keep in line with 

the “official” definition that one is able to maintain harmony 

with the “standard weights and measurements” for varied 

experiences. What makes it so difficult, especially for stress- 

ridden and inflexible personalities, is the fact that the defini¬ 

tions of certain situations may be predominantly subjective 

and also unconscious, thereby increasing the possibilities of 

departure from the sanctioned standards. These interpreta¬ 

tions of what become the critical elements in life situations are 

particularly potent and often hidden sources for the magnifica¬ 

tion of anxiety and stress and for repetitive, inappropriate 

responses. Thus, knowledge of the origin and development of 

such deviant definitions and their results in ill-adaptive and 

danger-laden response patterns may carry particular impor¬ 

tance for the medical care of patients whose chronic and in¬ 

appropriate behavior and bodily reactions bring them to the 

clinics. 

In a general way, the significance of the patient’s personal 

definition of the situation can be illustrated briefly. If encour¬ 

aged to do so, patients often attempt to sum up tersely their 

version of the meaning of an illness or to define and interpret 

their predicament in the hospital. While these epigrammatic 
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expressions, turned over in their minds countless times and 

repeatedly rephrased until polished, may not cover all the 

facts, they often provide leading clues for comprehending their 

behavior during a period of illness. 

By prolonged mulling over their plight, some have become 

picturesque as well as adept in sizing up their own situation 

and ailments. A college professor pointed up the cues for him¬ 

self thus: “I am about to break down. I am driving myself 

to pieces, for I have a Rolls-Royce motor in a Ford chassis.” 

A businessman complained that possibly the leading factor in 

his illness was the necessity of working “seven and eight days 

per week.” An advertising man stated: “I think when my 

marital problem is solved, everything else will be solved. I’ve 

got a swell boy and a perfect wife; but she is too perfect and 

too demanding of me. I’d like to come to New York, have a 

little office, and be a promoter of good ideas. I want to earn 

Si0,000 a year, get a bigger house and a bigger car.” 

We do not mean to imply that the patient-formulated sum¬ 

mary of the experience of an illness, however astute, can be 

taken at full face value any more than the patient’s assessment 

of his symptoms; but in seeking to comprehend the chain of 

situations within which an illness is experienced, some knowl¬ 

edge of a patient’s own definition of these situations provides 

useful clues in interpreting his reactions. The point is that 

what the related situations mean to the patient, and how he 

defines them, illuminate the relationship between himself and 

his society and his culture, especially his more immediate 

subgroup-subcultural units. 

These definitions of the situation, socioculturally derived or 

personal, provide focal clues to a comprehension of the in¬ 

dividual’s previous conditioning and they serve to tee off 

many of his reaction patterns as a patient. Within the limits 

of the subgroup-subcultural frame of reference they become 

significant elements in any comprehensive interpretation of 

the dynamics of the patient’s experience of his illness. 
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Our attempts thus far to narrow the focus and be more 

specific in dealing with the sociocultural components in a 

patient’s experience of illness include these steps. Evidence is 

sought for any exceptional manifestations of stress in the pa¬ 

tient’s recent experience that may be associated with the 

physical complaints. The relevant sociocultural subunits are 

identified in these stressful areas of the patient’s life. Series of 

apparently critical situations within these subgroup units, re¬ 

lated to the stressful issues, are delineated for study and com¬ 

parison in order to note any continuities that may run through 

them. The prevailing definitions and interpretations of the 

critical elements are clarified, both those derived from the 

subgroup context and those arrived at separately by the sub¬ 

ject himself out of his own peculiar personal experience. The 

special meaning of the situations for him is regarded as partic¬ 

ularly pertinent and is examined in the light of objective 

knowledge of the existing social context. These steps appear 

necessary to us for coming to grips with the more essential 

elements in the patient’s sociocultural environment which 

may have a bearing upon his adaptations to his illness and the 

eventual outcome of the disease. 

The implications of this perspective for medical science are 

very provocative. Our study of men in far different societies 

has provided unmistakable evidence that an individual’s 

bodily condition may be profoundly affected, especially at 

times regarded as crises, by culture-implanted attitudes, be¬ 

liefs, and goals and by the actions and interpretations of his 

trusted associates. Such associates may touch off or accentuate 

an individual’s untoward reactions during stresses or they may 

assuage and help to allay them through formalized or other 

channels, with very significant effects upon the sufferer. 

Knowledge of precisely how this happens, however, must 

await a far more systematic analysis, and much further re¬ 

search, concerning the linkage between situationally evoked 

stresses and bodily diseases. 



CHAPTER 5 

Links Between 

Stress and Disease 

Preceding chapters have endeavored to 

construct a frame of reference within which the medical and 

social sciences can collaborate toward a better understanding 

of illness. The general point of view is that an individual must 

be seen simultaneously as an organism, a member of society, 

and a personality in a culture. These three dimensions, with 

their various potentialities for stress and strain, continuously 

affect human life, both in health and in illness. 

Thus, as an organism man is borne along by his physical 

environment, but he is also buffeted about by some of its ele¬ 

ments. As a member of society he is supported and reinforced 

by some fellow agents, while he may be frustrated, handi¬ 

capped, or even vanquished by others. Similarly, as a per¬ 

sonality he is both a product of his culture and a potential 

victim of its compelling or conflicting norms and codes. 

Anyone may be carried along comfortably in his milieu 

for awhile, only to be torn down miserably after a time as 

these various environmental components of his life converge 

and impinge upon him. During long stretches of time, harm¬ 

ful and helpful forces may blend and balance, permitting him 

a workable and safe equilibrium amid many minor fluctua¬ 

tions. What is most important for us to realize, however, is 

the possibility that the scales may be tipped critically at a 

particular time by a clustering of forces from any one area, 

or from a combination of the triad of environmental pres¬ 

sures, and that, for the individual, a landslide of ill effects is 

started. 
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To assess diagnostically the social and cultural factors that 

contribute to the upset of this equilibrium at a given time in a 

person’s life is still, for all our present knowledge and clinical 

and social skills, a very formidable task. Many of the debilita¬ 

ting stresses, often slowly developing and even socially sanc¬ 

tioned, can be more elusive than are some of the chemical ele¬ 

ments now isolated in test tubes or the communicable microbes 

examined under the microscope. Yet, there was a time when 

these now understood biophysical elements of sickness and 

death were also difficult to detect. Their workings remained 

incomprehensible until effective concepts and skills revealed 

and explained them. Perhaps substantial success in the under¬ 

standing and control of the presently elusive psychosocial and 

cultural phenomena in illness awaits similarly effective con¬ 

cepts and skills. In any case, a scientific formulation of the 

dynamics of disease and therapy that purports to be com¬ 

prehensive can ill afford to ignore the challenge. If it is granted 

that physical, social, and cultural factors combine to make 

man a whole person, it is equally imperative to consider their 

potential and related effects in his undoing, whether this 

takes place through illness, accidents, or other ill-fated hap¬ 

penings. 

Indeed, few would doubt in a general way that difficulties 

in one sphere of man’s threefold relationship to his environ¬ 

ment are reflected in the other two. The problem is to clarify 

these interrelationships in such a way as to ease the tasks of 

research and therapy and to stimulate them. In the following 

diagram the three factors are placed in relationship to one 

another so that they may be viewed simultaneously as both 

source and consequence of human distress. The nine resulting 

squares, indicated by letters, stake out certain delimited areas 

of phenomena, some of which are well known. Supplemented 

by the following discussion, the diagram is intended to provide 

a broad outline of potential areas of collaboration between the 

medical and social sciences. 
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Reading across the top row of the diagram, it is clear that 

area A covers those phenomena that manifest close links be¬ 

tween physical sources of stress and their physical consequences. 

Invading germs that produce painful symptoms and condi¬ 

tions typify them. Areas B and C, however, point up the social 

and cultural consequences of physical distress and illness. It is 

obvious, for example, that physical misfortunes not only cripple 

or otherwise handicap the individual as an organism, but also 

frequently disrupt his life as a group member and as a per- 
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sonality. Anyone, for instance, who suffers blindness, loses the 

use of his legs, or endures a long-term physical ailment is 

unable to play his accustomed role in society, and he may also 

undergo a change in personality. In varying degrees his re¬ 

lations to his milieu are disturbed and altered. The patient 

who had both suffered a loss of his sexual organs through 

surgery and acquired a permanent colostomy was certainly 

correct in his claim that he could no longer rely on his former 

conceptions of himself as a man and that he could not return 

to his young wife and son at home, to his fellow workers in the 

shop, or to his cronies in the club in quite the same relation- 
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ship he had formerly maintained. His experience and treat¬ 

ment for carcinoma, as well as the disease itself, had trans¬ 

formed his adaptations to his environment as an organism and 

had also altered his associations as a group member and a 

person. These, indeed, proved to be his undoing in that he 

lost interest in living and decided to end it all. Thus, frequent¬ 

ly it is not difficult to trace and document in detail the con¬ 

nection between what happens to the organism and its effect 

on the individual as a member of society and as a personality 

in his cultural milieu.1 

Returning to the diagram, it is also apparent that areas 

E, F, H, and I all pertain to the interrelationships of social 

and cultural forces. From the data gathered by social scientists 

it is clear that social changes in the form of inventions, for 

example, have become sources of certain kinds of occupational 

diseases and hazards, and that recognition of these conse¬ 

quences has modified such aspects of our culture as work¬ 

men’s compensation laws and has also introduced a specialty 

of industrial medicine. Similarly, it is easy to see how some 

identifiable cultural shifts and pressures can also implicate 

and disturb the established and sustaining social relationships 

of the individual.2 Such changes can result, and not infrequently 

do, in the disruption or breakdown of the organized subgroup 

units, such as the family, club, church, occupational grouping, 

and so on. The relatively recent disorganization and disinte¬ 

gration of countless tribes of so-called primitive peoples who 

have been subjected to “civilization” provides impressive evi¬ 

dence of the effects of cultural changes on existing social 

1 Barker, R. G., and others, Adjustment to Physical Handicap and Illness, 1953; 
Carlson, E. R., Born That Way, 1941; Ladieu, Gloria, and others, “Studies in 
Adjustment to Visible Injuries,” 1947; Landis, Carney, and M. M. Bolles, 
Personality and Sexuality in the Physically Handicapped Woman, 1942; Macgregor, 
F. C., “Some Psycho-social Problems Associated with Facial Deformities,” 1951; 
Macgregor, F. G., and others, Facial Deformities and Plastic Surgery, 1953; Mac- 
Kenzie, G. M., “Facial Deformity and Change in Personality Following Cor¬ 
rective Surgery,” 1944. 

2 Ogburn, W. F., Social Change, rev. 1950; Barnett, H. G., “Invention and 
Cultural Change,” 1942. 
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systems and the individuals involved. In our society, for ex¬ 

ample, the wholesale shifts from rural to urban forms of life, 

from an agrarian to an industrial economy, from folklore to 

science, and from traditional therapy to modern medicine 

have all left significant effects. 

The areas of the diagram that are most pertinent to our 

present interest, however, are D and G, for these include the 

specific effects of culture and society upon the individual as an 

organism. We know that his culture and his society influence 

him deeply as a person and as a member agent, but how do 

they affect his physical adaptations resulting in identifiable 

structural changes in his body? How, to be more specific, can 

it be shown that particular stresses and strains, situationally 

evoked in a sociocultural milieu, often operating in slow, 

hidden, humdrum, or even conventionally approved ways in 

our lives, do actually play determining parts in illness? Our 

urgent problem is to bring the sociocultural and the bio¬ 

physical phenomena into alignments that will yield new sci¬ 

entific insights and more effective controls. 

The purpose of this chapter, therefore, is to explore in more 

detail the possible links between situational and biological 

stress in the experience of illness. In gross forms, as observed 

above, such connections or sequences are widely recognized1 

but the more subtle processes that relate individualistic and 

uniquely personal experience to sociocultural and biophysical 

phenomena are difficult to trace. 

In this connection there is a source of considerable error in 

attempts to correlate predefined stress-laden situations with 

reported symptoms of disease. Investigators have often sallied 

forth zealously to collect, code, and classify objectively the 

existing environmental situations that are assumed to evoke 

stress. Popularly listed categories include poor housing, 

marginal income, irregularities in family relations, minority 

restrictions and inequalities, class and status differentials, low 

1 See Chapter 4. 
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standards of living in general, and many other more or less 

measurable forms of situational stress as weighed by specified 

standards. They have expected to find in individuals falling in 

such categories close correlations between the “deplorable 

conditions” and the incidence and type of symptoms. Al¬ 

though in gross numbers their expectations may to some ex¬ 

tent be fulfilled, in particular cases no such consistent asso¬ 

ciation can be anticipated. The critical differential more often 

lies in the way particular individuals perceive, define, and re¬ 

act to a given situation or a series of similar ones. 

An energetic and socially minded public health nurse has 

reported, for instance, that when she called upon a young 

mother she found the woman in bed, covered with bruises in¬ 

flicted during the night by her husband. After making an im¬ 

mediate assessment of the situation, the nurse lifted the tele¬ 

phone receiver to summon the police. The wife quickly inter¬ 

vened, however, explaining that she and her husband merely 

had had a spat, that the crisis was now over, and that their 

reconciliation had been something to remember and cherish. 

“Now,” said she, “Joe will be exceptionally good to me and 

the baby for a long time, perhaps a whole year.”1 

Of course, we do not imply that an instance of wife-beating 

in another context is subject to a similar interpretation. In¬ 

deed, the point to be stressed here is that there are no justifi¬ 

able expectations for finding many close and reliable correla¬ 

tions between objectively specified and classified social situa¬ 

tions and neatly identified symptom syndromes. In all prob¬ 

ability, as we have continually emphasized in this book, many 

of the important sociosomatic processes related to human stress 

and illness can be revealed in their full impact only through 

detailed and systematic knowledge of the existing social con¬ 

text and the particular person involved. 

From this standpoint a more promising method calls for 

something similar to the life-history technique, but on a selec- 

1 Quoted from a personal communication. 
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tive basis. From the many patterns of adjustment characteriz¬ 

ing an individual, the ones chosen for investigation are those 

that are manifestly more relevant to a given bodily dysfunction 

or disease. Such a procedure is based on the realization that it 

may not be the situational factors per se that constitute a serious 

threat to the individual in a given setting, but the way they 

are perceived and the amount of conflict they engender. It is 

not, for instance, the generalized behavior toward parents, 

power, possessions, sins, sexuality, the hours of work, or the 

freedoms and restraints involved, but rather the attitude of a 

particular person to any one of a constellation of these and the 

threats they arouse for him that provide the key to an under¬ 

standing of the stresses plaguing his life.1 

This approach seems even more significant when emotional 

disturbances are regarded, medically, as background causes of 

serious organic disorders that result in irreversible tissue 

changes. In some clinical case histories, indeed, the apparent 

affinity of the person for his ailment is easily surmised by the 

physician or even suspected by the discerning patient himself. 

One patient remarked in a small staff conference: “Yes, 

Doctor, I know that my trouble is mostly because of what I 

am, or my lot in life and the way I take it; but please tell me 

how to behave differently. That’s the rub.” Such a conclusion 

may often be easily reached, but the problem of how to un¬ 

ravel and deal effectively with the complex set of factors in¬ 

volved leads the physician directly into the social science area. 

In clinical context, research in this area can start whenever 

an individual recognizes some problem with respect to his 

health and seeks medical help. Then, whatever incites stress 

in the patient, arouses manifest emotional tensions, and sets 

off noticeable protective patterns of response may be regarded 

by the physician as relevant material with which to begin a 

study of the relationship of stress to illness in the life of the 

1 Volkart, E. H., editor, Social Behavior and Personality: Contributions of W. I. 
Thomas to Theory and Social Research, 1951. 
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sufferer. Pertinent data about the patient may be accumulated 

by observing his behavior and recording his fears, hopes, and 

fantasies as he brings them to light either spontaneously or as 

a result of special inquiries on the part of the physician. Events 

or relationships may be recalled by the patient as having been 

stressful, or they may be revealed as such, either by his re¬ 

sponses to inquiries and suggestions or by his actual behavior 

in the interview setting. Further, test situations may be set up 

in which suitable controls are established and mechanical 

documentation provided while the performance of one or 

more organs relevant to the symptoms is observed and 

analyzed. Under such procedures, occasionally, the connec¬ 

tion between the general behavior and the specific system 

functions can be plausibly defined.1 

Recognition is given to the importance of data derived from 

dreams and free association, and from analysis of the relation¬ 

ship that develops between the patient and the physician; but 

special reliance is placed on the assemblage and assessment 

of the facts drawn from the patient’s life history as experienced 

within the framework of his social and cultural setting. Partic¬ 

ular attention is given to demands, values, standards, and 

actions of the parents, siblings, spouses, job surrogates, and 

other closely involved persons who influence or frustrate the 

patient. Through these associated group agents, it is also im¬ 

portant to note the preferences and prejudices of the closely 

knit ingroups with whom the patient has been or wishes to be 

identified. Further data are accumulated from his statements, 

his appearance, dress, manner of speaking, gestures, posture; 

and from his reactions to the company of others, such as 

physicians, authoritative figures, peer-competitors, and sub¬ 

ordinates. Fluctuations in the course of the illness in question 

1 Wolff, H. G., Stress and Disease, 1953, pp. 36-43. See also Gottschalk, L. A., 
H. M. Serota, and L. B. Shapiro, “Psychological Conflict and Neuromuscular 
Tension: Preliminary Report on a Method as Applied to Rheumatoid Arthritis,” 
1950; Lindemann, Erich, “Modification in the Course of Ulcerative Colitis in 
Relationship to Changes in Life Situations and Reaction Patterns,” 1950. 
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are then correlated roughly with events, attitudes, emotional 

episodes on the one hand and the behavior of the patient on 

the other. 

When pronounced positive correlations with some conflict 

situations are apparent, short-term experiments are carried 

out under circumstances in which indicators of organ func¬ 

tions can be set up to measure and record the responses. When 

suitable control periods of relative relaxation and security are 

established, the topics of the suspected conflicts and stresses 

are introduced into the interview, either abruptly or by staged 

demonstrations. If significant changes occur and are recorded 

at this time in the measured performance of the organs under 

study, but not during the discussion of other more neutral 

topics or during equally neutral test experiences, and if these 

reactions subside when the subject is successfully reassured 

and diverted, then it is inferred that the stress or conflict and 

the change in bodily processes are in some way related. 

The chief steps may be summarized as follows: (a) inquiry 

into the life history of the patient, with special reference to 

periods of stress associated with particular bodily changes; (b) 

observation of attitudes, feeling states, and bodily reactions 

under stressful circumstances over periods of weeks, months, 

or even years, as recorded in the interview sessions; (c) short¬ 

term experiments in which the now recognized stressful sub¬ 

jects are introduced and the reactions of particular organs to 

such topics recorded through test readings at frequent inter¬ 

vals. Further, the physician may reaffirm the influence of such 

factors, when through a change of his own attitude to the 

patient, he is able to diminish or augment the threatening ele¬ 

ments in the test situation and observe any change in the 

patient’s responses. In such controlled situations if given topics 

can be manipulated to precipitate or relieve manifest feelings 

and bodily functions, it is inferred that these topics set off re¬ 

action patterns that influence the bodily changes, though they 

may not necessarily be the focus of the patient’s conflicts. It is 
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assumed, however, that the topics or events evoking the signifi¬ 

cant reactions are representative of the kinds of life situations 

that are pertinent to the patient’s symptoms and bodily 

changes. By further detailed study it is then sometimes possible 

to establish which of the features are of more basic dynamic 

significance to the patient’s way of responding. 

Needless to say, in such clinical test situations the patient 

has to act as his own control. This is necessary because the 

significance of any social stimulus complex is highly per¬ 

sonalized, as already observed. Pavlov recognized this problem 

and has called attention to its importance.1 Thus, in attempts 

to set up “controls” and to gather further data, the observer 

must aim to strike a balance so that his conclusions, which 

are based on the use of sufficiently long periods of observation 

and testing, may not be offset by errors stemming from strictly 

local and unrelated stimuli. He must guard against the effects 

of frequent repetitions, which may lead to dwindling response 

potentials, and also avoid prolonged periods of inactivity and 

suspense, which may result in mounting tensions having little 

to do with the stresses under study. 

In addition to these methodological techniques and cau¬ 

tions, it is also desirable to have some further theoretical 

orientation with regard to biosocial linkages. Accordingly, 

we suggest some preliminary formulations and concepts that 

can be used as a background for the illustrative cases to follow. 

