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~ ~"Do not look back. And do not dream about the
future either. It will neither give you back the past,
nor satisfy your other day dreams. Your duty, your, reward -
your destiny - are here and now." ‘

Dag Hammarskjold
Markings (1963)
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Although multiple sclerosis (MS) has been known for overa
century, the disease remains a my'stery. The 'symptoﬁ!s are unpredict-
able, vacillating, 'and 1ndividua]istie. A1.1 vaspects.of daily life are
- affected by the disease. _ .

The purpose of th1s~c‘-i£iptive study was to provide ‘current,
loca] information descmbmg the’ character1st1cs of MS patients in
Edmonton. Psychological assessment of’ 1hte11ect 1evgls of anx;ety,
and‘nersonal1ty characteristics was qondgcted by administering the.
Wechsler Adult Inte]]igence;écale (wAIS)i the IPAT Ankieny‘Scale ‘
‘Questmnnawe IPAT) and the anesoti Mul t1phas1c Personahty

Inventory (MMPI) to the 14 vo]unteer pat1ents (10 fema]es and 4 males).

Demograph1c'1nformat10n was categor1zed 1nto three seet1ons
consisting of persona] data, background data, and'MS medica1"data.
Examination of the psycho]og1ca1 data co]]ected 1nd1cated that MS
patients in th1s sample had h1gher Verba] IQ scores than Performance

IQ scores; average Fult Sca]e 1Q scores, low Digit Span and performance
subtests (except Picture Comp]etion) scores, . h1gh Comprehenswn and
S1m1]ar1t1es scores on the NAIS - On the IPAT mean scores were in

the average to border]1ne h1gh range for ‘anxiety w1th ma1es scor1ng
somewhat higher than females. Examination of the mean MMPI prof11es
.ind1cated that clinically s1gn1f1cant T scores existed on the neurot1c
tr1ad (Hypochondr1as1s, Depress1on, and Hyster1a) and on the Schizo-
phrenia sca]e for MS pat1ents The Psychasthenia score was elevated
for the male subgroup of the sample, but not for the female subgrouB’

Genera]’ly, the resu]ts indicated that fema]es appear more

«
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likely to volunteer for research than males and femé]es‘also tend to
seek early assistance with medical probtems. Further research involving
an equal ratio of ﬁa1es and fema]es}in the sample was suggested.
EsSential]y the presen; MS sahple was‘found tb be similar to o;her
\MS research samples on psythological tests, therefore confirming the
need for tperapeutic programs for the ¥ fatients aﬂd for additional
means for educating the pub1ic.}‘Research using a longitudinal study

‘ ( o y

to determine the relationship between the disease and any mental

deterioration was also suggested.

i [MARKS _,“,3{.0!"“"'-7 |
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CHAPTER 1
THESIS INTRODUCTION

Introduction to the Problem

Augustus Frederick d'Esté, a bastard son of English nobility,
initiated what was considered the earliest descriptive account of a
disseminating'diseése known today as multiple sclerosis. At the age
of 22, d'Esté recorded in his daily writings that he was victimized
by a strange disease with the following symptoms: progressivé weak-
ness, humbnéss, difficu]ty in walking, paiﬁfu] spasms, and mental
depression (Firth, 1948). In the month of December, 1822, d'Esté's
diary entry indicated he»atteﬁ%ed a funera1iand he contiqued by saying
that he

struggled violently not to weep, I was however unable to

prevent myself from so doing:--Shortly after the fineral

I was obliged to have my letters read to me, and their

answers written for me, as my eyes were so attacked that

~when fixed upon minute objects indistinctness of vision

was the consequence:--Until I attempted to read, or to cut

my-pen, I was not aware of my Eyes being in the least

attacked. Soon after, I went to Ireland, and without any 4

thing having been done to my Eyes, they completely recovered -

their strength and distinctness of vision. (Firth, 1948,

p. 25) : B
The diary was later published in 1830 under the title, The Case of

Augustus d'Esté (Firth, 1948). Considering later diary notations,

McAlpine, Lumsden, and Achéson, the authors of the compréhensive'book

entitled Multiple Sclerosis A Reappraisal (1972) indicated there was

no doubt that the diagnosis of the disease could be multiple sclerosis

(MS).