Protective Reaction Patterns: Apt and Inept 

At the outset it is understood that those bodily processes 

which underlie, or lead to, physical illness may not be in 

themselves abnormal or pathological. Usually they are pro¬ 

tective devices, “apt” for the task or situation at hand. By the 

same token they become “inept” when they are invoked too 

1 Pavlov, I. P., Conditioned Reflexes, 1927; Idem, Lectures on Conditioned Reflexes, 
1928. 
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frequently, or too intensely, or when their action can do little 

to resolve the particular situation.1 

We assume that the bodily patterns of response, especially 

those involving high integrative functions, not only occur as 

adaptive and protective reactions against adverse forces in the 

environment but also serve to promote nutritional, reproduc¬ 

tive, metabolic, and other normal biological ends. Designed, 

as it were, for the preservation of the individual and the stock, 

these integrative patterns fall into two general categories: 

(1) those evoked by irregularly occurring and unpredictable 

events; and (2) those that occur more or less regularly, the 

stimulus and the need being phasic and predictable. The former 

are noted during crises or periods of transient stress, or unantic¬ 

ipated and threatening alterations in the environment. The 

latter are related to such normal needs and processes as respira¬ 

tion, feeding, elimination, growth, and reproduction. Both 

categories of response, when appropriately used under either 

normal conditions or emergencies, generally function to dis¬ 

sipate threats, avoid dangers, and satisfy needs or achieve 

goals. Thus, they qualify as apt and adaptive processes. 

Either category of responses, however, and especially those 

mobilized to meet what the individual perceives to be emer¬ 

gencies and which prove inept in the resolution of social and 

cultural conflicts, may be prolonged indefinitely and with 

harmful effects. Though they serve to protect and sustain man, 

their overuse or misuse can make them significantly inap¬ 

propriate and seriously handicapping. Indeed, over the course 

of time their ill effects can be cumulative, with the early en¬ 

gendered threats unresolved or the former goals lost, with the 

tissues damaged, and with the welfare of the person and the 

survival of the organism further jeopardized. It is possible, in 

short, for such an accumulation of inept responses to catch a 

person, flylike in a spider’s web, and hasten his undoing. 

1 See Cobb, Stanley, Emotions and Clinical Medicine, 1950, pp. 200-204; Wolff, 
H. G., “Protective Reaction Patterns and Disease,” 1947, pp. 944ff. 
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Cobb has ably summarized the matter: “Our reactions are 

quite individual but fall into general biological patterns. Just 

which pattern will be brought out by a given stress is a matter 

of each individual’s past history.”1 

Within this general approach the problem may be defined 

to advantage, as is now so often done in the medical literature, 

in terms of a behavioral process, including under the term 

“behavior” not only the overt, observable actions of the in¬ 

dividual but also his internal physiological activities.2 It is 

postulated that the process may involve inappropriate patterns 

of response which relate situations of stress experienced by the 

individual to the bodily ailments which he suffers. The hypoth¬ 

esis implies specifically a linkage between particular situa- 

tionally evoked stresses and certain physiological reactions 

that result in disease for the individual. 

Of some importance in this connection is that area com¬ 

prising the so-called functional, as opposed to the organic, 

disorders. On record are many instances of the patient who 

complains of, and exhibits, certain identifiable signs of illness, 

yet the most refined tests reveal no actual organic cause. In 

such cases the disturbances seem to be due not to structural 

lesions or invading agents but rather to some malfunctioning 

of the organ or organs involved. This malfunctioning in turn 

can often be related to stressful situations wherein the indi¬ 

vidual’s emotional responses overwork the organs to a point 

of strain and which may lead in time to actual impairment of, 

or structural changes in, the affected parts. Indeed, it is often 

difficult to draw the line between diseases that started as 

“functional” disorders and those of known organic origin, 

the chief difference being perhaps the point of time in the 

observation process. 

1 Cobb, Stanley, Emotions and Clinical Medicine, 1950, p. 204. 

2 For purpose of clarity we prefer to use the term “behavior” for the observ¬ 
able performances of the individual, and bodily reactions for the internal physio¬ 
logical processes. However, the distinction is more or less arbitrary and will some¬ 
times be disregarded. 
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In light of these considerations the concept of protective 

reaction patterns has come to constitute a key linkage between 

psychosocial and biophysical dynamics in illness. It attempts 

to explain mechanisms by means of which situational threats 

for the person are seen to have a close, and perhaps critical, 

bearing on structural changes in the organism. Such a formula¬ 

tion brings into focus the patient as a member of society and a 

personality as well as an organism; it highlights the situational 

dynamics as well as the physical; and it explores the way in 

which the individual adapts to the stresses in his life, as an im¬ 

portant clue to understanding the symptoms that plague him. 

For these reasons it is appropriate at this point to discuss in 

more detail “apt” and “inept” protective reaction patterns 

from the standpoint of the striving person. 

Perhaps the paramount consideration in life is the drive to 

survive and to function as a physical organism, but for man, 

success in fulfillment of the goals as a member of society may be 

of equal importance and his interest in this can become in¬ 

extricably tied in with his biological survival. As we have 

seen, threats for him arise realistically as well as symbolically 

from all three spheres of the environment and are interwoven 

in the fabric of his highly personalized experience. From all 

sides come signals that tee off protective reactions in him as 

an organism. Of critical importance to our formulations is the 

fact that the individual may generalize from biophysical to 

psychosocial signals or symbols of danger, and react to either 

one in accordance with an earlier established protective and 

adaptive pattern of response that is only appropriate in reality 

to the physical danger to which the original response was 

made. This is the familiar and experimentally verified princi¬ 

ple of generalized conditioned response.1 

It is well known that interference with, or threat to, an 

individual’s interests, or a blocking of the fulfillment of his 

incentives, causes him to react as he would to assault. He 

1 See Hull, C. L., Principles of Behavior, 1943, pp. 262S., 366ff., 389!!. 
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responds defensively or offensively, depending on his previous 

conditioning and his perception of the situation. He struggles 

to ward off danger, to regain what he has lost or to rid himself 

of interference with the satisfaction of his drives. In short, he 

attempts to safeguard his interests as he sees them. Such 

struggles often evoke emergency protective patterns of re¬ 

action, and a considerable part of the human equipment and 

resources has to do with meeting such crises. 

Some of these emergency responses represent widespread 

mobilization to provide extra fuel and energy to vital parts 

of the organism. Others appear to be focused on regional 

defenses of the body, notably at portals of entry and exit. These 

offensive or defensive, diffuse or localized, protective mecha¬ 

nisms may operate together or separately, but in each case 

such preparations for action are matched by certain feelings 

and attitudes which, stemming from the same needs and 

situations, represent similar strivings. 

At such times the organism sacrifices some functions or 

capacities to the performance of others that seem essential to 

meeting the adverse situation. But this is a relative matter. 

Neural processes play a conspicuous role in conditioning these 

reactions because drives and means of fulfilling them are 

ultimately integrated through the hypothalamus, archipallium, 

and neopallium. It should be emphasized that adaptive and 

protective reactions do not stem primarily from the operation 

of any one part of the system. Ray and Console,1 in completely 

sympathectomized persons, and Scarff,2 in patients with 

prefrontal lobotomy, have observed how major neural struc¬ 

tures may be disrupted without collapse of adaptation. In short, all 

organ systems or combinations of systems may participate and 

combine in defensive, offensive, and adaptive patterns, and 

1 Ray, B. S., and A. D. Console, “Bodily Adjustments in Man During Stress 
in the Absence of Most Visceral Afferents and Sympathetic Nervous System 
Regulation,” 1950; Idem, “Evaluation of Total Sympathectomy,” 1949. 

2 Scarff, J. E., “Reaction to Life Stresses Following Unilateral Prefrontal 
Lobectomy or Lobotomy,” 1950. 
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with integrative and compensatory processes remarkably wide¬ 

spread throughout the organism. Although there is a degree 

of specialization in the sense that one or another protective 

arrangement is dominant, discrimination is not exact. In a 

threatened individual it is common to find a variety of pro¬ 

tective reactions, some of which are obviously very pertinent, 

others less so, and still others minimally effective, or even ill- 

adaptive, which is especially significant. 

Moreover, because man’s drives often are primitive, and 

even violent, they may be out of keeping with his accumulated 

conception of himself as a “man among men,” and therefore 

unacceptable. Thus, the subsequently evoked reaction patterns 

may become even less appropriate in his situational setting 

as he assumes new roles in his progression from infancy to 

adulthood or into old age. Some of his patterns of response may 

appear as “regressions” to previous stages in his life and yet 

persist over many years, thus constituting major liabilities 

that encumber or endanger his welfare. 

In brief, man, feeling threatened, may revert to earlier 

responses that were once appropriate; he may use for long¬ 

term purposes devices seemingly fitted for short-term needs; 

or he may use as a defense against social or symbolic threats 

those that are more suitable for the realistic physical dangers. 

Protective patterns of all kinds are essential and life-saving 

beyond question when aptly used, but may prove costly when 

ineptly used or overused. They are well fitted only for the 

specific or fleeting emergencies in order that the individual 

may cope with exceptional dangers that threaten his survival. 

Although still “adaptive” in a sense, they are actually inap¬ 

propriate for habitual or persistent patterns of response; and 

when so exercised they may damage the structures they were 

“designed” to protect. 

This vulnerability of the individual and his aptitude for 

reacting to a wide range of threatening signals and symbols of 

danger, which are conditioned by previous experiences and 
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which call forth bodily responses little different from those 

aptly qualified to meet physical assault, provide a behavioral 

basis in the organism for much human suffering. Because of the 

ineptitude of the reactions and their magnitude and duration, 

the protective patterns may prove to be much more damaging 

to the organism than the situational threats that evoke them. 

A vivid illustration of the fact that a particular part of the 

body may exhibit patterns of response to symbolic threats that 

are similar, if not identical, to those called forth earlier by 

physical threats is an experiment made by Dr. David T. 

Graham when studying a patient who had presented himself 

at the clinic for treatment of “hives.” The purpose of the ex¬ 

periment was to ascertain whether the skin might react to the 

threat of a blow, or to a symbolic threat, in much the same 

way as to the blow itself.1 

The tone of the minute blood vessels in the skin of the sub¬ 

ject’s two arms was tested for capacity to hold the contents 

of the blood within their walls. After preliminary measure¬ 

ments, the left arm was forcibly struck, and immediately there 

appeared a red area in which the beginning of a wheal could 

be seen. The capillary tone, which was ascertained at intervals, 

fell promptly. But the capillary tone in the right arm changed 

in the same way, although this arm had not been struck. The 

injured left arm gradually returned to its former state; the 

right arm recovered a little sooner. Shortly the experiment 

was repeated, except that now a sham blow was delivered, 

that is, instead of bringing the ferule down onto the forearm, it 

was stopped just short of the surface. The capillaries of the left 

arm behaved just as previously, though no injury was inflicted. 

This time the right arm did not respond. Gradually the left 

arm returned to its former state. Soon the whole procedure 

was repeated, but the subject was told that a sham blow was 

1 Wolff, H. G., Stress and Disease, 1953, pp. 3-9. See also Graham, D. T., “The 
Pathogenesis of Hives,” 1950; Grant, R. T., R. S. B. Pearson, and W. J. Comeau, 
“Observations on Urticaria Provoked by Emotion, by Exercise and by Warming 
the Body,” 1936. 
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about to descend. After this anticipated sham blow, no change 

in capillary tone occurred. 

The nature of the offending stimulus was now shifted. Again 

the capacity of the capillaries of his skin to hold their contents 

was ascertained. This time, however, instead of striking the 

patient’s forearm with the ferule, the physician introduced as 

a topic for discussion a painful family situation, and “just 

thinking about the things they did to me” made the young 

man feel as though he were being struck. Simultaneously, the 

capillaries of the forearm behaved as though he actually had 

been struck; their tone fell and wheals developed and the 

skin reaction was clearly that of “hives”; and the role of 

threat in producing them was understandable. The critical 

observation, of course, is that the bodily pattern which pro¬ 

tected against a blow from the ferule in the first instance could 

now afford very little if any protection from the socially 

derived symbolic blows. In short, an initially apt mechanism 

of response had become inappropriate and now constituted a 

liability, reaching the proportions of a disease called “hives.” 

Thus, what concerns us here is the identification and analysis of 

protective reaction patterns involving one or more organs that 

persist ineptly and that manifest themselves in illness. Then we 

can attempt to clarify the linkage between life situations evok¬ 

ing stress and the protective patterns that activate the disease. 

Many studies in this area have already been undertaken 

and reports of them are now available. In the following pages, 

representative materials are presented, grouped according to 

the parts of the body or functions affected.1 

The Airways and the Eyes 

Conspicuous among defensive protective reactions are 

those involving the nose and the airways.2 Nasal dysfunctions 

1 Wolff, H. G., “Experimentally Observed Effects of Stress in Man,” 1953. 

2 Holmes, T. H., and others, The Nose, 1949; Idem, “Life Situations, Emotions 
and Nasal Disease: Evidence on Summative Effects Exhibited in Patients with 
‘Hay Fever,’” 1950; Holden, H. M., Noses, 1950. 
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are the basis of one of man’s commonest complaints and it has 

been long suspected that many nasal disorders are related to 

stressful life experiences. Experiments have shown that the 

effects upon the nose of introducing a stressful subject in an 

interview are similar to those resulting from an encounter 

with an irritating or painful substance. When subjects were 

purposefully exposed to the “assaults” of fumes of ammonia and 

the presence of pollen, there was observed in each case sudden 

pronounced hyperemia and swelling of the nasal structures 

with hypersecretion and obstruction. There were also tearing, 

sneezing, coughing, and spasms of the diaphragm and inter¬ 

costal muscles. The response was similar to “hay fever” and 

served as a reaction of defense against a noxious gas in the one 

case, and an irritating “dust” in the other. It was as if the 

organism were attempting to shut out, neutralize, and wash 

away the offending substance. These and other subjects ex¬ 

hibited the same reaction of defense to painful stimulation of 

the head, experimentally induced by a steel head crown, 

tightened by means of broad tipped screws. In a different 

series of experiments, a patient whose nasal structures were 

normal as to color, size, and secretion, was reminded during 

an interview that she was “caught” in an unhappy marriage. 

In her angry, frustrated state she burst into tears, and her 

nasal structures became reddened, swollen, and wet. At other 

times when the subject expressed rage and desperation and 

was “on the verge of tears,” her nasal mucosa again became 

hyperemic and swollen, and there was profuse secretion and 

obstruction. 

Such changes in nasal function, precipitated during dis¬ 

turbing interviews on numerous occasions over a period of 

weeks and months with patients complaining of nasal dis¬ 

orders, were often sufficient to produce obstruction and pain, 

and they occasionally became associated with asthmatic 

manifestations. The evidence from the chest in the latter in¬ 

dicated constriction of the bronchi with mucous membrane 
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edema. When such reactions either to people or to pollen 

were sustained, the hyperemia gradually subsided, leaving the 

membranes pale, pearly in color, but still swollen, wet, and 

edematous. With such edematous mucosa and improper 

drainage, there was strong probability of infection from the 

ever-present micro-organisms on the mucous membrane. 

Pyogenic reaction readily ensued and once established, per¬ 

sisted, giving rise to chronic rhinitis, frequent “colds” and 

“sinusitis.”1 

In a high proportion of these patients it was possible to 

correlate the onset and recurrence of nasal dysfunction with 

episodes of stress and conflict. Their attitudes and behavior in 

meeting threats were predominantly defensive and the shutting 

out, or washing away, pattern in the nose was part of a general 

reaction of nonparticipation, an attitude expressed in be¬ 

havioral utterances. Serious incapacity of the patient may 

occur when only minor structural changes are present. As 

observed in earlier studies of headache, many persons over¬ 

react to minor disturbances or sensations when their site of 

origin takes on special meaning.2 For instance, past condi¬ 

tioning experiences may endow the nose with special signifi¬ 

cance, so that minor disturbances in nasal function have 

ominous implications for the individual. 

In contrast to the reaction pattern of exclusion during 

threatening situations was another pattern observed both in a 

situation inducing overwhelming fear and during times of 

abject sadness and rejection. Here there was characteristic 

shrinkage and dryness of the membranes, with pallor and in¬ 

creased lumen of the air passages. Under these circumstances, 

the organism seems to react in a fashion quite opposite from 

that of “shutting out and washing away.” Transitory changes 

of similar character occur generally in individuals in response 

1 Wolff, H. G., Stewart Wolf, and others, “Changes in Form and Function of 
the Mucous Membranes Occurring as Part of Protective Reaction Patterns in 

Man During Periods of Life Stress and Emotional Conflict,” 1948. 

2 Wolff, H. G., Headache and Other Head Pain, 1948. 
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to adverse situational stimuli and usually have little impor¬ 

tance. Individuals vary greatly, of course, in their nasal air¬ 

way reactions. 

Since the eyes are involved in the weeping, washing away, 

neutralizing, and shutting out reactions, it is not surprising 

to find that disease manifestations in the eyes may also ex¬ 

hibit themselves during such excessive and sustained responses. 

Thus, engorgement of the corneal vessels and associated 

attacks of lacrimation, photophobia, nasal obstruction, and 

discharge occurred in a sullen, rebellious youth suffering 

from phlyctenular keratitis and in a setting of serious conflict 

with his mother.1 Change in attitudes and easement of stress 

were later associated with remarkable reduction in congestion 

and improvement of his vision. 

In some dejected, resentful women in whom weeping is a 

feature, a burning erythematous lesion of the skin occurs about 

the eyes, which is resistant to local therapeutic agents but 

diminishes when the life situation is perceived in another light 

or becomes less threatening. In short, the eyes and the airways 

can be demonstrated to react ineptly at times to socially 

derived stimuli. 

Eating or Preparation for Eating 

One of the earliest situations frustrating or threatening the 

survival of the infant is hunger that is normally experienced 

in a social setting. In a period of greatest dependence, physical 

privations are met by getting comfort and nourishment from 

the hands, and perhaps the breast, of a protective figure. This 

very apt early pattern of ingestion may reassert itself, ineptly, 

in certain individuals later on in life when they feel threatened 

with deprivations of a more generalized and social nature. 

Then, longing for emotional support and feeling a need to 

“be babied and cared for,” but facing fellow agents who frown 

1 Wolf, Stewart, and P. E. Messier, “Corneal Vascular Changes in Association 
with Conflict in a Patient with Phlyctenular Keratitis,” 1950. 
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upon such behavior in adults, they resort (and revert) to 

permissible forms of eating or the physiological preparations 

for eating, such as hypersalivation.1 Moreover, the gastric 

hyperactivity associated with eating processes is manifested 

by increased blood flow, motility, and acid secretion. In cases 

where such circumstances have been extended over consider¬ 

able periods of time, the mucous membrane of the stomach is 

found to be unusually fragile. Hemorrhage, erosion, and 

ulceration readily ensue. This hyperdynamic state of the 

stomach, when sustained, is found to be associated with symp¬ 

toms, such as heartburn and localized epigastric pain, which 

may be relieved by food and soda whether or not ulceration is 

present. Certain neural structures are also involved in re¬ 

actions that include the vagus nerve and part of the cerebral 

center. These generally adaptive processes, now ineptly ap¬ 

plied and carried to extremes, not infrequently lead to peptic 

ulcers and other disorders. Perhaps it is pertinent to note here 

that uncontrollable peptic ulceration in man has been con¬ 

structively modified by frontal lobotomy, the improvement re¬ 

sulting in part from better relationships between the sufferer 

and his social environment rather than through specific effects 

upon the gastric functions. 

The importance of sociocultural components in patients 

suffering from ulcers is frequently apparent in clinical data. 

Studies on shifts in incidence of ulcerous patients provide 

another and broader perspective, revealing the following 

data: In New York Hospital between 1900 and 1939, the 

male-female ratio of perforated ulcer cases changed from a ratio 

of 7 to 6 to a ratio of 36 to 3.2 In western civilizations perforated 

ulcer cases among young women have diminished considerably 

1 Davey, L. M., and others, “The Effects on Gastric Secretion of Frontal Lobe 
Stimulation,” 1950; Held, I. W., and A. A. Goldbloom, Peptic Ulcer, 1946; 
Mittlemann, Bela, and H. G. Wolff, “Emotions and Gastroduodenal Function,” 
1942; Szasz, T. S., “Psychosomatic Aspects of Salivary Activity,” 1950; Wolf, 

Stewart, and H. G. Wolff, Human Gastric Function, 1947. 

2 Wolff, H. G., Stress and Disease, 1953, p. 48. 
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during the past one hundred and fifty years.1 Thus, it would 

appear that, whether or not the incidence has changed in rela¬ 

tion to the total population during the past century, the ail¬ 

ment has become more significantly a male disorder and that 

the severity of the illness, as indicated by perforation, is no 

longer as common among young women. 

This is not the place to explore intensively the possible 

hypotheses that may account for the data, but such dramatic 

changes in incidence with respect to men and women support 

clinical findings in regard to sociocultural variables at work in 

the lives of ulcerous patients. 

If one wishes to speculate, it can be suggested that the 

“emancipation of woman” that has characterized western 

nations during the past half-century or more has placed a 

differential stress in man-woman relationships, with the “pace” 

of modern life adversely affecting the security of men more 

than that of women. The fact of significant change in sex ratio 

for the incidence of perforated peptic ulcers throughout 

western civilization does fit in roughly with the thesis of 

augmented social dynamics in disease. Even a brief survey of 

the corresponding transitions in the status relationships of 

men and women, especially in the middle socioeconomic 

classes, is provocative. Noteworthy would seem to be the 

change in women’s attitudes toward men, augmented by 

profound changes in the social order that have resulted in 

urbanization, industrialization, and democracy in education, 

occupation, government, the family, and social life in general. 

This tide of change can be viewed as undermining the es¬ 

tablished statuses and emotional supports for man. His posi¬ 

tion of security and dominance in the family, which was 

entrenched and reinforced by his culture and society and sub¬ 

scribed to in the nineteenth century by his women folk, es- 

1 Alsted, Gunnar, Studies on the Changing Incidence of Peptic Ulcer of the Stomach 
and Duodenum, 1939; Jennings, Denys, “Perforated Peptic Ulcer: Changes in Age- 
Incidence and Sex-Distribution in the Last 150 Years,” 1940. 
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pecially by his wife, has been challenged and shaken in the 

twentieth century.1 

In the earlier period of male dominance, success and security 

for a woman were gained mainly through affiliation with men, 

especially by marriage. The period of maximum striving and 

competitive effort for marriage as her chief forte was between 

the ages of seventeen and twenty-seven, after which, if she 

had not married, resignation might replace striving as she 

took her place as a subservient figure in some relative’s home. 

Thus, the cultural pattern for female success fostered stress 

in the years before marriage by strictly limiting her goals and 

denying overt expression to wider competitive efforts. 

In contrast, man was freely conceded the “number one” 

position in the family circle, and his home was conventionally 

dubbed “his castle.” Within a social matrix of uncontested 

male dominance he was permitted considerable emotional 

dependence upon his women folk, and, under cover of his 

position, he was able to give free expression to, and find sup¬ 

port for, his emotional needs. His idiosyncrasies were in¬ 

dulged, his peccadillos tolerated, and his self-assurance rein¬ 

forced. 

With the changes in cultural norms and codes, and with 

corresponding alterations in interpersonal relationships, the 

emotional reliance of man on his women folk has become more 

difficult to indulge and the fulfillment of these needs harder 

to achieve; his authority and freedom appear limited and his 

prerogatives curtailed. Environmental changes have swept 

1 For representative sources on stress in family life, see: Bernard, J. S., American 
Family Behavior, 1942; Child, I. L., Italian or American? The Second Generation in 

Conflict, 1943; Eliot, T. D., “The Adjustive Behavior of Bereaved Families,” 
1930; Idem, “The Bereaved Family,” 1932; Erikson, E. H., Childhood and Society, 

1950; Flugel, J. C., The Psycho-analytic Study of the Family, 1921; Hill, R. L., 
Families Under Stress, 1949; Lindemann, Erich, “Symptomatology and Manage¬ 
ment of Acute Grief,” 1944; Lumpkin, K. D., The Family, 1933; Mowrer, E. R., 
Family Disorganization, 1927; Sears, R. R., “Ordinal Position in the Family as a 
Psychological Variable,” 1950; Simmons, L. W., “A Frame of Reference for 

Family Research in Problems of Medical Care,” 1952; Sirjamaki, John, The 
American Family in the Twentieth Century, 1953; Stagner, Ross, “Studies of Aggres¬ 

sive Social Attitudes: III, Role of Personal and Family Scores,” 1944. 
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away many of women’s former obligations to him, and ambiv¬ 

alence on their part toward their remaining responsibilities 

seems significant in the altered domestic relationships. 

While man’s position of superiority and prerogative has 

declined in the domestic setting, his role of responsibility has 

not been reduced. A wife may become the major financial 

contributor to the home and gain power to make the key 

decisions, while unwittingly creating in her husband a con¬ 

viction of inadequacy. If she attempts and fails in an occupa¬ 

tional or vocational venture, she is justified by society in re¬ 

tiring to domestic duties and being provided for by her hus¬ 

band, while there is no such socially approved safety haven 

for him. And if he should fail to be as good a “provider” as 

neighbor Jones, he can be nagged and denied the emotional 

supports of his wife. Indeed, a wife’s humiliation over her 

husband’s failure to provide adequately, as measured by 

contemporary standards, has strong social approval and 

sanctions. While society’s requirements of the male are es¬ 

sentially as stringent as before, the assured emotional supports 

of family life seem to have dwindled. Can it be that he resorts, 

and regresses in a sense, to earlier established patterns of eating 

and drinking or to the bodily reactions associated with the 

physiological preparation for eating and drinking, and may this 

be one of probably many factors that have tipped the scales 

in the sex ratio for peptic ulcers? 

Patterns of Ejection and Riddance 

Infants often vomit and develop diarrhea in reaction to 

the invasion of noxious agents or with the onset of infection. 

This may occur even when the gastrointestinal tract is not 

primarily involved.1 Hence, during a fretful, uneasy state the 

feverish infant attempts to protect himself in a general way 

by ejecting what he has inadvertently admitted. Indeed, a 

wide variety of assaults or threats may evoke in the infant 

1 Grace, W. J., Stewart Wolf, and H. G. Wolff, The Human Colon, 1951. 
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such an ejection-riddance pattern. Usually before adolescence 

the child abandons this nonspecific reaction to assault, 

utilizing it sparingly to rid himself of noxious agents actually 

present in the gastrointestinal tract. But some individuals 

persist in the use of the ejection-riddance pattern in a gen¬ 

eralized way and even when the assault has no direct relation 

to the gut. 

In studies among adults, it has been shown that an agent 

such as ipecac which, because of its toxicity, threatens sur¬ 

vival, or “amigen” which, because of its unesthetic qualities 

of texture and taste, is unacceptable or revolting, elicits 

anorexia and feelings of nausea. The motility and tone of the 

stomach diminishes, the acid secretion decreases, while mucous 

secretion and salivation increase and vomiting subsequently 

occurs. Such an increase in mucous secretion dilutes, neu¬ 

tralizes, and washes away the noxious agent. This, coupled 

with the motor pattern that empties the stomach through the 

esophagus and mouth, would be maximally effective in pro¬ 

tecting an organism against an ingested poison. 

Likewise, unacceptable or offensive situations, or those 

eliciting feelings of disgust, are often associated with anorexia 

and sensations of nausea, with increased secretion of mucous, 

and with depressed digestive functions. With the added 

mucous secretion in the stomach, salivary secretion also in¬ 

creases. Under these circumstances, subjects complain of 

anorexia, distention, gastric fullness, belching, retention of 

food in the stomach, “dyspepsia,” and, ultimately, vomiting. 

In this manner, situations which the individual finds unac¬ 

ceptable either because of their noxious or poisonous phar¬ 

macodynamic effect, or because they otherwise constitute an 

assault or threat to an individual’s security, are associated 

with a protective reaction pattern involving dilution, neu¬ 

tralization, and ejection of the contents of the stomach. 

Situations or symbols, because of their significance to the 

individual, can also cause him to feel equally overwhelmed 
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or evoke in him feelings of disgust, desperation, or revolt that 

become associated with similar gastric reactions. Sometimes 

there may occur almost complete cessation of gastric activity. 

This is compatible with the view that an assault that has 

shocked and perhaps overwhelmed the organism evokes a 

pattern in which the digestive function is all but irrelevant 

and therefore abolished. Studies of gastric hypodynamic re¬ 

actions indicate that there are two patterns that are closely 

linked and often coexistent: (1) a pattern associated with over¬ 

whelming catastrophe, with feelings of fear, terror, abject 

grief, depression, and despair, in which practically all gastric 

function comes to a standstill; (2) a pattern also often asso¬ 

ciated with these feelings or with threats and assaults that 

elicit feelings of disgust and contempt and that, because of 

an early experience of the subject, are associated with the 

ejection reactions. In this protective reaction pattern of 

defense, gastric function is also reduced, but mucous produc¬ 

tion is increased, as is also duodenal motor function, and the 

concomitant skeletal muscle contractions seen in vomiting 

result. Again the organism behaves as though the noxious 

incident inadvertently ingested could be diluted, neutralized, 

and ejected. 

A person who is confronted by overwhelming environ¬ 

mental affronts, assaults, or demands may generalize the 

pattern of ejection and riddance. One who “takes on more 

than he can handle,” who feels inadequate to the demands 

of his life situation, or is thwarted and filled with hatred, 

defiance, contempt, and suppressed or unconscious needs to be 

rid of a threatening situation, yet passive withal, may have 

bouts of diarrhea. However, the riddance pattern may be so 

integrated in the patient’s over-all behavior that the subject 

who exhibits violent diarrhea may also appear calm, sweet, 

and serene. In fact, it is commonly observed that the patient 

with ulcerative colitis is characteristically and outwardly a 

calm and superficially peaceful individual of more than usual 
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dependence.1 On going beneath this calm exterior it becomes 

apparent that he is “sitting on a powder keg” of stress, such 

as anxiety, hostility, resentment, and guilt. These long-stand¬ 

ing unrelieved feelings are associated with the hyperfunction 

exhibited in increased motility, increased vascularity, tur- 

gescence, and hemorrhagic lesions of the colon. Increased 

concentrations of lysozyme are often found.2 The combination 

of hypermotility, hypervascularity, hemorrhages, increased 

fragility of the mucous membranes and great numbers of 

organisms in the large intestines may lead to the symptoms 

characteristic of ulcerative colitis. 

Skeletal Muscles and Cranial Arteries 

Not only are mucous membranes and smooth muscles and 

glands involved in protective reactions; skeletal muscles are 

also integrated into such patterns. Familiar examples are the 

various body postures of alertness or abjectness associated with 

states of tension and despair.3 Some of these sustained skeletal 

muscle patterns give rise to complaints. Muscles may be the 

source of pain and tenderness after steady voluntary activity 

of relatively short periods lasting no longer than a few minutes. 

Tenderness in muscles that have been continuously contracted 

for hours or days may outlast the actual contraction as it 

does after unaccustomed exercise. A host of headaches, back¬ 

aches, aches of extremities, and paresthesia in tense, dis¬ 

satisfied, resentful people similarly result from continued con¬ 

traction of skeletal muscles manifesting sustained and inap¬ 

propriate bodily alertness and readiness to act in response to 

actual or symbolic threats. 

1 Grace, W. J., and H. G. Wolff, “Treatment of Ulcerative Colitis,” 1951; 
Prugh, D. G., “Variations in Attitudes, Behavior, and Feeling-States as Exhibited 

in the Play of Children During Modifications in the Course of Ulcerative Colitis,” 

2 Grace, W. J., “Life Situations, Emotions and Chronic Ulcerative Colitis,” 
1950; Groen, Jacques, “Psychogenesis and Psychotherapy of Ulcerative Colitis,” 

1947- 
3 Holmes, T. H., and H. G. Wolff, “Life Situations, Emotions and Back¬ 

ache,” 1950. 
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Headache, perhaps the commonest complaint that con¬ 

fronts physicians,1 is in nine out of ten instances a manifesta¬ 

tion of life stress and is coupled with anger and striving. It 

usually results from the distention of cranial arteries alone or 

in combination with sustained contraction of skeletal muscles 

about the head and neck. Sometimes the latter, as just de¬ 

scribed, is the prime cause of the pain. Studies of representa¬ 

tive cranial arteries in persons with vascular headaches have 

shown that progressive dilation and distention of involved 

arteries occur following the onset of vascular headache. This 

alteration in the arterial wall was associated with increasing 

intensity of pain. As the attack subsided either spontaneously 

or after the administration of agents and procedures, the dis¬ 

tention and pain diminished concurrently, while the artery 

returned to its former state. In persons suffering from uni¬ 

lateral headache this sequence of vascular changes occurred 

only on the painful side. In those having bilateral headache, 

arteries on both sides of the head were involved; when the 

headache moved from one side to the other during a single 

attack, there was a corresponding change in the condition of 

the cranial arteries, first on the one side and then on the other. 

Persons suffering from vascular headache of the migraine 

type quite commonly have the attitude “I must do it better 

and longer than others” and are noted to have exceedingly 

“labile” cranial arteries as contrasted with subjects who never 

have headaches. The latter exhibit little alteration in the state 

of the cranial arteries in response to excessive work demands, 

frustrations, or stress-arousing interviews. In contrast, those 

who experience vascular headaches readily respond to the dis¬ 

cussion of threatening topics with dilation and distention of 

cranial arteries. Cranial vasoconstrictive phenomena precede 

the actual headache phase of the attack. Characteristic attacks 

1 Wolff, H. G., Headache and Other Head Pain, 1948; Tunis, Martin, and others, 
“Studies on Headache: Further Observations on Cranial and Conjunctival 

Vessels During and Between Vascular Headache Attacks,” 1951. 
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of vascular headaches are repeatedly precipitated in such 

persons by the revival of what are to them threatening situa¬ 

tions. These excessive responses obviously become inap¬ 

propriate and handicapping. 

Over-all Mobilization and the Heart 

Measurements have been made, before and after exercise, 

of the pulse, blood pressure, ventilatory index (the amount of 

oxygen utilized in terms of the amount of air breathed in), 

cardiac output, and stroke volume.1 It was found, for example, 

that when a certain healthy individual who felt shy and in¬ 

competent when speaking in public was asked to lead a 

particular discussion, he exhibited in response to the standard 

exercise test a striking increase in blood pressure and stroke 

volume, and a decrease in ventilatory efficiency. This aug¬ 

mented response to a standard test for measurements persisted 

for forty-eight hours after the talk turned out to be, in his 

judgment, a complete failure. Changes of a similar nature 

and duration were linked to anger and tension. 

During periods of domestic difficulties healthy subjects have 

exhibited physiological inefficiency in failing to return to the 

initial resting state after a standard exercise. Similar impair¬ 

ment of the subject’s ability to return to the resting state was 

observed after a night during which the subject had had only 

three hours’ sleep. A healthy person also reacted with similar 

decreases in circulatory efficiency to the assault of a minor 

infection, and likewise to a fellow worker’s remarks that con¬ 

tained an implication of inadequacy. 

In short, the heart of the healthy, relaxed subject responds 

to the standard exercise situation with increases in stroke 

volume and output, which within approximately two minutes 

return to the initial resting level. When the same individual 

1 Wolff, H. G., “Life Stress and Cardiovascular Disorders,” 1950; Wolf, G. A., 
Jr., and H. G. Wolff, “Studies on the Nature of Certain Symptoms Associated 

with Cardiovascular Disorders,” 1946. 
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is under stress, the performance of his heart while at rest may 

be unaltered and may respond to exercise in the usual ade¬ 

quate fashion. But quite often after exercise it continues to 

behave as though he were still doing extra work and only 

slowly returns to the resting level of performance. It is sug¬ 

gested that under these conditions an already fragile organ is 

operating ineptly and may by so doing suffer further serious 

impairment of function. 

The Large Bowel: Constipation 

Protective reaction patterns designed to mobilize for action 

and that involve skeletal muscles and pressor cardiovascular 

responses are often associated with constipation. During such 

bodily preparation for action, delayed emptying of the bowel 

may be appropriate.1 It is well known that the urge to defecate 

does not occur during violent exercise, competitive sports, 

and prolonged activities, such as sailing races. Constipation 

shown to be associated with colonic hypofunction is in part a 

skeletal muscle phenomenon and not exclusively the result of a 

faulty bowel function. The external sphincter, made up princi¬ 

pally of skeletal muscle and innervated by somatic nerves, 

may participate in a pattern of widespread skeletal muscle 

contraction involving especially the neck, back, perineal 

region, and parts of the extremities. 

The evidence concerning the mechanism of constipation 

may be briefly stated as follows. By administering barium by 

mouth to patients with constipation it was revealed that the 

large bowel was slack and elongated. Also, with the exception 

of the sigmoid, colonic contraction waves were absent or 

minimal. The sigmoid colon exhibited nonpropulsive rhythmic 

contractions. The feces deposited and compressed in the rec¬ 

tum were dehydrated and remained there for longer than the 

1 Almy, T. P., and others, “Constipation and Diarrhea as Reactions to Life 
Stress,” 1950; Grace, W. J., Stewart Wolf, and H. G. Wolff, The Human Colon, 

1951; White, B. V., and others, Mucous Colitis: A Psychological Study of Sixty 
Cases, 1939. 
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usual period. Such a hypodynamic state of the bowel was asso¬ 

ciated with feelings of dejection, futility, and discouraged 

strivings. Spasm of the rectal sphincter alone or as a part of a 

widespread skeletal muscle tension was often associated with 

hypermotility of the large bowel. 

During a phase of diarrhea, x-ray studies of the same or 

different individuals showed that the bowel was narrower and 

shortened and that contraction waves were conspicuous. Such 

a condition of the bowel was associated with situations in¬ 

involving fear, panic, and the feeling of being suddenly con¬ 

fronted by more than could be managed. 

The formulation that most satisfactorily embraces the experi¬ 

mental observations is as follows: An active gastrocolic reflex, 

usually initiated by eating, induces propulsive contraction 

waves in the cecum, which ascend and transverse the colon 

with sustained contractions of longitudinal muscles on the left 

side, thus shortening the colon so that feces are pushed into 

the sigmoid and rectum. The then distended rectum, under 

optimal circumstances, accentuates the colonic propulsive 

activity (mass reflex) which in turn sets off defecation reflexes, 

including the relaxation of the sphincters. The arrangement 

of forces in defecation thus resembles that exhibited when an 

uncapped tube of toothpaste is pushed from the bottom, the 

longitudinal projection of energy propelling and ejecting the 

tube’s contents. Situations evoking sadness, dejection, or 

cheerless striving may inhibit the gastrocolic reflex, induce 

nonpropulsive phasic contractions in the sigmoid, and inter¬ 

fere with the mass reflex. It has been suggested that during 

such stress reactions the nonpropulsive contraction of the 

sigmoid and spasm at the sigmoid-rectal junction actually 

prevent the expulsion of the contents of the large bowel into 

the rectum. Regardless of whether such retarding effect is 

exercised by the sigmoid, there is a failure of propulsion, 

coupled with contraction of the sphincters and prolonged re¬ 

tention of the feces. It is as though the individual, unable to 
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face and grapple with the threat, was nevertheless, firmly 

“holding on,” or tensely awaiting an attack that is indefinitely 

delayed. The individual so poised is not in a state optimal for 

defecation and may be inept in performance. 

Basic Alterations in Metabolism 

There is increasing evidence,1 that basic adaptive responses 

to the danger of starvation may be utilized inappropriately 

during other threatening periods of longer or shorter duration. 

Events either consciously or unconsciously interpreted as 

threats to security have been shown to produce in both dia¬ 

betic and nondiabetic persons a rise in the ketone bodies in the 

venous blood and fluctuations in the blood sugar level. The 

magnitude of these reactions was greater in diabetic persons, 

and when large enough and of sufficient duration led to ketosis 

and hyperglycemia in some, and to hypoglycemia in others, 

without the intervention of other factors such as intercurrent 

infections, changes in physical activity, or alteration of insulin 

and of food intake. During periods of stress a diuresis was pro¬ 

duced in both diabetic and nondiabetic persons. In a diabetic 

such diuresis was associated with a massive loss of glucose and 

electrolytes, important in the development of dehydration and 

coma. 

Diabetes mellitus has not been widely viewed as an inap¬ 

propriate use of an adaptive mechanism, primarily because it 

has not been recognized generally that there could be an 

earlier life situation to which a metabolic rearrangement of 

such a nature would represent an apt and adequate response. 

There is, however, a situation in which the normal, healthy 

human develops a “diabetes mellitus,” namely, starvation. In 

1 See Hinkle, L. E., Jr., and Stewart Wolf, “Studies in Diabetes Mellitus: 
Changes in Glucose, Ketone, and Water Metabolism During Stress,” 1950; 
Hinkle, L. E., Jr., C. J. Edwards, and Stewart Wolf, “Studies in Diabetes 

Mellitus: The Occurrence of a Diuresis in Diabetic Persons Exposed to Stressful 
Life Situations . . . ,” 1951; Rosen, Harold, and Theodore Lidz, “Emotional 
Factors in the Precipitation of Recurrent Diabetic Acidosis,” 1949. 
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the absence of food for more than approximately twenty-four 

hours, the human mechanism ceases in part to metabolize 

carbohydrate and turns to the use of fat as a body fuel. The 

respiratory quotient falls, and the liver begins to pour ketone 

bodies into the blood until they reach levels as high as 60 mg. 

per cent.1 Furthermore, if carbohydrate is then fed to the sub¬ 

ject, the blood sugar promptly rises to hyperglycemic levels, 

producing a “diabetic glucose tolerance curve,” and the 

glucose is promptly excreted in the urine. The serum potassium 

and inorganic phosphate levels do not fall, and pyruvic acid 

does not increase in the blood, as it would if appreciable 

amounts of glucose were being metabolized by the muscle.2 

Mammals are unable to store glucose in amounts sufficient to 

sustain the blood sugar level during prolonged periods of 

starvation and they must rely upon glucose derived mainly 

from body protein. Since the function of the nervous system is 

dependent upon a constant supply of glucose and cannot 

operate effectively in the face of a sustained hypoglycemia,3 

the prolonging of life during starvation demands that glucose 

be conserved in order to minimize destruction of body protein. 