Simultaneously in 1838, two contemporary researchers made the
first references to sclerotic spinal cords. Sir Robert Carswell, the
Sqottish pathologist, illustrated his findings while Jean Cruveilheir,
a physician living in France, described the hard spots that were dis-
covered during an autopsy. In fact, Cruveilheir speculated that tﬁé\ ¢
“hardened spots in the spinal cord were the cause of the disease: Todsy,u
it ha§ been accepted that the spots or "Island of Sclerosis" (Greek
terminology) are not the cause but the concrete pathological proof of
the disease muItiple_scTerosis (MS). The'ea?]%est classified account
of MS recorded by Jean Martin Charcot indiéated “the symptomatic
progression of a disease that movedrfrom exaéerbations.to remissions

to exacerbations, with severity that varied greatly from patient to

patiént" (Szumlas, Note 1, p. 4).*

Nature bf the Problem

The medical mysteries of MS.from the past have.continued to
plague invesfigators. Each indi?idua] with symptoms common to those
attributed to the illness of MS hés had to rely on extensive 1aboratory
tests that in the.end have not provided a conclusive diagnosis.

.Deve]opments in medica} research have eliminated most threat-
ening infectious diseases and partially contro]Ted the prbb]ems
ré]ated to common chronic illnesses. However, the 1ast'centhry‘has»
not seen.the ultimate control, prevention, cause, -or cure o% MS. Thé
-struggle to find clues about the MS mystery has continued for modern

man: The 3972 statistics estimated that 500,000 people in the Uni ted

*Reference notes .are listed separately preced1ng the
~ bibliography. : _



States'may have .had MS or a related disease (Braunel, James, & Stcvai,
Note 2); )

Dr. Hader, President of the Prairie Division, Multiple
Sclerosis Seciety of Canada, reported in his presentation, Current

Developments in Multiple Sclerosis Research (Hader, Note 3) that

35,000 Canadians suffer fromlMSs Mrs.'LaFcrge, Executive Directdr of
the Prairie Division, Multiple Sclerosis Society of Canada, quoted |
Dr. Hader as saying:_ "A very reasonabie safe guestimate of the
preyaience of Mu]tip]e Scieresis in Saskatchewan would be over- one
- hundred per one hundred thousand population, or a total of over one
thousand patients with this neuro]ogica] disorder” (Hader, Note 4,
p. 4). She suggested the prevalence of the disease for the province
of Alberta would be similar to. Saskatchewan S rate Therefore, ‘Mrs.
- LaForge considered it possible for ij,Fo eight hundred eeogie in the
city of Edmonton to have MS.

| From the literature diStributed by the Multiple Sclerosis
Soc1ety of Canada MS was c1a551fied as a progressive disease which
"has usually proceeded in a series of unpredictabie attacks, each
cau51ng further disability. To be classified as a disabling disease,
the symptoms of the iilness must have affected the routine and the
daily activities of an individual.

Although a disabled persen, the MS patient has been first and
foremost a human being. As shch, he has deserved to be treated as a
normal person as far as possible: His -disability has not changed his:
efundamentai biological and psycho]ogical needs. MS cleariy has not

| only affected the individual as a whole, but it has also affected his



family as a unit: Furthermorg, the effect upon the community in which
he has lived ‘has been clearly }e]tl “

As an example, the he]piﬁé personnel in the‘éomgunity have

found it necessary to involve themse]véé witﬁ'thefdisab1ed MS patients.
"The problems of chronicity that have been typically associated with the
older population were now for;éd 6n the younger MS patient: MS has
been an'i11ness'that has‘commonly affected the youthful generation. -
When Haber surveyed the entire disabled population in 1968 for the
United States govérnmeht, he focused on part of the problems for younéj
v'chronically i1l patients. At the time of writing, he reported that. “
the rate of disabi]ity from chronic illnesses in the oner population
(55-64 years)wwas in excess of threevtiﬁés the youngér age group (18-
44 years)_and approximately ohe and a half times that of the middie
age grbup (45-54 years). As a consequence, most established faci]ities‘
in the community have served the needs of the o1d¢r, chronically i1l
patient (Haber, Note §). “