Since man can perform effectively on whole fat or ketone 

bodies, this demand is met primarily by increasing the utiliza¬ 

tion of fat in both forms, and by restricting the utilization of 

glucose in muscles. Whether or not fatty acids can be con¬ 

verted to glucose has not been determined, but there is no 

doubt that a large part of the glucose consumed during starva¬ 

tion is produced from body protein and that the attendant 

wasting of body tissues must be kept at a minimum if life is to 

be prolonged. Protein is the only major source of glucose from 

body tissues. The use of fat instead of glucose is therefore 

doubly valuable in starvation. 

1 Crandall, L. A., Jr., “A Comparison of Ketosis in Man and Dog,” 1941. 

2 Wollenberger, A., and M. A. Linton, Jr., “The Metabolism of Glucose in 

Starvation and Water Deprivation,” 1947. 

3 Baker, Zelma, J. F. Fagekas, and H. E. Himwich, “Carbohydrate Oxidation 

in Normal and Diabetic Cerebral Tissues,” 1938. 
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Adaptations to the initial phases of starvation is also charac¬ 

terized by a transient diuresis and in partially starved in¬ 

dividuals thirst and polyuria may be distressing.1 In this 

respect also starvation resembles diabetes. 

The diuresis that occurs at the onset of starvation also has 

been found to occur in a setting of anxiety experienced by 

many people with and without diabetes. In diabetes it may be 

produced experimentally in the absence of glycosuria, of 

which it is independent. When such stress diuresis is induced in 

a diabetic who has glycosuria, the rate of glucose and chloride 

excretion is independent of ketonuria and accounts for much 

of the loss of fixed base and of the dehydration that may occur 

in diabetic acidosis. The rise in glucose excretion is independ¬ 

ent of changes in the level of the blood glucose, which may 

fall as the rate of excretion rises. These facts have raised the 

interesting question of whether the polyuria of diabetic persons 

is a result of glycosuria, or if glycosuria may not be in part a 

result of polyuria, which in turn is a part of the metabolic 

adaptation to life stress. 

Since a fall of blood sugar was commonly noted in diabetics 

during experimentally induced threats, it is suggested that in 

the presence of excessive carbohydrate intake, adjustments 

made to maintain adequate blood sugar levels in the face of 

threats lead to overcompensation in the form of hyper¬ 

glycemia. In short, no qualitative difference between the 

metabolism of starvation and that of early, mild diabetes has 

been demonstrated. However, if a starving man is fed car¬ 

bohydrate, his metabolism soon responds to the cue that food 

is present; within a few hours his respiratory quotient rises, 

his “diabetic tolerance curve” and glycosuria disappear, and 

the secondary metabolic effects of glucose utilization are seen 

in the blood. The diabetic does not respond to this cue. The 

ingested glucose therefore accumulates in his blood to hyper¬ 

glycemic levels, and spills into the urine. The diabetic seems 

1 Keys, A. B., and others, The Biology of Human Starvation, 1950. 
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to continue to use the adaptation to starvation though he is 

not deprived of food. 

An explanation is suggested by Hinkle for the use of the 

pattern of reaction as if to food deprivation in the midst of 

plenty.1 In his patients the onset of diabetic disorder occurred 

after a period of stress characterized by loss of loved persons, 

objects, or relationships regarded by them as indispensable. 

They reacted as if they had been deprived of much needed 

love and support; this deprivation aroused hostility, often 

focused upon the parent figure whose love they most desired. 

Their craving for love and support was therefore complicated 

by an inability to accept it. Even in their earliest infancy and 

childhood they reacted to such stresses as the illness of the 

mother, the birth of a sibling, or rejection by parents with an 

increase in appetite, increase in weight, and demand for sweets. 

The parents often remarked on this, saying, “He always ate 

more than the other children,” or “He was always asking for 

sweets, even from the time he was a little baby.” 

Since in earliest infancy the relation between food and 

mother love is very close, security and love became associated 

with food-getting throughout life, and the starvation pattern 

may be evoked in response to the absence of either food or 

love. The diabetic patient reacts as though food and security 

were identical and develops a physiological reaction appro¬ 

priate to starvation at a time when he is exposed to depriva¬ 

tions other than those of food. In this same sense, then, diabetes 

mellitus may be viewed as the inappropriate use of an adap¬ 

tive reaction. For short periods such a response, though clumsy, 

might be harmless, but through long-continued use it is asso¬ 

ciated with the irreversible changes of function and structure 

characteristically found in diabetics. Life crises in the diabetic 

may evoke an exacerbation of the pattern of fat and ketone 

utilization leading to ketosis, coma, and death. 

1 Hinkle, L. E., Jr., and Stewart Wolf, “Studies in Diabetes Mellitus: Changes 
in Glucose, Ketone, and Water Metabolism During Stress,” 1950. 
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Toward the Linkage of Medicosocial Concepts 

Time and space, as well as the general purpose of this study, 

have permitted only sampled and sketchy accounts of the re¬ 

search that advances our understanding of protective reaction 

patterns as related to stress and disease. A more thorough sur¬ 

vey of the clinical and experimental studies, including current 

work, would afford further evidence of the significance of 

situationally evoked stresses for disease-forming processes.1 

There are, however, gaps in the life-history sequence of social 

phenomena and personal experience that are not easily bridged 

by existing knowledge in either medicine or the social sciences. 

In these circumstances we can only suggest those formula¬ 

tions that on the basis of our thought and experience, seem 

most promising. 

A formulation that portrays a sequence such as the follow¬ 

ing is clearly incomplete and may be misleading: typical situa¬ 

tion —» specified stress —> particular reaction pattern —> iden¬ 

tifiable structural change. It leaves significant gaps in the 

chain of sequences. The missing links may be indicated as: 

typical situation —» ? —» specified stress —> ? —> particular re¬ 

action pattern —> ? —> identifiable structural change. The 

interrogation points represent the possible intervening vari¬ 

ables that tie situation to stress, stress to reaction, and reaction 

to illness. The conclusion emerges that these relatively un¬ 

known components play a large part in tipping the scales in 

the individual-environment balance in ways to aggravate 

stress, activate reactions, and debilitate some persons and not 

others. It would appear obvious that these missing links, or 

puzzling variables, challenge research in the social as well as 

in the physical sciences. 

In our opinion medicosocial collaboration can proceed most 

fruitfully by recognizing that the third linkage, that between 

1 Gannon, W. B., The Wisdom of the Body, 1939; Idem, Bodily Changes in Pain, 
Hunger, Fear and Rage, 1929; Beale, B. B., and others, “A Clinical Guide to Prog¬ 
nosis in Stress Diseases,” 1952. 
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particular reaction pattern and identifiable structural change, 

can best be studied by medical and physical sciences; that the 

first linkage—between typical situation and specified stress— 

is clearly within the province of the social sciences; and that 

it is the joint province of both social and physical (or medical) 

scientists to work on the central linkage, namely, how specified 

stresses evoke particular protective reaction patterns. We now 

turn to a discussion of those linkages that particularly involve 

medical-social collaboration. 

The central problem of the first linkage, that between situa¬ 

tion and stress, may be profitably viewed by recalling that the 

individual is obliged to adapt himself to all three spheres of 

his environment, physical, social, and cultural, simultaneously 

and that these may be in sharp conflict. Response patterns that 

are highly prized in social and cultural context can prove very 

ill advised and inappropriate in the physical sphere, or vice 

versa, as we have illustrated in Chapter 4. 

In particular instances, individuals may be trapped into 

illness or debility by the contradictions that exist between the 

socially imperative and physically inappropriate pattern of 

behavior. Within such situations where deliberate choices in¬ 

volving overt behavior are apparent, and where actions are 

followed immediately by dramatic consequences, a response 

that seems initially as of minor importance can “trip the 

treadle of the trap” and end in major physical impairment. 

When, for example, the nine-year-old boy, Tom, mis¬ 

takenly took a quick swallow of steaming hot chowder from 

what appeared to be a cool mug in his mother’s kitchen and 

held the hot broth in his mouth through fear of soiling the 

spotless floor and of facing her wrath, his behavior becomes 

understandable in social context. Through conditioning, 

especially within the family subgroup, he perhaps felt it im¬ 

perative not to spew the liquid onto the floor. But his throat 

was scalded to such an extent that it became permanently 

closed and necessitated a gastrostomy. Tom required tube- 
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feeding for the rest of his life. In this case the connections be¬ 

tween the situational conflict and the ill-fated consequence are 

easy to see.1 

Yet, no less severe consequences, resulting from psycho¬ 

social pressures, may be wrought upon the organism in “slow 

motion” and more subtly over extended periods of time. Years 

later Doctor Stewart Wolf was able to demonstrate in the 

same Tom, then an independent and determined man, that 

states of fear and anxiety experienced by him, and prompted 

by what he considered to be unfair accusations and personal 

affronts, could cause him to discharge into his digestive tract 

excess secretions that had a corroding effect on the walls of 

his stomach—bodily reactions related to situational stress on 

the one side and to physical debility on the other. In this 

instance the proof was possible because of Tom’s physical 

abnormality (the tube to his stomach), but in many cases the 

internal processes must be mere guesswork. 

In clinical attempts to study the interconnections between 

situational stresses and the physical complaints of patients, the 

more perplexing problems are of the latter type, complex 

and slow in development, indirect and almost imperceptible 

in genesis and effects. The sufferers generally portray in a 

vague way certain long-standing and chronic conflicts, socially 

derived, which have called forth constant and habituated re¬ 

action patterns that turn out to be physically inappropriate 

and penalizing in one or another respect. The crucial issue, of 

course, is to learn how to identify and correlate in a lucid way 

such sociological components with their biological complica¬ 

tions.2 

1 Wolf, Stewart, and H. G. Wolff, Human Gastric Function, 1947. 

2 For representative discussions of this problem, see: Crew, F. A. E., “Social 
Medicine,” 1944; Dark, E. P., “Sociological Medicine,” 1945; Florence, P. S., 
“Social Medicine Based on Social Statistics,” 1944; Freed, L. F., “Philosophy of 
Sociological Medicine,” 1948; Minot, G. R., “Medical Social Aspects in Prac¬ 
tice,” 1934; Thornton, Janet, and Marjorie Knauth, The Social Component in 

Medical Care, 1937; Weiss, Edward, and O. S. English, Psychosomatic Medicine, 
1949; Wofinden, R. C., “The Modern Trend in Social Medicine in the Home 
and in Industry,” 1950. 
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Cultural or Subcultural Relativity 

One concept of importance here is that of cultural or sub¬ 

cultural relativity, or the fact that different groups as a matter of 

course have variable definitions of similar or even of identical 

situations. A given situation that is cued to call forth strong 

emotional states and pronounced reactions in one sociocultural 

setting may as readily evoke only casual concern or amusement 

in another. Thus, definitions vary widely from group to group 

with respect to such matters as: the importance of economic 

status; the sacredness of property rights or debts; the guilt to be 

associated with tabooed acts; the significance of personal 

invectives, such as nicknames, curses, or the casting of magic 

spells; the meaning imputed to dreams; the implications of 

certain disease symptoms; and the labels given to or the feeling 

evoked by countless other situations common to man. In both 

therapy and research, therefore, it will be important to know 

to which groups and subgroups the patient or subject belongs, 

how frequently the culturally defined stressful situation appears 

in his life, and the extent to which he reacts in accord with the 

expectations of his groups. 

It is frequently possible among ailing patients in clinical 

settings to find at one type-extreme the circumspect and nearly 

model member of his society or subgroup, a genuine creature 

of his culture, who strives diligently for prescribed goals, cor¬ 

rectly identifies the social imperatives for his life, and pursues 

patterns of response to realistic situations in a manner that is 

certainly beyond reproach. It may also be apparent to the 

clinician that the patient is doing all this under a “nose-to-the- 

grindstone” regimen that is taking an exorbitant and debilita¬ 

ting toll in the physical misuse or even abuse of some parts of 

his body. He is thereby, and in an odd sense, “sick unto per¬ 

fection,” and may fulfill the folk-saying that “the good die 

young.” 

Two conclusions emerge from the discussion thus far. First, 

when cultures define some situations as being stressful and 
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thus to be reacted to with crisis-like mobilization of resources, 

most of the successfully socialized members of the group will 

respond appropriately. But if these stress-laden situations, as 

defined by the culture, are frequently encountered by the 

members in the course of their group life, the culture itself is an 

important factor in initiating and demanding perdurable 

bodily reactions that are inept in the long run. The second 

conclusion is that some well-socialized members of a group, 

merely by paying strict attention to group demands even in 

culturally nonstressful situations, may acquire perdurable re¬ 

action patterns that are inept and end in illness. Thus, the 

cultural components in the linkage between situations and 

stress must always be clearly recognized. 

This relationship between the situationally engendered 

stress in a particular individual and his physiological reactions 

is further complicated by a person’s own peculiar, and perhaps 

idiosyncratic, definition of what is taking place, especially 

when it deviates significantly from the conventional labeling. 

Clinicians will often find, at the other type-extreme from the 

creature of culture, the socially deviant individual who also 

strives, although perhaps unconsciously, for “wayward” goals 

and who follows his own atypical and partly false clues in 

response to his life situation. His adaptations are out of har¬ 

mony with socially approved behavior, as well as inappro¬ 

priate on a physical basis. Under such circumstances social 

penalties are added to the physical injuries and stress may be 

compounded in a kind of “vicious cycle,” for the more the 

subject reacts the worse becomes his plight. Following his 

false clues, he simultaneously impairs his body and his social 

relationships, perhaps even alienating the very persons best 

qualified to help and support him, and whose rejection leads 

to further deviations. 

Between the two type-extremes just mentioned are many 

persons who are neither the direct victims of their culture nor 

pronounced social deviants. They are, if anything, their own 
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victims within particular sociocultural settings. For them, the 

alerting signals that set off protective reaction patterns in a 

series of situations are mainly symbolic and without any neces¬ 

sary corresponding social or physical reality.1 

In social context, symbolic cues can and do, of course, carry 

some real and some unrealistic threats of danger; and the in¬ 

dividual finds himself in dilemmas where he must try to dis¬ 

criminate and interpret, with calculated risk, the critical cues 

for his conduct. This was the issue in the case of Tom, for his 

response (holding the hot liquid in his mouth) was cued more 

by the potential threat of his mother’s wrath (an internalized 

symbolic cue) than by the painful reality of scalding tissue. 

The widespread use and function of symbolic cues in social 

relationships makes the individual potentially subject to a 

limitless range of threatening elements in similar situations, 

each of which may or may not involve realistic dangers. In all 

likelihood Tom’s mother would have preferred the soiled floor 

and the consequent labor of cleaning it to the drastic conse¬ 

quences of his withholding action; that is, Tom’s choice was 

based on an unrealistic symbolism. The point to be made, 

however, is that symbolic threats, whether realistic or not, 

can and do become stress-laden and response-driven for partic¬ 

ular persons. 

It is entirely possible, and not infrequently the case, that 

the highly personalized, symbolic goals or dangers for a person 

come to dominate and override many of the realistic directives 

for his life. These alerting and compelling signals can render 

major portions of his overt behavior and bodily responses 

grossly inappropriate. In such a predicament an individual 

may “react himself into distress” simultaneously on all three 

fronts of his individual-environmental relationship, cultural, 

social, and physical. Such a plight was summed up neatly by 

the patient who complained, “I have faced and suffered many 

Cassirer, Ernst, An Essay on Man, 1944; Chapin, F. S., “Latent Culture 
Patterns of the Unseen World of Social Reality,” 1934. 
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troubles from all sides and for a long time; and the funny part 

is that most of these troubles never really happened. But here 

I am, sick in spirit, mind, and body, and feeling like I haven’t 

got a friend in the world.” Another patient somewhat less 

clearly stated, “I have died a thousand deaths already, and 

still I lie here, half alive.” 

Under such uniquely personalized states of symbolic and 

unrealistic sensitivity with a build-up of inappropriate re¬ 

action patterns, some individuals are constantly “crossing 

the bridge” before they reach it; and the wretched conditions 

of their bodies would indicate that they have already crossed 

many of these bridges. In substance, the symbolic threats be- 

become reified by them and for them in their bodies. 

Thus far, then, we have tried to indicate in a general way 

the relationships between cultural and personal definitions of 

situations and the appearance of stress. Now the task is to at¬ 

tempt to supply some more specific conceptual links between 

situation and stress. 

Personality Typing and Attitude Conditioning 

There are from the social sciences two leading formula¬ 

tions: the concepts of personality typing and attitude conditioning. 

They are not contradictory, though they are different in ap¬ 

proach and emphasis. In general, contemporary anthropology 

has pursued and emphasized the former, while sociology and 

social psychology have given more attention to the latter. 

Perhaps psychiatry and the several schools of psychoanalysis 

have helped to integrate the two. 

As noted earlier,1 the conviction has long existed and re¬ 

cently grown among many clinicians that further illumination 

of the problems of linking situation with stress lies in the sys¬ 

tematic exploration of the claim that the patient is first and 

foremost a person experiencing illness in his own characteristic 

way and that his behavior in stressful situations, whether by 

1 See Chapter 2. 



LINKS BETWEEN STRESS AND DISEASE 151 

overt actions or internal bodily reactions, can be understood 

best on this basis. Some would thus “lump the links” and go 

on to assume that all the connections between stress-evoking 

situations and structural changes can be clarified by a study of 

the subject as a personality} When the processes and sequences 

are spelled out on this basis, the personality formulation im¬ 

plies that certain life situations evoke special stresses that elicit 

particular reaction patterns resulting in structural changes be¬ 

cause of the type of personality involved. Thus, continuity 

throughout the chain of sequences, and the sociosomatic 

dynamics behind the illness, may be explained in terms of the 

“total personality.” That becomes the critical variable for the 

wide-span or multi-steps in the sequences, and thus clarifica¬ 

tion and control would seem to rest primarily on knowledge 

of the personality and some capacity to change the personality. 

With respect to therapy for the person, this has led not infre¬ 

quently to what resembles “cure-all” perscriptions and pro¬ 

cedures on the one hand, or an attitude of fatalism and non¬ 

interference on the other. And with respect to therapy for the 

organism, it has sometimes induced the use of procedures of a 

“fix it” or “patch up the organ” nature that are directed to 

the ailing parts of the body; or it has led to more radical 

alterations, even to elimination of the ineptly performing 

parts. 

This general point of view has led, perhaps as a short-cut, 

to manifold constructions of personality types or profiles, on 

1 For illustrations of this approach, see: Dunbar, H. F., Synopsis of Psychoso¬ 

matic Diagnosis and Treatment, 1948; Gantt, W. H., “Principles of Nervous Break¬ 
down—Schizokinesis and Autokinesis,” 1953; Gildea, E. F., “Special Features 
of Personality Which Are Common to Certain Psychosomatic Disorders,” 1949; 
Ham, G. C., and others, “Dynamic Aspects of the Personality Features and Re¬ 
actions Characteristic of Patients with Graves’ Disease,” 1950; Horst, Paul, 
The Prediction of Personal Adjustment, 1941; Hunt, J. McV., editor, Personality and the 
Behavior Disorders, 1944; Kahn, Eugen, “Some Aspects of the Normal Personality 
Experiencing Disease,” 1941; Kuntz, Albert, Visceral Innervation and Its Relation to 
Personality, 1951; Prichard, J. S., and others, “Effects of Stress and Results of 
Medication in Different Personalities with Parkinson’s Disease,” 1951; Redlich, 
F. C., “The Concept of Normality,” 1952; Rogers, C. R., “Some Observations 
on the Organization of Personality,” 1947- 
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either biological or sociological foundations, that may be cor¬ 

related with the categories of situational factors on the one 

hand and the disease syndromes on the other. 

In addition to clinicians, many students of the social sci¬ 

ences, especially in anthropology when allied with psychology 

or psychiatry, have been strongly influenced by the poten¬ 

tialities of the personality formulation. They are also making 

their own contributions to it, particularly through the use of 

life-history materials and various psychological tests for com¬ 

parative studies of different cultural and subcultural patterns 

and their impact upon personal adjustments.1 Further ex¬ 

amples are also found in the works of sociologists and social 

psychologists in their study of the influence of different forms 

of family structure, or the organized relationships of other 

subgroupings and the ways they condition personality de¬ 

velopments.2 

1 See, for example, Angyal, Andras, Foundations for a Science of Personality, 1941; 
Barnouw, Victor, Acculturation and Personality Among the Wisconsin Chippewa, 1950; 

Bateson, Gregory, “Cultural Determinants of Personality,” 1944,' Coutu, Walter, 
Emergent Human Nature, 1949; Dai, Bingham, “Personality Problems in Chinese 
Culture,” 1941; Devereux, George, “The Logical Foundations of Culture and 
Personality Studies,” 1945; Idem, “Areal Culture Pattern and Areal Basic Per¬ 

sonality,” 1951; Idem, “Mohave Culture and Personality,” 1939; Gillin, John, 
and Victor Raimy, “Acculturation and Personality,” 1940; Goldfrank, E. S., 

“Socialization, Personality, and the Structure of Pueblo Society,” 1945; Hal- 
lowell, A. I., “Personality Structure and the Evolution of Man,” 1950; Honig- 
mann, J. J., Culture and Ethos of Kasha Society, 1949; Kardiner, Abram, “The 
Concept of Basic Personality Structure as an Operational Tool in the Social 

Sciences,” 1945; Kluckhohn, Clyde, “Personality in Culture,” 1949; Kluckhohn, 
Clyde, and O. H. Mowrer, “Culture and Personality,” 1944; Kluckhohn, Clyde, 
and H. A. Murray, editors, Personality in Nature, Society, and Culture, 1948; Lewin, 

Kurt, A Dynamic Theory of Personality, 1935; Linton, Ralph, Cultural Background of 
Personality, 1945; Idem, “Problems of Status Personality,” 1949; Mead, Margaret, 
“The Use of Primitive Material in the Study of Personality,” 1935; Murray, 
H. A., Explorations in Personality, 1938; Plant, J. S., Personality and the Cultural 
Pattern, 1937; Sapir, Edward, “Personality,” 1934; Idem, “The Emergence of the 
Concept of Personality in a Study of Cultures,” 1934; Sargent, S. S., and M. W. 
Smith, editors, Culture and Personality, 1949. 

2 Ackerman, N. W., “‘Social Role’ and Total Personality,” 1951; Adorno, 

T. W., and others, The Authoritarian Personality, 1950; Bennett, J. W., “Culture 
Change and Personality in a Rural Society,” 1944; Brown, G. G., “Culture, 
Society, and Personality,” 1951; Goldhamer, Herbert, “Recent Development in 
Personality Studies,” 1948; Gough, H. G., “A New Dimension of Status,” 1948; 

Havighurst, R. J., and Hilda Taba, Adolescent Character and Personality, 1949; 
Klineberg, Otto, “A Science of National Character,” 1944; Krout, M. H., and 
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We subscribe to the over-all personality formulation with 

recognition of its promise for future developments and also 

with certain reservations. It does provide what appears to be 

a significant conceptual linkage of the psychosocial and bio¬ 

physical dynamics in man’s experience of disease, and future 

research may illuminate its relevance for this problem. It 

seems to us, however, that too little specificity and agreement 

have been reached in our current formulations of personality 

to make them very useful in solving clinical or theoretical 

problems.* 1 

To be sure, certain attributed characteristics or types of 

personality are associated with particular diseases. For ex¬ 

ample, one may describe the typical gastric-ulcer patient as a 

person longing for affection and support but putting up a 

false front of independence. The person with ulcerative colitis 

is judged, as a rule, to be hopeless and inarticulate; the suf¬ 

ferer from migraine headaches, a driving, perfectionistic, 

intellectual worker. However, since there are many instances 

of individuals falling outside of, rather than within, such de¬ 

scriptive categories, these “personality profiles” seem often to 

confuse rather than clarify the issues and to overlook important 

Ross Stagner, “Personality Development in Radicals,” 1939; Lindesmith, A. R., 
and A. L. Strauss, “A Critique of Culture-Personality Writings,” 1950; Merton, 
R. K., “Bureaucratic Structure and Personality,” 1940; Parsons, Talcott, 

“Personality and Social Structure,” 1951; Stanton, A. H., and S. E. Perry, 
editors, Personality and Political Crisis, 1951; Thomas, W. I., “The Configurations 
of Personality,” 1928; Underwood, F. W., and Irma Honigmann, “A Compari¬ 

son of Socialization and Personality in Two Simple Societies,” 1947; Winch, 
R. F., “The Study of Personality in the Family Setting,” 1950; Woodard, J. W., 
“The Relation of Personality Structure to the Structure of Culture,” 1938. 

1 For a discussion of testing techniques in the typing and assessment of per¬ 
sonality, see, for example: Bell, J. E., Projective Techniques, 1948; Benedek, Therese, 
Insight and Personality Adjustment, 1946; Blake, R. R., and G. V. Ramsey, editors, 
Perception: An Approach to Personality, 1951; Billig, Otto, and others, “Aspectsof 
Personality and Culture in a Guatemalan Community,” 1947-1948; Cattell, 
R. B., Description and Measurement of Personality, 1946; DuBois, C. A., The People of 

Alor, 1944; Ferguson, L. W., Personality Measurement, 1952; Henry, W. E., “The 
Thematic Apperception Technique in the Study of Culture-Personality Rela¬ 

tions,” 1947; Mowrer, O. H., Learning Theory and Personality Dynamics, 1950; 
Sargent, Helen, “Projective Methods: Their Origins, Theory, and Application,” 

r945- 



SOICAL SCIENCE IN MEDICINE 154 

connections in the chain of events. In general, the research 

that has aimed to correlate such personality typings with the 

specific situations, stresses, reaction patterns, and disease 

syndromes has yielded rather modest contributions.1 

The same generalization can be made, incidentally, for the 

contemporary anthropological formulations that attempt to 

correlate cultural “patterns” with personality “structures,” 

“modes,” or types. There is doubtless some basis for this, but 

it is essentially another typological approach that has not yet 

advanced to a degree of specificity or refinement that takes us 

much beyond gross and blurred categorization or net im¬ 

pressions. 

It may be observed at this point that a methodological 

pitfall is possibly present in the assemblage, analysis, and 

formulations of the data around the concept of personality 

as the comprehensive intervening variable between situations 

and end results in the individual’s adaptations. Not seldom a 

clinician assumes that a full description of the signs and symp¬ 

toms of a patient’s illness gives him sufficient data for predict¬ 

ing the “personality type” represented by the patient without 

having seen him. Likewise, specialists in “culture-personality” 

studies imply that a full knowledge of the culture is sufficient 

for portrayal of the “modes” or types of the representative 

“bearers of the culture” in the given society, or vice versa. 

Since the patients are the persons whose personalities are rep¬ 

resented in the clinical cases and the cultural informants are 

usually the personalities represented in the culture-personality 

studies, and without independent controls, the predictive 

capacity in both cases may rest essentially on little more than 

the necessary experience required to predict the reverse side 

of a coin when the expert has become familiar with samples 

of that particular coin; for example, a Buffalo nickel. The 

performance may explain nothing generically. 

1 Cobb, Stanley, “Patterns of Personality,” 1950, pp. 183-196. 
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While granting the relevance and the possible implications 

of recent developments concerning personality in both the 

medical and social science fields, it would appear that these 

formulations are still too lacking in specificity adequately to 

bridge the gaps now existing in our understanding of the 

linkage of situational dynamics with disease processes. Ac¬ 

cordingly, we have found it more helpful, although not en¬ 

tirely satisfactory, to adopt a somewhat more specific con¬ 

ceptualization with regard to the psychosocial aspects of pro¬ 

tective reaction patterns. This is the concept of attitude. 

Habituated Attitudes 

Attitudes may be conveniently regarded as personal vari¬ 

ables intervening between stimulus situations on the one hand 

and emergent responses on the other. It is assumed that their 

formation is conditioned both by the constitutional make-up 

of the individual and his previous life experience, resulting in 

a set of predispositions to respond in a specific way at a given 

time to certain situations. Presumably over a period of time 

individuals come to possess a fund of attitudes, or particular 

organizations of attitudes, that recur in repetitive situations 

and that provide characteristic behavioral responses. Until 

we have a better formulation, we suggest that these habituated 

attitudes constitute the linkage between the situational stimuli 

evoking stressful states and the reaction patterns that may 

prove inept for the organism. 

Attitudes, as we use the term, should be analyzed in greater 

detail, calling attention to those dimensions of the concept, 

and their interrelations and implications, most pertinent to 

our present concern. The three major dimensions of impor¬ 

tance are scope, direction, and intensity. The “scope” dimension 

distinguishes between general and specific attitudes; by “direc¬ 

tion” is meant positive or negative, favorable or unfavorable; and 

by “intensity” is meant the strength with which a given attitude 

is held. Without attempting to go into the full ramifications of 
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a theory of attitudes, the relevance of these conceptions to the 

problem at hand may be briefly indicated.1 

Let us assume that a physician has reason to suspect that 

the root of a given patient’s ailments is to be found in his 

family relationships. This has been established, let us say, by 

implicit information offered by the patient and also by some 

tentative correlations between the patient’s symptoms and 

fluctuations in his relationships at home. With this general 

clue, the physician wishes to study the more specific links be¬ 

tween the general family situation and the patient’s symptoms. 

The conceptual tools, provided by the analysis of attitudes, 

will be very helpful. Thus, for example, the physician can ex¬ 

plore the scope and direction of the patient’s attitudes toward his 

family; that is, whether they are directed, favorably or un¬ 

favorably, toward the general status of the family (in contrast 

to other families or to the patient’s hopes of what its status 

would be) or toward specific members who have not been 

living up to their responsibilities. In a similar manner, the 

physician can probe the strength of the attitudes thus revealed, 

keeping in mind that weak, favorable attitudes result in 

practical indifference toward their objects and if weakened 

further may even reverse direction and become unfavorable.2 

1 See Wolff, H. G., Stress and Disease, 1953, pp. 128-139. F°r a sampling of the 
writings on attitudes, consult: Allport, G. W., “Attitudes,” 1935; Bonner, 
Hubert, “Attitudes and Behavior,” 1953; Droba, D. D., “The Nature of Atti¬ 
tude,” 1933; Dunham, H. W., “Topical Summaries of Current Literature: Social 
Attitudes,” 1940; Faris, Ellsworth, “The Concept of Social Attitudes,” 1925; 
Idem, “Attitudes and Behavior,” 1928; Grace, W. J., and D. T. Graham, “Re¬ 

lationship of Specific Attitudes and Emotions to Certain Bodily Diseases,” 
1952; Kelley, H. H., and E. H. Volkart, “The Resistance to Change of Group 

Anchored Attitudes,” 1952; Kempf, E. J., “The Law of Attitude,” 1945; La 
Piere, R. T., “The Sociological Significance of Measurable Attitudes,” 1938; 
Lee, A. M., “Sociological Theory in Public Opinion and Attitude Studies,” 1947; 
McNemar, Quinn, “Opinion-Attitude Methodology,” 1946; Newcomb, T. M., 
“Community Roles in Attitude Formation,” 1942; Strauss, A. L., “The Concept 

of Attitude in Social Psychology,” 1945; Thompson, L. M., “Attitudes and Ac¬ 
culturation,” 1948. 

2 For further reports on research in attitudes, see: Bain, Read, “An Attitude 
on Attitude Research,” 1928; Idem, “Theory and Measurement of Attitudes and 

Opinions,” 1930; DuBois, G. A., “Attitudes Toward Food and Hunger in Alor,” 
1941; Hatt, Paul, “Class and Ethnic Attitudes,” 1948; Hu, Hsien-Chin, “The 
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The exploration of these dimensions of attitudes has con¬ 

siderable significance for understanding the linkage between 

situation and stress. For example, a very strong, favorable 

attitude on the part of a person toward one member of his 

family, without a corresponding favorable attitude toward 

the family generally or its other significant members, may well 

provide, in a sociocultural setting, the bases of internal con¬ 

flict that precipitate and perpetuate inept bodily responses. 

Or in a cultural setting, where the expectation is that persons 

in a certain category (parents, for example) will have atti¬ 

tudes of a certain scope, direction, and strength toward per¬ 

sons in another category (their parents or their children), and 

where such attitudes are lacking as a consequence of life 

experiences, we again have the conditions that mediate be¬ 

tween situation and stress. 

In more general terms, our formulation suggests that 

knowledge of these dimensions of a person’s attitudes reveals 

the emotional and motivational components or attitudinal “sets” 

which color, and condition, behavioral responses. Here, our 

assumption is that we must always infer attitudes, motives, 

and emotional states from certain external indications, but 

that attitudinal dimensions lie nearer the surface than the 

other two, hence, can be more readily inferred, thus providing 

clues to the underlying dynamics. Let us briefly discuss emo¬ 

tions and motives as these relate to attitudinal sets. 

Central to the concept of attitudes are the emotional com¬ 

ponents. Currently the word “emotion” is confined mainly to 

those states, conscious or unconscious, that reach sufficient 

intensity in an identifiable direction as to elicit readily per¬ 

ceptible manifestations of mood or feeling-tone as associated 

with either overt behavior or internal bodily reactions. Fear 

or anger of different degrees, with corresponding bodily 

Chinese Concepts of ‘Face,’ ” 1944; Newcomb, T. M., and George Svehla, 
“Intra-family Relationships in Attitude,” 1937; Sanai, Mahmoud, “An Experi¬ 
mental Study of Social Attitudes,” 1951; Thurstone, L. L., and E. J. Chave, 

The Measurement of Attitude, 1929. 
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changes and with attack or retreat as the behavioral correlates 

of attitudinal directions, are familiar examples. Indeed, it is 

probable that pure nonemotional responses are very rare, for 

events and stimuli generally evoke phenomena of orientation 

even though they may be promptly perceived as being of such 

minor significance as to call for only minimal adjustments. 

Thus, the analysis of psychosocial dynamics in illness must 

proceed, not in terms of the absence or presence of emotional 

components, but in terms of the amount or degree of emo¬ 

tional involvement of the person.1 

It must be remembered, however, that such emotional states 

as are generally labeled “fear” or “anger,” are much more 

complex than the simple terminology would suggest. Because 

of their great variety and range, they are often too subtle to 

detect, and many emotional states as yet have no labels. 

Moreover, those paired attitudinal opposites, called “ambiv¬ 

alence” by the psychoanalyst, with their emotional ramifica¬ 

tions also resist easy interpretation and require much more 

study before their relations to illness can be clearly understood. 

On the other hand, it is a striking fact that for a particular 

individual the bodily reactions evoked during typically stress¬ 

ful situations have a high degree of specificity and recurrence. 

Although there exists a wide range of possible “attitudinal 

sets” in terms of emotional manifestations, an individual dur¬ 

ing stress usually centers upon relatively few, or perhaps only 

one, which he elaborates, intensifies, and overworks. One 

person may tend to respond typically to stress by way of 

aggression, another by way of rage, still another by anxiety, 

1 For representative material on emotions, consult: Brown, J. S., and I. E. 

Farber, “Emotions Conceptualized as Intervening Variables,” 1951; Cannon, 
W. B., “The Role of Emotion in Disease,” 1936; Cobb, Stanley, Emotions and 
Clinical Medicine, 1950; Devereux, George, “Social Structure and the Economy 
of Affective Bonds,” 1942; LaBarre, Weston, “The Cultural Basis of Emotions 

and Gestures,” 1947; Linton, Ralph, “The Effects of Culture on Mental and 
Emotional Processes,” 1939; Maier, N. R. F., Frustration: The Study of Behavior 
Without a Goal, 1949; Romano, John, “Emotional Components of Illness,” 

1943; Saul, L. J., Emotional Maturity, 1947; Sheldon, W. H., Varieties of Tempera¬ 
ment, 1942; Young, P. T., Emotion in Man and Animal, 1943. 
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thus making the core of his emotional components relatively 

easy to trace throughout long periods of his life. In short, the 

critical role of emotions in physiological processes is well 

known, even though their range, variety, and corresponding 

effects are not yet plotted in detail. 

Another area to be explored is the relationship between atti¬ 

tudes and motivation. On the one hand, it would seem that 

motives vary independently of attitudinal sets, frequently 

perhaps being the sources of attitudes. If, for example, a person 

is strongly motivated to achieve a given goal, this motive- 

strength may well be a conditioning factor in the appearance 

of attitudes relating to objects or persons that either impede or 

promote the attainment of the goal. On the other hand, atti¬ 

tudes of given scope, direction, and intensity, especially very 

strong attitudes, may operate as motives in their own right. 

Strong positive attitudes toward mother or father (as em¬ 

phasized by the psychoanalysts, for example) can undoubtedly 

behave as motives in certain acts relating to the objects of these 

attitudes. 

In this connection, of course, it should be recalled that there 

are different levels of awareness with regard to motives. It is 

now generally agreed that but a small fraction of the condi¬ 

tioning experiences of the individual enters or remains in full 

consciousness, many of his reactions to stimuli being the 

consequence of partly forgotten or unconscious motives. It is 

possible, for example, for one to manifest feelings of resentment 

and at the same time sincerely protest any awareness of it. Ob¬ 

servations on the gastric mucosa of the patient, Tom, revealed 

that the burden of conflict having the greatest significance, or 

bearing the greatest threat for him, was actually the one most 

relevant to the changes that occurred in his stomach, regardless 

of how conscious he appeared to be of it. Since major conflicts 

are more likely to be repressed than minor ones, as perceived 

by the individual, the greater significance of those of which the 

individual is least aware is often confirmed. 



l6o SOCIAL SCIENCE IN MEDICINE 

When propelled by unconscious motivations, of course, the 

individual is at a loss to know what to do about the stresses on 

a voluntary basis, and the autonomic and involuntary proc¬ 

esses run their course. Experimental study of the latter there¬ 

fore often provides a more reliable index of the stress potentials 

in his life, and his attitudes toward them, than the information 

he is able to impart—except perhaps during elaborate and 

prolonged periods of self-revelation, as in the case of psy¬ 

choanalysis. It does not necessarily follow, however, that verbal 

reports of attitudes are always unreliable or that they generally 

contradict the behavioral responses experimentally observed. 

Thus, from the standpoint of method it is usually desirable to 

supplement each type of information, verbal and experimental, 

with the other.1 

Returning now to our central problem, that of the first 

linkage between typical situation and specified stress, the 

significance of this discussion can be summarized. Having 

acquired a fund of attitudes of specified scope, direction, and 

strength in the course of his life experience, the person is 

potentially ready to respond to situations that contain en¬ 

vironmental objects, including events and other persons. He is 

characterized by a particular organization of attitudes, an atti- 

tudinal system as it were, that relates him to the situation. This 

means that attention is differentially directed toward the dif¬ 

ferent aspects of the situation, selecting and emphasizing some, 

ignoring or minimizing others. Attitudes, in short, are pre¬ 

conditions of that process we have previously referred to as the 

“definition of the situation.” In interaction with the prop¬ 

erties of the situation, they set off a chain of events involving 

1 For elaborations on the concept of motivation, see: Foote, N. N., “Identifica¬ 
tion as the Basis for a Theory of Motivation,” 1951; Hilgard, E. R., “Human 

Motives and the Concept of the Self,” 1949; Kuo, Z. Y., “The Genesis of the 
Cat’s Response to the Rat,” 1930; Maslow, A. H., “A Theory of Human Motiva¬ 

tion,” 1943; Idem, “Self-Actualizing People: A Study of Psychological Health,” 
1950; Morgan, C. T., Physiological Psychology, 1943; Seligman, C. G., “The Un¬ 
conscious in Relation to Anthropology,” 1928; Sinnott, E. W., Cell and Psyche, 
1950; Idem, “The Biology of Purpose,” 1952. 
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perception, cognition, and judgment, resulting in “an inter¬ 

pretation or point of view, and eventually in a policy and a 

behavior pattern.”1 Situation and stress, then, are linked by 

means of a “definition” derived in part from the reality of the 

situation and in part from the fund of habituated attitudes 

brought to the situation by the person. 

Once a situation is defined as stressful, however, the emo¬ 

tional and motivational components of attitudes provide the 

link between specified stress and protective reaction patterns. 

A stressful situation requires more than “minimal adjustment”; 

it requires a mobilization of bodily resources that will be 

sufficient to carry the person through the stress. Thus, if the 

attitudinal set consists of strong attitudes, extreme in direction, 

emotional states are touched off that link up with the height¬ 

ened physiological reactions of the autonomic nervous system. 

And if the situations defined as stressful appear frequently, or 

if the person overgeneralizes from certain specific situations to 

many general situations, the protective reaction patterns set 

off by the emotional components of attitudes can be over¬ 

worked or ill-used, with possible consequences of functional dis¬ 

orders and perhaps structural changes in the affected organs. 

From this standpoint, we might reformulate our original 

sequential chain to read as follows: motive -> habituated atti¬ 

tude —> situation —» definition of situation —> specified stress —> 

emotional states —> bodily reactions of a protective variety. In 

brief, if we regard man as a goal-striving or motivated creature, 

with emotional components in all his responses, those situations 

that evoke strong emotional correlates to behavioral responses 

inevitably affect the bodily processes because of the tie between 

emotions and physiological performance. 

When we see that the situational threats for an individual 

are multiple, complex, and highly variable, however, still 

another problem is raised: why is it that particular persons 

suffer from one ailment rather than another? Stanley Cobb 

1 Thomas, W. I., Social Behavior and Personality, 1951, p. 107. 



SOCIAL SCIENCE IN MEDICINE 162 

has underlined this “problem of specificity” as one of the most 

difficult aspects of our approach to the whole field of psycho¬ 

social dynamics in disease. Cobb observes that “innumerable 

clinical observations indicate that emotional stress may cause 

dysfunction and eventually, in some cases, lesions of an organ. 

But the reason why one vomits, another palpitates, and an¬ 

other has hives is unknown.”1 We cannot, of course, pretend to 

have any answers to this problem, but it is well within our pur¬ 

pose to spell out the problem and suggest a possible approach. 