. The-basic research information on MS--its medical and non-
medical effects on an individuél--has.proceeded very slowly for many
cqmp]ex reasons. There have been fndications from past research that
dfsrup;jve‘ingﬁuences caused by the physical changes of MS were fre-
quentl;)accompanied-by pefsona]ity changes. |

Cértain éevere.illnesses that have caﬁsed_débi]itating social-
psycho oaical d{skuptions (for examp]e; heart diseases and cancer) have
receirec >ublic reﬁognition and concern. Such has not'been the
case . th ‘he general public has not been familiar with the name

- multiple 5= -5 or its symp“oms. As MS has rarely been the cause



of death and the course of the illness has usually been slow, dis-
abling, and completely individualistic, no patterns have emerged which

are recognizable to the layman.

Background of the Study
A careful examination of the literature on MS has revealed a

paucity of materia]idealing with the mental or emotional symptoms. of
. the disease. Cottrell and Wilson (1926) began tesfing affective dis-
orders-and»repbrted that a moderately high percentage (63%) of MS
patients experienced euphoria. It was nd% until 1948 that psycho-
10gical assessments incTuding inte]]igence, and personality tests were
off1c1a1]y added to the comprehensive over-all medical research program
of the,Natjonal Multiple Sclerosis Society (U S.A.) (Harrower, Note 6).

Responding initiaT]y-td fne topic of mental deteriorétion for
batients with MS, Harrower answered negatively to the question, should
MS patients ant{cipate that their mental capacity will deteriorate?
"I; seems that what we call rote memoryf'particular1y theicapacity to'>
remember numbers may be‘said to be somewhat impaired in the.later - —
stdgee Of'the disease" (Harrower Note 6 p. 8) She further empha-
“sized in her lengthy pamph1et5 that A “ |

a cross- sect1on of pat1ents‘exam1ned with 1nte]11gence tests

showed there were bright and less bright people amongst the

MS group just as there are bright and less bright people who

have other diseases or among those in the population at

_large who, at the time of exam1nat1on, appear to be qu1te

healthy. (p. 9)
However, she did recommend intelligence teéfing as an essentie? part

of every: c11n1ca1 assessment.

Inherent 1n ‘the problem of appra1s1ng the 1nte1]1gence of MS

().F



-

/ ) . ‘

peoplé has been the estimation of the capabi]iﬁy level -and the possib]e\
determination of any functjpna] loss (Cénter! 1951a). For MS patients,
Capps (1939) indicated the(éeed forbtﬁoroﬂgh, descriptive }éébungs of
the nature and extent of cha;ges in mentalifunctioningﬂ He also
pointed out the need for~m6re éccurate knowledgévbf mental functioning
that'remai;ed'unimpaired'in spite of persbna]ity maladjustments or
cerebral disorders. o
| MéA]pine et al. (i972) have suggeéted'that there ié’eventua]( |
mental deterioration with MS patients. However; aécording to these
authors, inte]]ectu&] deterioration has been rare fn the early étages
of the disease, eicept in écute cases where there was evidence of
‘widéspread cerebral involvement. Hunt and Cofer (1944),who have als
maintained that people with MS should antjcipate inte]]ecfua] deterio-
‘rafion,‘have‘defined this deterioration as a'”psyChologiéa1 deficit"‘.
(p. 971). . - -
| IWhile.faced with conflicting reports erm rgsearchers*with
regard to intellectual deficits, other psyého1ogjsts,have'chosen to 
éompare MS patients Witﬁ groups of people who had cerebral damége from
other disease soﬁrces. Goldstein and Shelly (1974) reported a diffek—‘
. ence‘of test resclts when they»compéredLMS patients with neuro-
psyéhjatrfc patients and patiéqtsvwith varjqus other forms of braiﬁ
damagei In their'attempf to repliqate previous studies, Go]détgiﬁfand
;vshelly did not support the research of Brown and Davis (1922) orﬁof 4
>Cottre11 and'Wi]son (1926) that cited little, if any inte]Teétua] S
impairment. | | -

On examining specific studies, Davis (1973) indicated that the



worst periods'of edjustment for various i]]nesses occurred at times
when the symptoms were relatively slight or easily ignored. Assump-
tions tnat psycno1ogica1 distress and difficulties would increase
proportionately as physical symptoms advanced with disabling intensity,
\were incorrect according to Harrower's researcb (1953). Anxiety has
been classified as one'form of psychological distress and Rollo May
(1950) concurred with the opinion of Davis (1973) who discussed the
~ topic of self identity. In Davis's terms, anxiety was the product of
a threat to a person S se]f -existence values.