The Problem of Specificity 

There are, in reality, three aspects of the “problem of 

specificity” that challenge our attention. On the one hand, 

within what may be regarded as similar stress-evoking situa¬ 

tions, some persons are found manifesting little or no stress and 

others, who do show stress, may respond with different sets of 

reaction patterns and perhaps also with correspondingly dif¬ 

ferent symptoms. To similar types of situations, for example, 

we have seen that some individuals respond “normally” while 

others react ineptly as organisms by the use and abuse of their 

nasal or visual organs, others by overeating or by excessive 

physiological preparations for eating, others by misapplied 

reactions within their gastrointestinal tracts, others by over¬ 

work of their skeletal muscles and cranial arteries, and still 

others by pronounced fluctuations in their cardiovascular 

systems or by change in metabolic rates, and so on. This 

aspect, in short, is concerned with the fact that persons often 

reveal typical, recurring symptoms in response to all types of 

stressful situations. 

A second aspect of the “problem of specificity” is to be 

found in the fact that the same person may respond to his 

typically stressful situations with mixed or alternating re¬ 

action patterns. Thus, when first presented, such a situation 

may represent one kind of threat and call forth a certain pat- 

1 Cobb, Stanley, Emotions and Clinical Medicine, 1950, p. 197. 
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tern of adaptation and yet, when it has persisted and is per¬ 

ceived later on, may evoke quite another. Thus, for example, 

people may react to the same life stress with alternating con¬ 

stipation and diarrhea. There may, moreover, be periods of 

mixed and alternating patterns with apparent corresponding 

changes in the meaning of the situations. Gastric hyperfunc¬ 

tion as exhibited by gastric hyperacidity, increased contrac¬ 

tion, and decreased emptying time is often linked with con¬ 

stipation, even in the case of peptic ulceration. The “dogged,” 

persistent, aggressive pattern of behavior is similar, although 

there seems to be more anger mixed with the anxieties of the 

patient with peptic ulcer. On the other hand, vomiting and 

diarrhea are more commonly linked, and characteristically 

occur in a setting of being “shocked,” “disgusted,” stunned by 

bad news, or confronted by sudden death or tragedy. The fact 

that constipation and diarrhea alternate in the same individual 

has been commonly noted, and may imply that the pattern of 

“grimly hanging on” cannot be sustained. At intervals, it 

seems, the patient is overwhelmed and “lets go” despite him¬ 

self, and thus constipation gives way to episodes of diarrhea. 

From the standpoint of the present formulations, it might be 

interesting to study these cases of alternating responses in con¬ 

nection with the aforementioned attitudinal ambivalence. 

The third aspect of “specificity” has to do with apparent 

reversals of symptoms. An apparently very frustrating situa¬ 

tion may come to have for the individual a countereffect, 

actually resulting in a reduction of the intensity of his stress 

and his reactions to it. The situation may no longer be perti¬ 

nent to his previous strivings, or his position appears hopeless 

or untenable to him. Stock examples come out of our common 

knowledge of persons who “take in their stride” threats that 

have reached stages of catastrophe or despair; while they fret, 

chafe, and over-react to what appears to the observer as 

relatively minor difficulties. In effect, they seem to “strain at 

gnats and swallow camels.” 
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It has been observed that reaction patterns growing out of 

stress and bearing upon illness may be interrupted, with con¬ 

sequent diminution of the symptoms, when the life situations 

of the sufferer change radically, even if for the worse. An in¬ 

teresting example is reported by Groen1 who had treated a 

number of Amsterdam Jewish patients for ulcers before, dur¬ 

ing, and following World War II. Most of them were promi¬ 

nent persons who had acquired ulcers under relatively com¬ 

fortable standards of living but in highly competitive business 

and professional careers. Dr. Groen followed them into the 

concentration camps where their former goals appeared hope¬ 

less, but where they suffered severe deprivations, indignities, 

and actual danger, not knowing from day to day whether 

they would survive. The new threats and stresses, objectively 

defined, were far greater than the former ones; but, oddly 

enough the majority lost their ulcer symptoms while in the 

concentration camp. With their former goals appearing hope¬ 

less, they gave up striving for them and seemed no longer in 

the old sense “ambitious.” They then concerned themselves 

with the barest necessities of life and bickered about little 

things, considering the attainment of slight comforts major 

triumphs and giving vent to petty hostilities. In most instances 

it appeared that the men’s wives were providing them with 

more emotional support than formerly. Later, however, when 

the harrowing camp experience was behind them and they 

had returned to their old way of life and professional or busi¬ 

ness pursuits, the peptic ulcer complaints recurred. 

Observations of a similar kind have been made concerning 

a group of missionaries in the Far East who were incarcerated 

in Japanese camps. These persons previously suffered from 

migraine headache but were free from it while in camp, al¬ 

though they were forced to suffer deprivations and undergo 

a certain degree of torture. Thus, great stress may be experi- 

1 Groen, Jacques, De Psychofiathogenese van het Ulcus Ventriculi et Duodeni, 1947; 
Idem, “Psychogenesis and Psychotherapy of Ulcerative Colitis,” 1947. 
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enced by individuals without evoking the particular reaction 

patterns which normally accompany stress.1 

These three aspects of the problem of specificity spell out in 

more detail the crucial problems of the second linkage in our 

general sequential formulation, that between specified stress 

and particular reaction pattern. It would be fanciful to assume 

that we are very close to solving them in a systematic, scientific 

fashion. For the moment these problems must be handled, it 

seems to us, in terms very similar to the general viewpoint of 

this volume—by a technique that closely resembles the life- 

history approach. The validity of this is indicated by the 

following considerations. 

Limitations in Adaptation 

It seems clear that the types of adaptation of which the 

organism is capable have definite limits, while the potential 

variations in the stress-evoking situations, especially in their 

social and cultural complexities, are limitless. The organs with 

which an individual may react to stress are limited in number, 

and so are the types of malfunctioning which any organ may 

exhibit. Similar limits exist on the specific foci of tissue damage 

or other defects, and on the symptom formations to be found. 

Man’s body, in short, is finite in organ structure and response 

potentials, while the varieties and complexities of his environ¬ 

mental situations and their implications for stress are probably 

infinite, especially when the possible shades of symbolic mean¬ 

ings are added. The individual is bound, therefore, to respond 

in similar or identical ways and with the same organs or sys¬ 

tems of organs to a variety of situations and threats. Likewise, 

the ill effects may be correspondingly similar. Thus, as a mem¬ 

ber of society and as a person in a culture, the individual’s 

exposures to stress are practically unlimited; but as an organ¬ 

ism, he is subject to a “principle of limited possibilities.” This 

fact alone makes it highly pertinent in any study of stress asso- 

1 Wolff, H. G., Stress and Disease, 1953, pp. 121-122. 
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ciated with illness to know the intimate and relevant details 

of a person’s previously conditioned attitudes that may link 

the situational stimuli to the particular reaction patterns. 

To us, moreover, it may not be so much a question of why 

one organ instead of another becomes pathologically involved 

during stress, but of how any organ is implicated in a pattern 

of inept responses to stress-laden situations. It is probably too 

simple a formulation, and perhaps a misleading one, to assume 

that stress strikes the weakest organ or the weakest link in the 

organ system, as was believed for so long. Recent investiga¬ 

tions have pointed toward a new supposition: that a strong 

and well-functioning organ or system of organs may be called 

upon initially, and may thereafter bear the brunt of other 

deficiencies of the body; and be overworked for so long a 

period in protecting the weaker portions that they are the ones 

that break down or develop lesions. 

As a result of accumulating studies we would subscribe to 

the hypothesis that it is, indeed, not the constitutional in¬ 

feriority of the organ that leads to its choice in such a pattern 

of response, but rather the total dynamics of the situation in 

which the individual is involved, and his attitude toward it, as 

determined in large part by his personal history. The particular 

protective reaction pattern evoked and perpetuated may be 

seen as a function of the significance of the stress-laden events 

to the individual in relationship to his goals, his habituated 

attitudes, and his particular sociocultural backgrounds. 

Such a formulation seems to resolve some of the problems 

associated with the fact of limited responses to the unlimited 

stress potentials and ties in well with the variables involved 

in different definitions of the situation. It provides some per¬ 

spective for understanding the characteristic bodily reactions 

of the same person to different stressful situations; the mixed, 

alternating responses of a person to the same situation; and 

the shifts in long-established protective reaction patterns when 

the stressful situation is dramatically altered. These data “fall 
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into place,” exhibit a pattern, when it is considered that the 

autonomic nervous system is restricted in the kinds of responses 

it can manifest; that it responds and complies with signals 

defined by emotional states; and that the source of the signals 

lies in the psychosocial definitions of situations. As the signals, or 

meanings, change, so within limits do the autonomic responses, 

thus continuing to perform “to the best of their ability.” 

From this viewpoint, a critical and provocative issue emerges, 

however. It is the difference between conscious and uncon¬ 

scious motivations and how changes in them may affect atti¬ 

tudes. It may be that conscious motivations are modified by 

slight but perceptible changes in the threatening situation, 

while unconscious motivations with their accompanying pro¬ 

tective reaction patterns are modified mainly by pronounced 

changes in the threatening situation that make the habituated 

reaction patterns grossly untenable as in the case of the mis¬ 

sionaries who experienced relief from migraine headache when 

their positions and goal-strivings became entirely untenable. 

Does this imply, moreover, that the unconsciously motivated 

stresses are generally reached and dealt with from the situa¬ 

tional side by gross and pronounced changes in existing life 

situations on the one hand, or by the painstaking and pro¬ 

longed psychological methods that bring the stress-evoking 

situations into full consciousness and work through their un¬ 

tenable characteristics by degrees perceptively, emotionally, 

and motivationally, as in dynamically oriented therapy? What 

are the implications of such a theory for the analysis of stress- 

provoking situations and comprehensive patient care? 

Summary 

We propose the following tentative formulation concerning 

the nature of a protective reaction pattern and its relation to 

the life situation of the individual: 

1. Regardless of the apparent magnitude of the stimulus 
situation, the capacity of a given stressful event to evoke 
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a protective reaction pattern depends upon its special 
significance to the individual involved. 

2. The significance of a given stress-arousing situation for 
the individual, according to his physical capacities and 
previous conditioning experiences, determines the char¬ 
acteristics of the protective reaction evoked. 

3. When an individual, exhibiting a given protective re¬ 
action pattern with coexisting symptoms, is confronted 
with a situation that, through its new and different 
meaning, evokes correspondingly different responses, the 
latter may so overshadow the former as to cause the 
symptoms to disappear temporarily. 

As we have pointed out frequently in these pages, probably 

few medical or social scientists would challenge such an over¬ 

all view, which attempts to link man’s physical ailments to his 

life experience as a member of society and a person in a cul¬ 

ture. Yet some paradoxes remain. On the theoretical level 

there is the problem of the concept of adaptation, or adjust¬ 

ment, as it applies to apt and inept protective reaction pat¬ 

terns. It is easy for such a concept, however useful or even in¬ 

dispensable to broad theoretical formulations it may be, to 

appear to be another example of “circular reasoning.” How 

does one know that a particular bodily response is adaptive? 

Because it is there. Why is it there? Because it is adaptive! Be¬ 

fore we can truly say that the reaction patterns we have dis¬ 

cussed are apt or inept, it is necessary to state on what grounds 

the judgment is made. Perhaps such criteria cannot be estab¬ 

lished for classes of people or whole populations, even within 

a specified sociocultural setting; but they can, no doubt, be 

established for given persons and typical situations within 

their life experiences. At least such an idea is worthy of further 

exploration from a medicosocial standpoint. 

At the practical level of therapy this approach also creates 

problems. In terms of prevailing medical practice, routine 

therapeutic techniques, and the usual clinical facilities, it 



LINKS BETWEEN STRESS AND DISEASE 169 

seems inapplicable, and no doubt the public is not yet able to 

appreciate or pay for such comprehensive care, however basic 

it may be to health and welfare. Yet, we have assumed 

throughout the discourse that our fundamental objective is the 

health and relatively continuous well-being of man as an 

organism, a member of society, and a person in a culture. We 

have attempted to show that with this objective it is possible 

to portray and clarify measurably how within a given en¬ 

vironment individuals may develop inept protective reaction 

patterns in the pursuit of their goals. Such a perspective, link¬ 

ing sociological and biological dynamics in the experience of 

illness, provides significant glimpses of a new vista in medical 

care. 

Now we can begin to know the price we pay in illness for a 

given way of life. With the new knowledge obtainable, we may 

reduce the toll; or develop competence to deal more effec¬ 

tively with the hazards involved. Occasionally, we may con¬ 

clude that as members of a given society and in particular life 

situations there are other things more important than physical 

comfort, and a few that are more to be sought after than 

health or even life itself. At any rate, man should welcome and 

profit by the opportunity to see and comprehend just what his 

goals and actions are costing him. He may choose to continue 

living as he has been; or, perchance, he may decide that his 

attitudes and his ways are poor, that he has been misled, 

trapped, and confused, and therefore attempt to change his 

goals and his pace. 



CHAPTER 6 

Hospital Practice in 

Social Science Perspective 

A systematic study of the network of human 

experiences that “trap” people into illness yields some insight 

on how structural changes characteristic of disease result from 

inept and misused patterns of response (overt behavior or 

internal bodily reactions). It further reveals how these pro¬ 

tective reaction patterns are set off and intensified by stresses 

evoked in life situations that have become socioculturally 

staged and cued. The concept of habituated attitudes that become 

established with certain degrees of generalization and rigidity 

provides us with some knowledge concerning the connections 

between the wide-spanned and step-by-step linkage of situa¬ 

tions at one end of the continuum with diseases at the other end. 

On the basis of these formulations, we are now ready to 

conclude that medicine is potentially a social as well as a 

physical science and that successful medical practice depends 

on the former as on the latter disciplines. 

It follows that even though extensive and precise physical 

findings are obtained and utilized in therapy, other critical 

elements operating in a person’s experience of illness can 

profoundly influence the results. Moreover it is implied, that 

treatment of the physical components in an ailment may be 

largely irrelevant and misapplied if critical personal and social 

elements are neglected or incorrectly assayed. Still further, it 

would appear that without knowledge of what has been hap¬ 

pening in the life of the patient as a person, there is danger in 

therapy of the activation and intensification of stresses similar 

to those that set off the habituated and ill-fated protective 

170 
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reaction patterns and that helped to produce the illness. In 

short, the disease under treatment can be made worse on 

psychosocial grounds even when therapy in the biophysical 

sphere is all that anyone could expect. 

The same perspective on the problems of disease that leads 

to a searching interest in the psychological and social factors 

underlying specific complaints also awakens medical concern 

for the environmental forces that impinge upon the patient 

during the course of his illness. What occurs, for instance, within 

the family circle becomes important in the framework of 

medical care. Furthermore, the institutional or subgroup set¬ 

ting in which diagnosis and treatment take place calls for 

special study. Let us, therefore, briefly follow the patient into 

the medical center and consider some of the experiences that 

he may undergo. 

An outstanding change in the practice of medicine in recent 

times has been the shift in context from home to hospital for 

the major phases of patient care. The credo of specialization, 

which requires precise procedures and more elaborate equip¬ 

ment, has led quite naturally to rapid and extensive develop¬ 

ment of the hospital as a suitable base for treatment of the sick 

and for the training of therapists. Concentration of research 

and medical education in the university center, for which the 

hospital was an essential unit, has helped to speed this ex¬ 

pansion. 

The many advantages of such a centralization of the site of 

treatment have become obvious. It has saved busy therapists 

much time formerly spent traveling from door to door. It has 

afforded medical staffs easier access to facilities and data, more 

effective research opportunities, and more frequent incentives 

and occasions for consultation with colleagues. Further, it has 

provided for greater standardization and systematization of 

procedures, and ensured far more effective control of the 

patient, his immediate environment, and the details of his 

therapy. Indeed, it would seem that many elements in the 
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patient’s indigenous environment could now be safely ignored, 

at least during the immediate phases of his treatment. Thus, in 

a sense, the tasks and responsibilities of the therapist have been 

simplified. The system provides him with an exceptional op¬ 

portunity to share medical responsibility with a growing body 

of fellow professionals who carry weight and extra authority 

as specialists. He thus stands less alone in his professional ac¬ 

tivities and is reinforced by tremendous reserves. As has been 

true of the business corporation, the medical institution 

facilitates division of labor and diffuses as well as fortifies 

personal accountability. As in business, too, economic effi¬ 

ciencies are apparent in the concentration and coordination of 

facilities and services, at least within limits. 

On the other hand, as we are coming to recognize, there are 

serious liabilities in this new treatment locale. While the 

physician profits by the specific economies and many “work¬ 

shop” conveniences as contrasted with his horse-and-buggy 

days, the new system frequently disrupts his earlier more 

leisurely and personal contact with those under his super¬ 

vision. Indeed, social distance between the physician and his 

patient at the hospital bedside has widened increasingly, with 

his professional services fractionated and his prestige es¬ 

tablished on a more remote pedestal. Moreover, contacts be¬ 

tween the physician and the patient’s family are greatly re¬ 

stricted and their relationship has undergone an even more 

profound cleavage. 

Then, too, as we now see the situation, unexpected dangers 

lurk within the institutionalized setting for medical care. When 

large numbers of gravely ill persons with urgent needs are 

thus congregated, special risks, both physical and psychosocial, 

appear in treatment situations. Assembly-line methods increase 

the likelihood of oversights and make less feasible the orienta¬ 

tion of patient care around the particular needs of the indi¬ 

vidual. For the sick person, sustaining links with his customary 

life are weakened or severed. A new environment has to be 
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faced, which is in many respects threatening, especially since 

he is no longer expected or permitted to make many decisions 

for himself. Rather, he becomes subject to rules, regulations, 

and jurisdictions that are strange to him. He loses preroga¬ 

tives and is pressed into compliance. 

In addition, the patient usually finds within the institution 

itself an atmosphere of crisis and strain, compounded by the 

aggregation of fellow sufferers and not infrequently by the 

pressures and frustrations under which staff members perform 

their duties. New patterns of thought, attitude, and activities, 

which have the marks of a distinctive culture, can be sensed at 

least vaguely on every side. Specific staff-member attitudes 

toward patients, their problems, and their behavior are ap¬ 

parent and, though explainable in terms of the setup of the 

hospital system and the wear and tear on life there, they often 

tend to have a punitive effect upon the patient, sometimes 

adversely influencing the outcome of his illness. Resentments 

at this contrasting and seemingly “callous culture,” and 

anxieties occasioned by loss of accustomed reinforcements com¬ 

mon to family and community life, can easily complicate the 

patient’s reactions, introducing new stress patterns for him or 

intensifying his old ones. 

Potential Liabilities in Hospital Life 

Medical policy related to hospital practice has long em¬ 

phasized the manifold physical hazards consequent to a high 

concentration of patients, diseases, and technical equipment 

in treatment centers. Unless sanitary precautions and other 

measures are strictly observed, prevalent microbes may en¬ 

danger the health of patients and staff members alike; and the 

complicated technical apparatus, if handled with anything less 

than expert knowledge and constant vigilance, threatens the 

lives it was designed to save. In the complex hospital setting, 

moreover, chance risks of various kinds are increased, such as 

those that result from careless transmittal or execution of 
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doctors’ orders, mislabeled medicines and misplaced instru¬ 

ments, ill-advised or poorly prepared meals, and the neglect of 

countless, seemingly small but crucial details. To reduce these 

dangers to a minimum, elaborate precautionary measures 

have been developed. 

In contrast to the general recognition and detailed con¬ 

sideration of these physical dangers within the hospital setting, 

the social and emotional hazards inherent within the system 

have until recently received much less positive attention.1 The 

realization is now growing, however, that the hospital em¬ 

bodies a social environment in which established procedures, 

distinctive attitudes, and structured interpersonal relationships 

exert powerful influences upon staff members and patients 

alike. It is also suspected that certain of the behavioral pat¬ 

terns, communicable attitudes, and stereotyped relationships, 

unless recognized and handled with care, can produce untold 

damage in treatment situations. Some of the personal rela¬ 

tionships can become charged with exaggerated significance 

for the patient, so that his reactions, especially in the critical 

stages of his illness, may have decided effects upon his health 

and general welfare. The balance that exists, for example, 

in the patient’s reactions to staff members between doubt and 

feelings of rejection, on the one hand, and trust and acceptance 

on the other, may often pivot on very fine points. And who 

can say just how often particular relationships tip the scales 

one way or the other in the course of an illness? 