Up to this po1nt only one facet of the persona11ty has been
d{scussed. Research.dea11ng«w1th MS pat1ents has indicated that a
wide Varietionrof.individual differences‘existed in personality areas
-other than anxiety. Harrower (1953) stated that no typical personality
pattern has. emerged Using the MMPI Canter (1951b) gained supporf.forj
the common observat1on of the presence of the “neurotic overlay" withv
MS patients His research was conducted to determine if there was a
. distinct pattern of persona11ty character1st1cs for MS pat1ents

In contrast to ghe prev1ous stody, Philippopoulous, Wittko~ .,
and'Cousineau (1958) did not confirm the findings from Canter's
research. Ph111ppopou10us and h1s co11eagues were test1ng for common -
personality characteristics. No.one part1cu1ar dynam1c conste]]at1on
of persona11ty traxts was found among the MS group, nor was their
reported ‘hysterical makeup evident. . This study appeared to be the
only Canadian'research deafing with emotidna] and personality factors
of MS pat1en*" | h "

A carefu] review of MS 11terature revea]ed that most



psychological research aésessing‘MS’patients has not been_cbnducted
in Canada. The 1974 epidemiological survey of MS by F. J. Szumlas
has appeared to be the only Alberta product. After presenting some

descripfive statistics, Szumlas discussed the emotional needs of the

~MS patient.

" The lack of Tocal information became more apparent when the
reference literature used as a guide for 1ay.andbprbfessiona1 ther-

apists consisted of 'a New York pamphiet written in 1953. Although

,Harrower's publication titled Mental Health and MS has not been the

only information written for the patient with MS, it has extensively
covered the psychological aspects of the}disease.

B There appearéd to be a consensus of opinion~betweeb Szumlas
(Note 1) and Hafrower (Note 6) whgn they both emphasized the .impdrtant
role of a counselor or é psycﬁo]ogist to the MS patient. In fact,

Szum]as established as his prime reéommendation a counseling program

to meet the needs of the MS group. If sich a program was to be

initiated, Eurrent individual information of the local MS population
would be needed. ”

While prgvious work investigatihg some'psych51ogjca1 %actofs
of MS patieﬁts has been done, to date there has been no local attempt
to assess ﬁhese_patients, Therefore, in thé pfesent study, the MS
pat{ent was p$ychoibgica11y>aSSessed in an‘attempt to -gain Tocal, -

up-to-date information. a

Purpose of the Study ‘ \‘x
A review Qf recent MS 1iterafure has revealed a ancfty.of |

research dealing with the psychological aspects of the-patient. Where



such inveétigations have been.comp1eted, the information has not been
cufrent; nor has é study been conducted using‘1oca1 peeple. In
addition, there have been differing bpinions expressed regarding the
- level of intelligence, anx1ety, and 1ast]y, whether a common person-
a]1ty prof11e existed for ‘the MS pat1ents |

"The M.S. patient needs someone to talk to, someone to .
commun1cate with and someone who understands" (Szumlas, Note 1, p. 25).
.The establishment of an emotional counseling program is of primary
~concern to-the MS_pat1ent and the community in which he 1ives. Before
such a phogram can be established,‘cuhrent data on Tocal MS pafients
must be co]iected. |

It was the purpose of this descriptive survey to detehmine the
'1nte11ectua1 ]eve]s of a Tocal sample of MS patients using the Nechs]er
Adu]t Inte111gence Sca]e (WAIS), and to measure the Tevel of free- -
floating, manifest anxiety by administering the IPAT Anxiety Scale |
.Questionnaire (IPAT) to the same group. Further to the above mentioned
tests, the Minnesota Multiphasic Personality Inventory (MMPI)FwaE)given
to determine if a cqmmon‘or typical persbna]ity profile existed with
these MS patients. These instrument§~were chosenvby the present
author because they are well- known, standard1zed psychometr1c tech-

niques used in a wide variety of settings (e g., c11n1cs hosp1tals,

and social service agencies)/ -

Definition of Terms—

The fo]]ow1ng operat1ona] def1n1t1ons were USed to fac1]1tate
the understand1ng of the term1no]ogy used in th1s and o1mi1ar, previous

research.
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Anxiety. Catte]]_and Scheiér (1961) defined anxiety as being

different from fear but. interchangeable with the word stress. They
> '

<

stated that .

anxiety is a single entity which has (a) a dynamic origin
distinct in quality from primary drive, even from the very
similar need for.security (fear), but possibly derived from
them; (b) a unique quality of introspected experience; and
(c) a specific pattern of physiological expression (at
least in amxiety neurosis and anxiety hysteria), though the
resultant overt behavior may be endlessly protean. (Cattell
- & Scheier, 1961, p. 14) .

In psycholog al theories, anxiety has frequently been poorly

10
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defined Teading to inconsistency. in understanding and using this term.

Often énXiety-has feferred to the state of arousal which has begn a
conditioned'responSé'to stimul{ in the environment.

For the purpose of the current study, the high anxious subject.
was considered one who scored at a high lTevel on the IPAT Anxiety
Scale Questionnaire. The WBW/E;;ious subject Was one who obtained a

Tow score on the IPAT Anxjety Scale Questionnaire.

State-Anxiety. State-anxiety was defined as a psychological

disposition which has been held in'r%]ative permanence.

Trait-Anxjety. Trait anxiety was defined as a momentary

process variable-which has been éroused by a particular situation.’

Descriptive Survey. A descriptiVe 3urveyuhas been defined-

as a study which had as its established aim the description of a given

_ observation which was testable.

Exacerbation. Exacerbation has been deffned as the reappear-

' ance of old symptoms or the increase in intensity of existing symptoms

for a time period (long or Short);‘ ,
| Inteltigence &;QA;— 10 has been defined asLEﬁi;:&hich was




measured on the Wechslér Adult Intelligence Scale (WAISXi a measure of .
what the examinee has learned, or a measure ofJinte¥1ige;t.behaVior.
According to Wechs1er"s‘aefinition, “Intelligence, as’a hypothetical
construct, is the aggregate or global capacity of the jndividual to
act purpoSefully, to think rationally, and to deal effectivéﬁy with

. . U h

his environment" (Matarazzo, 1972, p. 79).

Multiple Sclerosis. "Multiple sclerosis is a chronic disease

characterized pathologically by the pfesence of numerous areas of
demyelinization in the central nervous system and a wide variety of

! ]

neurological symp and signs which have a tendency toward remission

and exacerbation" (Merritt, 1967, p. 705).
Remfssion. Remission has been defined as the discontinuance
of (a) éymptom(s) in whole or in part for a time period. - 'f

o Personality Characteristics. Personality characteristics have

referred to‘the total range of behavioral expressions which may be
predictive‘of what a person will do in a g{Qen situation. The term
characteristics has been used synonymously with the term personality.
The manner in which an.individua1 has been conducting his iife-and
the typical and habitual pat%ern‘of dealing With the world have also
been used as elements in defining>persoha1jty characteristics (Fann &

Goshen, 1973, p. 58).

Organization of the Study

The data required for the present study were obtainable oﬁ]y .
from MS patients. Information regec-ding the proposed study was sent
to all members of the Edmonton ;Chapter, Multiple Sclerosis Society of

Canada. This was accomplished.by mailing é news bulletin containing

1]
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a letter from the author asking patients to volunteer for the project.
The letter outlined the author's proposed research project~and,estab-
lished the guidelines for the particfpants' eligibility.

Specific demographic information was collected from the
vo]unteérs during individual interviews. After an introductory sess?on,

a minimum of three separate meetings was required to collect the data.

Thesis Overview

Following the thesis. introduction in Chapter I, a brief report
on the disease, its symptoms, and jts unique character has been pre-
sented in Chapter II. A condensed review of the literature and the
recent research follows in Chapfer 111, while Chapter IV contains a
description of the study design, the instruments used, and the methods
and procedures of data collection. The datavgathefed during the study
have been reported in Chaptér.v. Finally, a suhmary of the results
along with impTications and recommendations for further study have

been presented in Chapter VI.