1 There is an accumulating literature on this subject. Consult, for example: 
Caudill, William, and others, “Social Structure and Interaction Processes on a 
Psychiatric Ward,” 1952; Clark, K. G., Preventive Medicine in Medical Schools, 

19535 Commission on Hospital Care, Hospital Care in the United States, 1947; 
Devereux, George, “The Social Structure of the Hospital as a Factor in Total 
Therapy,” 1949; Idem, “The Social Structure of a Schizophrenia Ward and Its 
Therapeutic Fitness,” 1944; Devereux, George, and F. R. Weiner, “The Occupa¬ 
tional Status of Nurses,” 1950; Romano, John, “Patients’ Attitudes and Behavior 
in Ward Round Teaching,” 1941; Spence, J. C., The Care of Children in Hospitals, 
1948; Stanton, A. H., and M. S. Schwartz, “Medical Opinion and the Social 
Context in the Mental Hospital,” 1949; Tudor, G. E., “A Sociopsychiatric Nurs¬ 
ing Approach to Intervention in a Problem of Mutual Withdrawal on a Mental 
Hospital Ward,” 1952; Wessen, A. F., The Social Structure of a Modern Hospital, 

1950; Whitehorn, J. C., and others, editors, Psychiatry and Medical Education, 1952. 
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Physicians have long been somewhat aware of the potential 

hazards in staff-patient relationships, and they have tried to 

limit the risk of any ill effects by the imposition of strict regula¬ 

tions, with the result that the hospital has become a uniquely 

and perhaps negatively controlled, and one might even say 

ritualized, social environment. In the absence of scientific 

knowledge of the mechanisms and dynamics involved, and 

lacking personnel adequately trained in these matters, the 

ever-present danger that sickness can be aggravated through 

the little understood social variables has probably justified a 

policy of neutralizing and ritualizing many of them in hospital 

practice. 

More recently, however, the availability of better trained 

personnel, and the progressive development of research 

techniques and general knowledge in the social sciences, is 

making it possible to explore and formulate some of the more 

positive potentialities inherent in the hospital society. Con¬ 

sideration of these positive powers, rather than the negative, 

and utilization rather than neutralization of them in the 

interest of the patient’s recovery and rehabilitation constitute 

newly emerging goals in medical care. 

Such an effort must rest upon general background knowl¬ 

edge of the hospital as an institution, and the changes that it 

has brought about in medical care, as well as upon special 

knowledge of social processes and interpersonal relationships. 

Thus, before we attempt to probe, even in a preliminary way, 

the intricate social dynamics that become involved in any 

positive approach to more personal patient care, we shall 

attempt to single out for discussion some of the distinctive 

elements that complicate the patterns of hospital life. 

It is helpful to recall, in the first place, that human beings 

throughout most of their history have confronted and dealt 

with disease primarily in a family and community context, in 

the midst of closely knit relationships of kith and kin, and by 

means of folkways for coping with illness that were inter- 
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woven with the general fabric of group life. In such a setting 

the same forces linked with the onset of a man’s illness might 

be maneuvered to aid his recovery. The entire process could 

be envisaged by the therapist as an indigenous group experi¬ 

ence over which, through his own familiarity with it, he could 

exert considerable influence. As a matter of course, the mul¬ 

tiple and related aspects of the illness, physical and social, 

were comprehended and manipulated by the primitive medi¬ 

cine man, and later by the family physician, in a way which 

for the times proved to be remarkably effective. The therapist, 

of necessity, remained close to the family and community and 

dealt with them as operational units, often hitting upon ways 

to utilize constructively many personal and social variables 

within the general situation. However unscientific his ap¬ 

proach, it was positive, personal, and relatively comprehensive. 

It has turned out that in historical perspective the achieve¬ 

ments of this early therapist are highly commendable, es¬ 

pecially in view of his lamentably poor knowledge of scientific 

medicine and his complete lack of social science knowledge. 

Why do our contemporary physicians find it difficult to re¬ 

tain the notable assets of the family-physician role while mak¬ 

ing full use of the great modern scientific resources and in¬ 

stitutionalized efficiencies and economies? This may be ex¬ 

plained partly by the cleavage that has occurred and the gap 

that has widened between the home and the hospital. The 

physician does not know or deal so much with patients within 

the context of their accustomed life as did his predecessor; 

he must appraise and treat them on the basis of brief studies in 

his office, the clinic, or the hospital bed. 

Some physicians have called attention to the gulf that 

separates the patient’s manner of life at home from that in the 

hospital and the problem it creates both in diagnosis and 

therapy. Dr. John Paul points up this factor clearly with 

respect to the clinical teaching of medical students as applied 

to research in preventive medicine: 
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These sick people are isolated “specimens.” They are segregated 
from their environment, removed from the circumstances under 
which they became ill, separated from their families, stripped 
even of their clothes; all of which is done to create a proper 
atmosphere for diagnostic study and careful management on the 
physician’s part, free from outside distractions. It may be trite to 
point out that these “outside distractions” are the very things 
which the modern doctor, or the student interested in preventive 
medicine, needs to study also. For if one is to handle patients 
adequately, it is necessary to bring clinical judgment to bear not 
only on the patient, but also on the circumstances under which 
his illness arose.1 

The answer to this problem of the modern physician seems 

further to hinge on the nature of the institutional setting where 

he treats his patients. He finds it necessary to pursue his 

practice within surroundings that contrast sharply with those 

of his celebrated predecessor. Although his patients still 

acquire, incubate, and perhaps “cultivate” certain of their 

illnesses in family and community settings, he treats them in 

the hospital, as a member of a medical team, and in a more 

or less standardized service. He must administer to their 

needs amid what are for them strange and mysterious sur¬ 

roundings, and within an atmosphere of sharply professional 

and often very formal relationships. His patients are classified 

according to their illnesses, fitted into a tightly organized and 

scheduled system of hospital practices, and pressed into lines 

of conformity that are new and disturbing. They are, in short, 

forced with dispatch into a new role, that of the hospital pa¬ 

tient, which makes specific and routine demands upon them. 

Then in their emergencies, they are cut off measurably from 

the tried and trusted contacts and supports of family and com¬ 

munity. Indeed, in the patient’s darkest hours, physically, 

mentally, and emotionally, he is likely to feel, and perhaps 

also to be left, rather much alone, especially if these periods 

1 Paul, J. R., “Preventive Medicine at Yale University School of Medicine, 
1940-1949,” Yale Journal of Biolog)) and Medicine, vol. 22, January, 1950, p. 199. 
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come at night. In short, a doctor’s patients are transplanted in 

a relatively helpless state into what constitutes for them some¬ 

thing resembling an alien society and a divergent culture, 

where the problems of personal adaptation to emergencies 

can easily become magnified. 

The physician, as well as other members of the hospital, 

finds himself, also, fitted by the system into a tight and pressing 

schedule in which he must somehow cope with these additional 

stresses that impinge upon his patients along with their ill¬ 

nesses. Thus, many problems inherent in modern patient care 

can be explained substantially by the fact that there has 

arisen in our highly institutionalized and measurably “in- 

grown” hospital system a significantly divergent culture, or 

subculture, with its own peculiar characteristics. 

There is no question that for our times the walls of a modern 

medical center represent a sharp division between what we 

may call two divergent subcultures which meet and clash in 

the lives of those who experience or cope with sickness. The 

impact of this contrast can be felt by any socially perceptive 

person who crosses the threshold of an imposing hospital or 

who stands by to observe its effect on others as they enter, 

especially those coming for the first time to seek medical aid 

for themselves or for someone near and dear to them. Watch¬ 

ing and listening on the side, it is easy to sense that the door of 

the hospital stands for the public as a symbol of entrance into 

a different and somewhat awesome world. Those who cross 

the threshold not infrequently manifest signs of anxiety and 

alarm, as is most obvious in the case of the patient himself. 

The observer can, indeed, often sense a feeling of great re¬ 

lief on the part of the relatives that at last the patient is over 

the threshold and “from here on the nurses and medics are 

responsible.” Perhaps, after all, in a social as well as a legal 

sense the most crucial feature of the hospital threshold is the 

sharp division in responsibility it represents. Thus, one may 

see a nurse or orderly transport a patient in a wheelchair to 
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the hospital door, from which he walks away under his own 

power and often with noticeable vigor. The dividing line be¬ 

tween two contrasting environments, and two separate 

jurisdictions, is frequently dramatized. 

These social and cultural contrasts, which create in a sense 

two different “worlds,” are further underlined by the fact 

that not only do those who have lived long outside the hospital 

fear to move inside, but some persons who have spent consid¬ 

erable time in this environment show signs of anxiety at the 

thought of leaving it. It is familiar knowledge to hospital 

personnel thatwhen discharge is pending some of the“hospital- 

wise” and “ward-adapted” patients revive their old ailments 

or conjure up new ones. It is also true that some employees 

and professional staff members seem to identify so strongly 

with the hospital way of life and become so thoroughly ac¬ 

commodated to it that they hesitate to “go out into the world 

on their own.” Thus, senior interns may be heard voicing 

anxiety as to whether, on the termination of their hospital 

assignments, they will be able to “make out well on the out¬ 

side.” The facts of this contrast between home and hospital 

are also evidenced by patients recently discharged from treat¬ 

ment who relate to friends on the outside “what happened,” 

somewhat like travelers returning from distant places. One 

may also observe interns listening eagerly to physicians who 

return and tell what it is like “out in general practice.” It is, 

thus, not difficult for one trained for sensitivity to such phe¬ 

nomena to become sharply aware in a general way of the 

divergent subcultural milieus in which sickness is faced, the 

home and the hospital. 

It is no doubt the patient who generally feels the impact of 

the contrasts between home and hospital most deeply, for he 

undergoes the transition at a time when he is often weak and 

helpless, with stress potentials high and his adaptive resources 

low. Sharp changes in both the physical and the social en¬ 

vironment may bear on him with special force. While at home 
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the physical surroundings have been familiar and afforded a 

sense of security, the patient finds hospital surroundings 

strange and often disquieting. Added to this is the impression 

a patient can easily, and often justifiably, acquire, that some¬ 

thing very serious is pending to require so detailed an examina¬ 

tion, including the numerous tests which he must undergo. In¬ 

deed, the contrast between the environment of the home and 

of the hospital may be regarded by the physician as sufficiently 

upsetting in itself to justify certain prescribed sedations for a 

time in order to numb the patient’s sensitivities to surrounding 

disturbances. 

Further, if the patient is keenly aware of what is going on, it 

may become a major undertaking for him to try to participate 

in the culture of the hospital society, to conform acceptably, to 

play his “patient role” with success, and to put himself in line 

for securing the full benefits of the hospital service, including, 

of course, personal acceptance and reinforcements, rather 

than rejection and frustrations. Like any “outsider” seeking 

acceptance and security from an “ingroup,” he faces a pro¬ 

bationary period, possible misunderstandings, unexpected 

pitfalls, and perhaps some penalties. There is plenty of evi¬ 

dence that many patients go through a period of being 

“frightened and defensive” until they have achieved some 

working adjustment to their new situation. 

Members of the hospital who are total strangers to the 

patient, and who may not even introduce themselves, begin 

to rule his life as to many minor details as well as in major 

matters. There are patients who have counted more than 

thirty different persons in the room during one day, each 

carrying varying degrees of authority. Some of these not in¬ 

frequently appear to hold his life, if not his death, in their 

hands. The resident intern can come to appear to the patient 

all-powerful, and the nurse who is “in charge” exercises powers 

that may seem almost as vital. Even aids and orderlies find 

themselves in a position to grant or withhold what are actually 
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small favors but which come to be very important. One pa¬ 

tient, after a period of hospitalization in a highly rated institu¬ 

tion where he received excellent technical care, declared 

emphatically: “I was glad to get out; a hospital is no place for 

a sick man. When you are in a hospital you should be able to 

defend, yourself.”1 

The sense of apprehension fostered by these various condi¬ 

tions within the hospital is strengthened by the patient’s loss 

of prerogatives. In our western tradition, a man’s home is still 

his fortress, if not his castle, and even though he becomes a 

patient there he still retains a proprietary sense for his rights 

and privileges, and he can insist that he be treated measurably 

in accordance with these claims. In addition, he is generally 

reinforced in his position by friends and by family sentiments 

that accord to him special concessions because of his sickness. 

In contrast, the sick man’s personal prerogatives, in the 

usual case,2 undergo very important changes when he is 

moved out of his home and his own bed into the hospital and 

one of its beds. Whereas at home he retained his work-a-day 

apparel and accoutrements which helped to fortify his sense of 

competence and self-reliance, in the hospital all of these, and 

the associated symbols of power and individuality, are stripped 

from him and locked away out of sight or even sent back to his 

home. He is left with his naked, and perhaps not very impres¬ 

sive, self and with only a standard hospital jacket for a cover. 

Symbols of the sense of dependence and apprehension the 

patient may feel in the hospital, in contrast to his feeling of 

independence and security in the home, are easy to spot in 

prevailing practice and in the conventional terminology em¬ 

ployed. In the hospital, for instance, the patient rings the bell 

1 Personal communication from Dr. D. W. Roberts. 

2 It should be granted that the patient who has been less favorably situated at 
home may find the disadvantages of hospital life less obvious. Those who have 
fewer prerogatives at home suffer less from the change of role, or may even find 

their situation improved in the hospital. Indeed, it is not unusual to hear an 
underprivileged person declare during his stay, “I have never had it so good 

before in my life.” 
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and waits prayerfully for nurse or doctor, while at home the 

nurse or doctor rings the bell and waits to be let in. In the 

hospital the patient is “admitted” and “discharged” and all 

the relatives are visitors under rules, while at home the 

physician is “on call” and can be “changed,” and the nurse is 

“hired” and can be “fired.” In the home “prescriptions” are 

requested and filled out, but in the hospital “orders” are 

written and must be enforced. In the hospital patients are 

moved from place to place often without any explanation, 

whereas at home they are likely to be “led about” with more 

personal consideration and persuasion. In the home medical 

advisers and nurses come, and they may go, while the patient 

stays on; but in the hospital the tenure is in the reverse, and 

this can be a decided disadvantage for the patient’s preroga¬ 

tives. While some patients doubtless find greater social, as well 

as physical security in the hospital than in their homes, the 

majority seem to feel the need to steel themselves especially for 

the change. 

Special note should be made of the fact that illness is often 

complicated, if not caused, by conflict in the family and com¬ 

munity and that the fears and confusion of the hospital may 

appear to the patient less severe and more tolerable than those 

experienced at home. In such a case the hospital patient may 

be compared to the transcultural migrant who, in prefer¬ 

ence to coping with stresses at the home base, elects to escape 

from old conditions even though major changes and adjust¬ 

ments are involved. In fact, a solution by escape rarely proves 

satisfactory, since the stress-evoking situations can be so easily 

duplicated or generalized and may again elicit the previously 

conditioned protective reaction patterns. Or, on the other 

hand, even when symptoms disappear after admission to the 

hospital, they may recur when the patient returns to his former 

situation. Then, no constructive therapy has taken place, and 

the hospital may be said to have served only as a temporary 

asylum or retreat. An essential issue in therapy is to bridge the 
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gap between home and hospital in ways that assist and for¬ 

ward the rehabilitation of the patient. This requires compre¬ 

hension of a patient’s social background as well as tools that 

are suitable for dealing with that background. 

Furthermore, while the patient was at home, he was ob¬ 

viously the sickest person in the family circle, and thus de¬ 

serving of special attention and consideration because of his 

predicament and also because of the kind of person he was 

remembered as being when in good health. In the hospital, 

and especially if on a ward, he is “just another patient” who 

cannot rely on the staff’s knowledge of his usual capacities and 

personal charms to qualify his present plight. Moreover, there 

are other patients all around him who appear to be more 

seriously ill than he, and they may seem to require, and per¬ 

haps get, much more consideration than he does. Indeed, a 

very common pitfall for the entering patient is that he antici¬ 

pates more attention than he is likely to receive, a misinter¬ 

pretation which may be due solely to his lack of sophistication 

concerning the contrasting realities of home and hospital life. 

Learning to play his new role in the hospital may in itself 

prove an arduous task. Stresses in this area may be accentuated 

for the patient by the not infrequent reminder that if his be¬ 

havior fails to meet approval, he may be labeled “uncoopera¬ 

tive” and be treated accordingly. This can easily constitute a 

threat and prompt a sensitive and conforming person to act 

even when very ill, as though the burden of smooth relation¬ 

ships in the hospital, and perhaps the success of his treatment, 

rested largely upon himself. In this case he may try to become 

a “model patient,” and be unduly self-denying and apologetic 

about even the necessary demands he makes upon the staff. 

The free and frequent way in which the label “uncooperative 

patient” gets bandied about in our hospitals is perhaps sym¬ 

bolic of the misunderstandings and personal accusations that 

generally occur when individuals are brought together from 

contrasting subcultural backgrounds. There is no question 
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that its usage promotes untold damage in interpersonal re¬ 

lationships and often at times when the patients are under¬ 

going crises in their illnesses.1 

Thus, in many situations and diverse circumstances one 

may observe the patient coping with other anxieties than those 

caused by his illness as he learns to play his new role accept¬ 

ably and strives to find his place in the sharply stratified social 

system of the hospital. And, more often than not, the place of 

the patient in this complex structure, as one physician dryly 

remarked, is “at the bottom of the totem pole.” 

At this point, as we are viewing the patient in the process 

of working out adaptations to his new hospital environment, it 

will be helpful to recall the four typical patterns which individ¬ 

uals follow in relating themselves to society and its culture.2 

As a culture-creature the individual is somewhat passive 

and submissive to the forces around him. In a hospital setting 

this pattern of acceptance and compliance seems generally 

encouraged, if not positively inculcated. A classic and prob¬ 

ably extreme example of the creature-type of adaptation is 

the patient who reported that he said to the surgeon just be¬ 

fore undergoing a major operation: “Doctor, I am now com¬ 

pletely in your hands. I’ll sign any paper or do whatever I am 

told. Whatever you do will be O.K. And if I don’t come out of 

this, that will be O.K., too.” The patient said later that he was 

praised highly in the hospital for “such a wonderful attitude.” 

And there is the example of the old man of eighty, with a 

record of excessive internal bleeding, and many transfusions, 

who on his third admission to the hospital commented to the 

nurse: “You know this is really a wonderful place. Twice I 

have come in here expecting to die, and twice I have walked 

out alive. Some day I will come in and die, and then I’ll be 

glad it happened here.” 

1 See Schwartz, A. B., “The Relationship of Home and Hospital in the Man¬ 
agement of Sick Children,” 1934; Stevenson, G. S., editor, Administrative Medi¬ 
cine, 1953. 

2 See pp. 77-79. 
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It is probably impossible, without considerable study, to 

draw a fine dividing line between the points in a patient’s 

responses where trustful and submissive behavior proves to be 

an asset to recovery and rehabilitation on the one hand or a 

liability on the other. An extreme pose of confidence and 

compliance, when events take a turn for the worse, may give 

way to the opposite attitudes, and with corresponding ex¬ 

tremes of distrust and opposition to treatment. Compliance, 

even in a hospital, when carried too far, can thus become a 

handicapping adaptation. 

The carrier of culture, on the other hand, is more active 

with regard to the norms and codes of his groups, finding 

satisfaction in his exemplary conduct and the recognition for it 

that he strives to obtain. Perhaps he is best described as a 

responsible adult. 

In hospital settings, for example, it is impressive to witness 

how desperately some persons will strive and suffer to fulfill 

the prevailing standards of a “model patient.” Sometimes 

even staff members may all but forget the suffering, or over¬ 

look its futility, in admiration of the heroics. One proud, 

elderly woman, apparently symbolizing her culture’s ideal of 

grit and courage in the face of stress, announced to the nurses 

upon her admission: “Let’s be frank with each other while I 

am here. I want you to know that I am aware of the fact that 

I have cancer. I also want you to know that I am made of 

good stuff, and that there is going to be a stiff fight. I have 

been here before, and I am going to come in and go out 

several times more before I die.” 

Or, in a quieter vein, there was the teacher in her mid¬ 

thirties who had been admitted for general examinations and 

tests. She was informed by an intern at about 9:30 one night 

that she had cancer and probably could not live more than a 

few weeks. At 3:30 in the morning she was found by the floor 

nurse awake and restless, although she had signaled for no one. 

When questioned sympathetically, she divulged her ominous 
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new knowledge and said quietly but with tears, “I have 

prayed all night for courage to carry me through.” In a con¬ 

ference later, an experienced staff member commented praise- 

fully, “She does not want to make a spectacle of herself.” 

There is no question that the culture-bearing, exemplary 

patient in the hospital, or person in society, who struggles in¬ 

wardly and displays outwardly such poise in order to main¬ 

tain a standard, constitutes a challenge for systematic study 

in situational context. He or she may be paying an excessive 

price as a carrier of the culture, a toll in stress that can be 

easily overlooked by all and perhaps ignored in therapy. 

The third type of relationship between the individual and 

his culture is that of the creator. Potentially, at least, all in¬ 

dividuals are capable of initiating change, but in hospital 

surroundings, where the pressure is for conformity and routine, 

innovations by the patient are rarely encouraged. Indeed, 

patients are regarded and treated more as irresponsible chil¬ 

dren than as adults. Sometimes, however, patients do create 

or devise original and effective ways of dealing with their 

problems in the hospital or they become potential resources for 

help and healing in their relationships with other patients. 