CHAPTER‘II \
MULTIPLE SCLEROSIS , o

Introduction to the Disease

Multiple Sclerosis is one of medicine's strangest mysteries,
with an unRnown cause, an unexplained geographic distribution,
an unpredictable course, an undiscovered cure and its treat-
ment, to say the least, is highly controversial. It is the
commonest disease of the central nervous system affecting

men and women in the prime of 1ife in Northern Europe and
North America. (Multiple Sclerosis Facts, Note 7)

The problem of understanding multiple sclerosis (MS) has
.centered around its unknown variables. In Chapter Il a n overview,
the author has briefly presented the conclusions of a century of
research. Beginning with a historical review, the author contiﬁued
by describing the epiﬁ'émio]ogicﬂ conceptx& As the etiology éspects
of MS have been closely associated with c1inica1'ana pathological
identification, these facts were considered a]ong‘with the layman's
iﬁterbretations of the symptoms and diagnosis of MS. The chapter .
was concluded by a églecgjvékexamination of the ﬁediép], socia],ﬂsnd,

l

psychological problems that relate to multiple sclerosis.

/

Historical Retrospect

The following history of MS was summarized fror "he history
out]iﬁed by Walter Timme (1950).

The functions of the spiha1cord have fascinateq medic>1 mé; from
the earliest of time. Hippocrates suggested "a palsy to all parts of
the body below the neck" (Timme, 1950,‘p. 3) followed the breakage éf

a blood vessel in the brain (apop]exy); From animal experimentation

<
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of monkeys, Galen suggested the possibility of partial paralysis from
apoplexy 1n‘the cerebral area or from injury to any specfa] vertebra.
Medical understanding advanced so]jtt]e between the 3rd and
the 18th centuries that John Cooke, a medicai lecturer in the 17th
century, supported his lectures from the writings of Galen. He also
used the new facts advocated by the French School at this time which
" divided the nervous system ihto two parts: the brain and the ganglia.
In 1837, Carswell differentiated a type of spfna]_parap]egia by
sketching colorea pons and medulla found indiscriminately throughout .
the spina1'c6rd. The Frenchman, Cruvulhier added to these illustra-
tions by describing a condition of "gray degeneration" which replaced
the normal WQJES cord tissue. He stated, "This new tissue 1§ dense-j
much more so than the“cord itself. 1 cannot compare this tissue Qith.
_ény other morbid tissué of which I have knowledge" (Timme, 1950, p. 4).
»Teﬁ years later, Frerichs diagnosed sdme_c1ﬁnica1 examples df
spinal sclerosis and his pupil, Va1entiﬁer supporfed these clinical

assumptions with autopsy and patho]ogica] reports. Frerich's clinical

!

B

observations were characterized by a condition with exacerbations and
remissions, one Body side affected first and then the othér, early
paresis of the lower extremitiés, disturbance of motility over
sehsibi]ity, frequent psychic episodes, and occurrence priméri1y'among
the young adult. “ |

In 1856,Rokjtansky described the new growth in the central
nervoﬁs system (CNS) indicating the re]atioﬁship of the brain and rord.
However; it was Charéot’who finally formalized the observations, he

symptoms, and the pathology as they are known today. He noted three

14
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symptoms which have been referred to as fhe Charcot Triad and have
included: scanning speech (pauses emphasized after each syllable),
intention tremor (violent shaking of the 1imbs especially when patient
control is attempted), and nystaghus or ocular abnprma]ities
(involuntary flicking of the eye in any direction).

Early theories claimed MS was caused by infectious disease,
trauma,=%nf1ammation, énd viruses, as compared to the é]aims of current

theories that MS has been c¢aused by viral infection or allergies.

Ecology
Although MS has been studied for more than 130 years, the

disease has continued to be a mystery. The data collected in the few -
areas that have provided empirical information (for example, c1ini;3] \\\
symptoms,vpathological findings, and epidemiological data) are éti]]
confusing. The unique nature of the diseasé has contributed to

distinct schools of thought. In an effort to provide a comprehensive
framework far understandingvthe ecology of MS, a number éf different

4kinds of informétion have been gathéred.' A

Geography. Mu1tip1e sclerosis has appeared to be un;ommon in |

fhe tropical and subtropfﬁa] zones of the Northern aﬁd Southern |
. Hemispheres. In éontrast to this, in the'temperate zones of Europe

and North America there has bgeh an increase in the prevalence rates.