With new gains in longevity and increases in the so-called 

chronic diseases, there may be added incentive for patients 

to pioneer in the creation of new adaptations to prolonged 

sickness and debility.1 

Finally, there is the individual who manipulates his culture, 

bending it for his own goals and uses. This relationship of a 

patient to his family or to the hospital is well known to clini¬ 

cians. It is not unusual for an adroit or ingenious patient to 

maneuver himself into advantageous positions for securing the 

full benefits of staff and facilities, for gaining priority over other 

patients in medical and nursing care, and for keeping the 

staff (or his family) constantly on their toes. He may marshal 

1 See Simmons, L. W., “Social Participation of the Aged in Different Cul¬ 
tures,” 1952. 
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and interpret codes of medical and nursing procedures to 

strengthen his claims and sometimes all but coerce staff mem¬ 

bers into prompt fulfillment of his whims, as well as his 

legitimate needs. Indeed, he may be able even to inspire sicker 

patients to sympathize with and make sacrifices for him. A 

person who is a gifted and somewhat inconsiderate manipu¬ 

lator of the norms, rules, and customs of the hospital can 

exercise not a few prerogatives from a sickbed. As a matter of 

fact, it may be possible for him to find himself more effective 

and better satisfied in illness than in health and settle down 

thereby in this state. 

Even a sketchy knowledge of the chief roles that a patient 

may assume in relation to his over-all cultural standards and 

to the hospital society may go far to explain the motivations 

that underlie the behavior of individual patients under therapy. 

We soon come to view the patient not only as a person coping 

with physical pains and handicaps, but also as a social being 

who is sensitive to the responses and verdicts of his fellow 

agents in society, and who struggles to maintain in their eyes a 

position of one sort or another. Further, we may discover that 

the stresses and strains thus exerted upon him are multiplied 

and intensified within the complex hospital setting. 

Stress Potentials in Hospital Practice 

Modern medicine is able to rally to the patient’s aid a vast 

array of new knowledge and technical procedures. It can sus¬ 

tain the breath of life under increasingly severe circumstances, 

especially in a great hospital with all its facilities. These re¬ 

markable accomplishments with human bodies, however, 

serve further to accentuate how far medical achievements 

based on treatment of the patient as an organism have ad¬ 

vanced beyond those based upon knowledge of him as a person 

or personality. 

At present, except in special departments or particular 

cases, the attention customarily paid by staff members to 
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manifestations of the patient’s physical disorders is in striking 

contrast to that paid to signs of mental or emotional disturb¬ 

ances. While the former are subject to routine inspection with 

immediate and precise remedial measures, the latter, as we 

have seen, are frequently overlooked until they become critical 

nursing problems or reach stages where risks to life or limb be¬ 

come evident, as for example in suicidal symptoms. Yet, as we 

now know, these two aspects of medical care cannot be di¬ 

vorced or viewed independently without jeopardizing the 

patient’s welfare, for difficulties in one area are usually re¬ 

flected in the other. Thus, frequently, patients are partially 

cured by expert physical skills while at the same time, para¬ 

doxically, their recovery is blocked by preventable or treatable 

personal stresses, some of which may actually arise within or 

become magnified by their hospital experiences. They may, 

indeed, suffer prolonged states of invalidism and “hospitalism,” 

perhaps in a kind of vicious circle, as a result of their unre¬ 

solved mental and emotional conflicts. New knowledge of the 

ways in which personal stress handicaps recovery and ag¬ 

gravates or perpetuates particular diseases is bound to stimu¬ 

late further concern for patients’ anxieties and frustrations. 

Any new methods of preventing, resolving, or even relieving 

the stresses that exceed safe limits of toleration hold out prom¬ 

ise of further gains, often fundamental, in health and human 

welfare. With the increasing volume of recognized functional 

disorders in patient ailments, it may be that greater immediate 

gains in medical care are obtainable on the personal than 

on the physical side of the individual’s adaptations to his life 

situation. 

Such an orientation to the problems of illness brings about a 

far-reaching reappraisal of the elements with which therapy is 

concerned. The preventable or treatable stresses associated 

with sickness emerge as important intervening variables in 

medical care. This new focus on stress grows in significance 

as our knowledge increases concerning emotional states as parts 
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of particular reaction patterns and which, in turn, are fol¬ 

lowed by ill effects on certain organs or parts of the body, as 

portrayed in Chapter 5. Such knowledge makes it possible to 

understand how an illness may become more grave even in a 

hospital where the patient has come expressly to be cured, and 

in spite of the excellent technical care which he may receive 

on a strictly physical plane. Personal stresses may become, 

thus, major factors to reckon with in successful therapy. We 

begin to anticipate that, in addition to the medical specifics 

indicated for identifiable disease entities, such as insulin for 

diabetes, digitalis for certain cardiac symptoms, and surgery 

for stomach ulcers, corresponding social specifics or methods 

of protecting the patient against or helping him cope with the 

stresses in his life, both individual and general, may come to 

be included more or less routinely in any therapeutic pro¬ 

gram. 

It is true, to be sure, that certain stresses experienced by pa¬ 

tients are both understandable and unavoidable by the very 

nature of illness and the realities of medical treatment. The 

hospital is necessarily a stress-laden society, for, as in all situa¬ 

tions where gravely ill persons are concerned, certain types of 

stress must be admitted and accepted. Many of the sick who 

come for treatment can never get well. Some linger on in 

suffering; others may die suddenly. Death represents an un¬ 

known variable, the stress-evoking effects of which are in¬ 

tensified by fears of certain hazards in the hospital system, 

such as precarious operative procedures and apprehensions 

lest slips and oversights may arise from the complex divisions 

of responsibility. Physical pain is another outstanding example 

of a largely unavoidable stress, although patients may seek the 

hospital for the relief of pain. Most people come to the hospital 

because of pain primarily, and they can anticipate having to 

put up with more of it as part of their treatment, even when 

the prognosis is good. If, on the other hand, their condition 

continues to grow worse rather than better, increasing pain is 
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compounded by dread of the outcome, which may also under¬ 

mine the patient’s fortitude. 

Though modern drugs alleviate much physical suffering, 

and even when it is granted that psychological, social, and 

cultural variables play a large part in what patients experience 

of pain, it must still be accepted in general as an unavoidable 

source of stress. Because of the physical realities of illness, 

therefore, stress-inducing factors cannot be eliminated entirely 

from the hospital setting. 

It is also possible to distinguish other types of stress, which, 

though potentially remediable, must be classed as more or less 

unavoidable because of the social realities of our culture and 

of our hospital system. Thus, for example, prejudices that run 

rife in American society can hardly be excluded fully from the 

treatment situations within the hospital. Even if staff members 

could be free from the prejudices and superstitions based on 

race, ethnic background, and class or creed, the patients will 

bring their own beliefs and biases into the hospital setting and, 

in giving expression to them, add personal stress to their other 

ailments and to the discomforts that their fellows must endure. 

In certain instances patients belonging to groups that are sub¬ 

ject to prejudice in our society bring with them to the hospital 

such an acute sensitivity to slights of any kind that they con¬ 

stantly misinterpret common events as signs of discrimination. 

Thus, they judge as proof of prejudice the particular bed to 

which they are assigned, the liquid diet which is prescribed for 

them, or the withdrawal from them for another’s use of a piece 

of apparatus that they no longer need. Although explicit ex¬ 

planations may help, it is often impossible to prevent such 

patients from making disturbing misinterpretations. In this 

way social realities of manifold types complicate and handicap 

smooth and supportive interpersonal relationships in institu¬ 

tionalized therapy. Because they are deeply rooted in our 

general culture, changes that might help to alleviate them are 

achieved very slowly indeed. 
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When we recognize that many of the stresses confronted in 

the hospital are unavoidable as products of our general culture 

or as a consequence of our hospital society and its contrasting 

culture, it then becomes important to ask whether there are 

other stresses that are avoidable or can be alleviated. With 

greater knowledge of the hospital system and the experience of 

patients, would it be possible to anticipate and relieve con¬ 

siderable amounts of stress, as for example, by a reorganization 

of certain services, alteration of prevalent and handicapping 

staff attitudes, or the use of new approaches and techniques in 

patient care? With this thought in mind, a preliminary effort 

was made to survey certain gross and over-all forms of patient 

frustration which might be substantially avoided or corrected. 

While no claim can be made for a comprehensive coverage of 

these problems, it may be helpful to list a few of the broad types 

of frequently encountered stresses which, according to our rec¬ 

ords, appear to be largely preventable or subject to improve¬ 

ment. 

Perhaps foremost is the problem of patient orientation, 

which has already received considerable attention and some 

experimentation by hospital staffs. It would be difficult to over¬ 

emphasize the fact that patients suffer great anxiety consequent 

to facing, in their helpless stages, a strange, mysterious, and 

awe-inspiring environment, which represents for them an 

“alien” culture. Since this remains a very common pitfall, the 

many unknowns of the new setting deserve careful explanation, 

not only in the first days of the patient’s stay, but at every stage 

of his hospital experience. Again and again investigation of in¬ 

dividual cases has shown that the worst days and nights of 

mental anguish could easily have been cleared up or greatly 

alleviated by a few simple explanations. 

At this point, we anticipate a typical hospital attitude with 

respect to patients and what may be regarded as proper con¬ 

duct on their part. After all, if they have confidence in their 

doctors, and if they can trust the nurse to know what the phy- 



SOCIAL SCIENCE IN MEDICINE 192 

sicians believe to be best for them and to be capable of carrying 

out the prescribed orders, then why should they be asking 

many questions and slowing down the works? In short, the 

ideal for the cooperative patient is to accept his plight stoically, 

relax fully, trust the staff completely, and yield himself cheer¬ 

fully into the hands of the hospital personnel. Constant ques¬ 

tions can be interpreted as lack of confidence. Thus, tactful pa¬ 

tients may learn to go sparingly on requests for explanations. 

There is also a noticeable tendency on the part of some nurs¬ 

ing staffs to set up water-tight compartments between what 

they regard as normal and abnormal responses and to judge 

more sternly those patients who are considered to exhibit the 

latter type of reaction. Two phrases are frequently encountered 

on the lips of staff members, and also in hospital case records. 

The patient “shows overly great bodily concern” or he “overly 

reacts to pain.” To one not thoroughly steeped in the hospital 

culture, the use of these phrases is often startling because of 

the assumptions made as to patient equilibrium. 

In addition to the normal-abnormal dichotomy with re¬ 

spect to patients’ suffering, there is another sharp and rigid 

black-or-white line which is often drawn, with similar un¬ 

fortunate effects upon staff attitudes. In the general service 

there is a tendency on the part of some staff members to jump 

to the conclusion that a patient is a “faker” or a “malingerer” 

whenever test evidence proves the presence of strong and dis¬ 

turbing emotional factors that becloud the physical elements of 

his illness. Thus, while the use of the sterile hypo or other 

placebos is perhaps justified in many cases as a harmless 

tension-relieving procedure, if the hypo does what it is sup¬ 

posed to do—gives relief—the patient concerned is likely to be 

subject to prejudice, and even some neglect or rejection. Again, 

there does not seem to be adequate understanding of the wide 

range of individual differences in reaction to be expected in 

any particular situation, nor of the fact that the presence of 

emotional factors does not prove that there is not also a general 
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organic basis for the illness. This becomes all the more impor¬ 

tant since the very patient who manifests emotional symptoms 

is the one who may need the most careful attention. 

Thus, it appears that like any other organized and deeply 

entrenched institution, our hospitals carry within their systems, 

and especially for the responsible staff member, certain vested 

interests, commitments, and predispositions for sensitivity and 

objectivity that are well developed and disciplined in particu¬ 

lar areas of activity and less so in others. No disparagement is 

implied in the recognition of the social realities that exist, as 

far as we know, in all such tightly structured subdivisions of 

human society. Our purpose is to call attention to them for 

more systematic study and to explore some of their effects upon 

our present patient care and our potential medical security. It 

is thus hoped that participant observers from the outside, and 

otherwise oriented, may be able to discern data, identify proc¬ 

esses, and formulate some of the dynamics that have been 

more or less overlooked or underemphasized by those who 

have become so intimate a part and product of the system. 



CHAPTER 7 

The Problems Reviewed 

To trained observers in both fields it has 

long been apparent that medicine and social science are 

equally concerned, in their special ways, with human behavior. 

Medicine has devoted itself mainly to the study and treatment 

of that aspect of behavior which involves pain, illness, inap¬ 

propriate physiological and organic responses; those phenom¬ 

ena, in short, that threaten the survival or comfort of the in¬ 

dividual. Social science, on the other hand, has been preoc¬ 

cupied with the study of man in his social environment, the 

way in which social relationships are organized and carried on, 

the interactions of persons with different statuses and roles, 

and the relationship of all these to individual or social survival. 

There is, moreover, mutual interest in inappropriate social be¬ 

havior or social pathology. Both medicine and social science 

have, in effect, selected certain aspects of mankind for their 

proper study and have developed appropriate concepts and 

methods for their particular concerns. 

Recently, however, it has become more and more apparent 

that while each discipline has developed a “hard core” of 

central interests, peculiar to itself, each also makes some con¬ 

tact with the other. Social factors, such as customs and shared 

beliefs, that bring on or influence epidemics are clearly of con¬ 

cern to medicine; and, contrariwise, the hospital, which 

epitomizes modern medical research and practice, from a 

social science viewpoint is just another social institution in¬ 

volving a hierarchy of personnel, norms of procedure, and 

material equipment that may manifest lags and ineptitudes in 

adjustment. Of special significance for our purpose is the 

realization that personal and social factors can affect the onset 

04 
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of many common varieties of illness and disease, as well as the 

course and outcome of treatment. 

In these circumstances a primary question from the stand¬ 

point of scientific progress is: how can research best be con¬ 

ducted? Should medical experts and social scientists go their 

separate ways, or should more active cooperation be sought? 

Clearly, the latter solution is more desirable, both for practical 

and for theoretical reasons. 

It is evident that trained physicians and clinical specialists 

cannot become competent social scientists any more than 

professional social scientists can become expert physicians or 

clinicians. To be sure, either can pick up a “smattering of 

ignorance” concerning the problems, concepts, and methods 

of the other, but such fragmentary information gives little 

promise of leading to that degree of skill and knowledge that 

will advance sociomedical research. Thus, to the extent that 

their separate problems lead them into the areas of special 

knowledge contained by the other, collaboration is desirable. 

On the theoretical level as well, there is need for alliance and 

cooperation, inasmuch as the physical, personal, social, and 

cultural aspects of human life always come to a focus, in health 

or in illness, in a single individual. He is the vortex of these 

various forces, the center of interaction among them. 

Granting, then, the necessity and desirability of increased 

partnership between medicine and social science, how can 

this best be accomplished? It would seem that certain pre¬ 

requisites must be met before we can anticipate many results 

from an active sociomedical alliance. In the first place, it is 

still necessary to alert some of the personnel of both disciplines 

as to their areas of common concern. Second, the most relevant 

concepts of both sides must be made accessible, understand¬ 

able, and meaningful to interested persons in both fields of 

endeavor. And, finally, some tentative conceptual links, point¬ 

ing to problems and possible modes of solution, must be made 
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between the biophysical orientation of medicine and the socio¬ 

cultural orientation of social science. 

This book is an attempt to meet the conditions named. 

Throughout there runs the theme of alerting physicians, 

nurses, and clinicians to those aspects of a patient’s environ¬ 

ment that affect his illness and its prognosis. Without dis¬ 

paraging the central medical focus on biophysical phenomena, 

we call the attention of medical and hospital personnel to 

phases of human relationships that may be interfering with 

their routines and with their expected results. At the same 

time, certain clues are offered for the analysis and interpreta¬ 

tion of personal-social factors in medical context. 

Similarly, an attempt has been made here to clarify and 

elaborate those central concepts of social science that bear 

most directly upon medical problems. The basic notion of the 

individual as simultaneously behaving as a physical organism, 

an agent-member of society, and a personality in a given cul¬ 

tural context may be useful in supplying a much-needed focus 

on the patient, or potential patient, as an individual resembling 

many others, but also with certain unique features. The other 

concepts, like society, culture, subgroups and subcultures, 

habituated attitudes, the “situation,” and the “definition of 

the situation,” similarly provide conceptual tools useful alike 

to the practitioner or the investigator. 

And, finally, we suggest in summary certain tentative 

formulations of the psychological and social dynamics relating 

to illness and its treatment: 

1. Socially derived stresses that evoke inept protective re¬ 
action patterns on the part of the patient not infre¬ 
quently result in disease and its complications. 

2. A patient’s previously conditioned and stress-laden social 
situation, which has become linked with his inept re¬ 
action patterns, has a special power to exacerbate his 
illness and retard treatment. 
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3. There may arise, also, within the hospital situation what 
may be called general stress-evoking elements, which 
further complicate illness and retard recovery for the 
patient, especially when these elements become related 
to, or generalized from, his previously established stress- 
reaction patterns. 

4. Any knowledge of either the special and long-established, 
or recent and generalized stress-evolving situations in the 
life of the patient, which become linked to his inept re¬ 
action patterns, provides the therapist with additional 
leverage for control of the patient’s responses and the 
course of the disease. 

5. A lack of knowledge of the special or general stress- 
evoking situations in the life of the patient leaves the 
therapist liable to the danger of inadvertently introduc¬ 
ing or tolerating within the treatment situation the very 
stress-charged elements that activate the harmful pro¬ 
tective reaction patterns and exacerbate the illness, or 
sometimes push the patient further into invalidism. 

Each patient may be thus viewed in the network of his 

human relationships, and in terms of the relative amount of 

stress or support he received from them. Is the illness, the 

patient’s attitude toward the illness, or his optimism or 

pessimism regarding its outcome related to his family relation¬ 

ships, difficulties on the job, or in other areas of living such as 

religion or economic insecurity? Are the personal stresses 

further complicated, inadvertently, by the institutionalized 

treatment situation? What positive factors and behavior in the 

patient’s life situation evoke the reaction patterns conducive to 

health? What techniques are necessary to elucidate these and 

how can they be supplied? Gan these related aspects of the 

social environment be controlled or modified so as to influence 

favorably the course of therapy and perhaps also the patient’s 

general outlook? 

At present, answers to such questions are necessarily vague 

and inconclusive. Moreover, from the standpoint of scientific 
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goals, they must be sought in each individual case by ex¬ 

haustive life histories and other techniques necessary to amass 

the relevant data bearing on the single person. But with the 

perspectives as we have attempted to outline them in this book 

it may be possible so to direct sociomedical research as to lead 

to the discovery of verifiable relationships that will henceforth 

ease the therapeutic burden by virtue of the greater prediction 

and control that the new knowledge will lend. 

It should be emphasized, however, that sociomedical col¬ 

laboration should not be regarded as a new magic talisman 

that will provide all the necessary answers. In terms of re¬ 

search, the process must be regarded as an endless one, each 

new solution giving rise to further problems which in turn will 

be subjected to further refinement and further study. More¬ 

over, since the social environment, and an individual’s re¬ 

lation to it, is constantly in a process of change, the generaliza¬ 

tions applicable at one point in time may not last long, thus 

creating new research demands and further opportunities for 

verification. 

And on the side of therapy, the caution must likewise be 

made that the sociomedical alliance, no matter how fruitful, 

will not provide easy generalizations that will lead to mechani¬ 

cal application in this case as well as the next. It may well be 

that in given instances, even though the social and psycho¬ 

logical dynamics of the illness are known, as to the recom¬ 

mended course of treatment, the knowledge itself may not be 

sufficient to solve the physician’s problem. It is entirely pos¬ 

sible that a plan of treatment for a particular person will run 

into conflict with other spheres of recognized responsibility. 

Whenever, for example, elements appear in an illness that are 

the result of personal adaptations to stress in social situations, 

the elimination of the need of these protective reaction patterns 

on the part of the patient may upset long-standing relation¬ 

ships in his life and ill fit him for his accustomed role in society. 

Thus, if a person’s illness is related to extreme dependency on 
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his part to another, or if it is related to marital problems, or the 

like, its resolution may well mean disruption of a family, di¬ 

vorce, or other consequences that conflict with deep values in 

our culture. 

Of course, this caution is not new in medicine, for it fre¬ 

quently happens that a drug or a treatment cannot be given a 

patient because other physical conditions make it dangerous 

to do so. Thus, perhaps, we can recognize anew the fact that 

the medical art cannot be practiced in a detached, unindi¬ 

vidualized manner. Even when the physician possesses the 

relevant knowledge for treatment and cures, he will also 

consider a wide variety of factors that bear upon the condition 

of the particular patient. In these circumstances his profes¬ 

sional responsibility is not so clearly defined and he will make 

decisions in terms of his own ethical and moral evaluations. 

Thus, it may be that a particular individual is “better off” 

with his illness, or that he or his associates are ill prepared to 

pay the price of full recovery. Such are the complexities and 

the problems of equilibrium in personal and social relation¬ 

ships. Indeed, the very best that all the sciences are able to 

contribute to the medical profession will probably still leave 

much to be desired in terms of comprehensive therapy. But for 

medicine to neglect what can be learned from any source 

would clearly be out of harmony with its history and purpose 

as a profession dedicated to the alleviation of human suffering. 

And, likewise, should social scientists fail to respond to these 

new developments in medicine, they would be missing a rare 

opportunity to gather invaluable data and to test their 

theories in what approximates for them a social “laboratory” 

of great importance. 
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