Millar (1971) has described the prevalence rate as the .number of

-patients suffering from MS per 100,000 of the population. Acheson

(Millar, 1971) has defined a high risk area as havihg'a prevalence

rate ofjdb pef 100,000 or gfeater and low risk areas as having a

prevalence rate of 20 per 100,000 or less. The majority of the hiéh
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risk areas are between 40° and 65° north latitude in the Western
Hemisphere, although there are cases of MS in other hemispheres. _

Barlow (Millar, 1971) claimed the geomagnetic latitude was the
important factor. Mutations of cell immunology and the resulting
lsusceptibi]tty of “individuals to diseeses were the suggested result of
"cosmic-ray induced radioactivity."

The decrease of disease frequency nearer the equator in the
Northern Hemisphere was not exactly the same in{the Southern Hemis-
phere (Millar, 1971). The prevalence rete was higher between 40° - .
North and the equater, than between 40° South and the equator
(McAlpine, Lumsden, & Acheson, 1972).

Seasonal Influences. Zeigler suggested MS exacerbations

occurred more frequently during spring and summer while Freeman_
indicated that warm climates prevented relapses (Limburé, 1950). The
majority of the research surveved did not reveal a consistent pattern
of seasonal variation. |

Racial Influences. Acheson (1961) expressed a poss1b1e 1ink

between genet1c factors and predisposition to infection. Early studies
reported a lack of selective association between MS and racet Millar
(1971) eupported the view that people of Northern European origin

were affected nitn the disease more than other raCes;?Negroes,
Orientals, and Indians, as racial groups, nere reported to have some
evidence of MS. but the‘prevaience rate was much Tower. 'Alter and.
Kurtzke (1968) supported the view that the higher standard of 11v1ng
was directly related to the greater frequency of MS

McAlpine et al. (1972) assoc1ated an env1ronmenta1 influence, not



17

fhe genetic factors, to the high and low world pattern of MS. Migration
before or after\a critical»age (i.e., 15 years) has been etudied exten-
sively with'no'ceneTnsive results naving been reported. In summary,
the relationship between genetic factors and the predispositioncto MS
is unclear.

Onset Age. The onset of MS has usually occurred when the
patient is young. It nas sugéested in the 1jterature that the agee
20 and 40 were the most frequent estimates, although MS cases as young

as 11 and as old as 60 years of age have been'repbrted (Currier, Martin,

& Woosley, 1974).

Urban-Rural Differences. Limburg (1950) did not find statis-

" tical differences between the urbanand rural areas from studies.in

- Holland. and Scotland. Swank, Lersted, Strém, and Backer in 1952 found
MS to be higher 1in rate in rural (farming) than in urban (non-farming)
communities. Beebe, Kurtzke, Kurland, Auth, and Nagler (1967). reported :
fhat ma]e army veterans studied in 1967 showed that a gneater risk . |

(4 times higher) existed for those living in»nggzggglitan centres than |
for those living in small towns. Hader (the»4) imp1}ed from the
Saskatchewan experience that more MS patients came from the country

(were born or came from the rural. areas).

To quote McAlpine et a]? (1972) “The association of risk with
urban living is less secure but the qua]iﬁy,of the evidenee‘invits
favor is high if it is still small in quantity" (p. 41).

Sex. Leibowitz and Alter (1973) suggested a slight female
preponderance with female to male rat%os ranging from 1.08:1 to

1.13:1.- A study. in wannipeg indicated an increase in the female to



male ratio but the ratio followed the same pattern.- In 1951 the
observed ratio was 1.4 to 1 and the 1960 resurvey ratio was greater,
1.6 to 1 female to male (Alter & Kurtzke,'1968). Szumlas (Note 1)
studied 32 MS patients in Southern Alberta and the female subjects
outndmbered the male snbjecté by a>fatio of 2.6 to 1. McAlpine et al.
(1972) ;onc]uded~that women were not only clinically diagnosed at an
earlier age but were attacken by the disease more frequently than men.

Using data from 10 surveys, the grouped ratio was 1.9:1.

Etiology R v
~ Numerous theofies have been advanced negarding the cause of
MS and the manner in which the diseaﬁe is produced. General agréement
has existed that multiple factors affect its. cause. Comﬁon to cu;rent
' reseanchers wa; tne rejection of theories relating to stigmatization
or typica]‘deficiences of body types or organ_inferiority.a Cunrently,
twovthebriés haverccupied the strategic positions in the growing Body
of reSea;ch. Environhenta] and génetic factors have played a key role
in both theories (Qavis, 1973).
| According to one of the most popu]ar tneoriés, the cause of MS
has laid in a viral infection. Thé Virus.may enter the body,vremain
‘dormént for a period of time, and then produce an i]]ness.’ The concept
“of a sldw or latent virus is different from most of the infectious |
| diseases. This slow virus when‘activated-(activation may be due to
trauma or infection), attacks thg central nervous-system, generating
the process of denye]ﬁnizétion. Support for this theory was found in
the results of 1aborétory tests where high levels of anti-measles anti-
bodies in the b]ood-and cerebral sp{né] f]ufd were:%nUnd.(Lee, Note 8).

o
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The Immuno]ogicai, or Allergic Theory, was found to be one of
the most popular research topics. It was hypothe:ized that multiple
sclerosis may be an autoimmune disease called into act1on to fight off .
4fore1gn substances In other words, MS may be an a]]ergic response, |
which causes the body's own’immunizing agents to attack the fibres of
the central nervous system. By producing antibodies against some of
its own t1ssues, the normal protect1ve immune defenses are m1s]ed
Again blood samples were tested in the 1aboratory for unusua] anti-
bodies. "The protein which conta1ns most of the ant1bod1es, is
.1ncreased in the spinail f1u1d in a significant percentage of mu1t1p1e
sclerosis patients" (Lee, Note 8, p. 4). If antibodies did exist,
the researcher suggested that a vaccine was possible foritheﬂprevention'

of MS.

<

Margolin's concept of phys1o]og1ca1 regress1on in psychosomat1c
d1sorders was applied to MS in 1954. He”c]a1med myelinization of the’
CNS occurred in the first years of 1ife and all natural elements
(vitamins,'minera]s, etc.) had to'be sopplied to avoid the predisposi-
tion of the nervous system to 1ater structura] d1sorders This theory -
1ncorporated the hered1tary, deve]opmenta], and env1ronmentah factors
(Rudd & Margolin, 1964). SR |

McA]pine et al. (1972) rev1ewed MS for the effects of 1nfect1on
and trauma prior to the onset of the d1sease He noted both factors
seemed to -occur more commonly before the d1sease onset than wou]d be
expected by chance Conditions common]y associated w1th traumat1c
- experiences included: pro]onged s1ckness, pregnancy, monetary problems,

and the imposition of additional responsibilities.

eI e 0



_Clinical and Pathological Descriptions -

Multiple sclerosis is a chronic, neurological disease.

Demye]inizqtibn in the aféa of the brain and spinal cord, central
‘nervous system (CNS), prevents the passage of signals to and from the
brain. The neurological symptoms exist in a variety of forms but MS
is typically characterized by remissions and exacerbations of the
disease (Merritt, 1967). | | |

- Most of the body functions thét relate to one's daily activi-
ties are controlled by impulses transmitted along. nerves in the brain
and the spinal cord. These impulses travel to and from the brain,
thrdugh the spinal cord, to other parts of.the body return :

(Mu]tip]e.Sc1erosié Facts, Note 7).

The white matter of the CNS is composed of nerv: fibe-s tﬁat
are insulated or coated with a fatty substance termed myei n. S
attacks the myelin and the sheath is destroyed by. disintegration.
Scar tissue (patches of sclerotic tissue), or hard p]adues that for.

lead to the eventual nerve fiber degeneration. Repeated nerve fiber

damage or demyelinization caused from larger, thicker, .and more plaque

formatioﬁ eventua]]y-]eads to permanent destrqctionvof the nerve
fibérs. The result of this destruction is the brevention of passage
~of signals to and from the brain. In other words,'tﬁe transmission
1line used to facilitate the passage of motbr and sensory impulses is
interrupted. This interference slows, and eventually blocks the

nerve impulses completely (Davis, 1973; Multiple Sc]erosis*Prafrie

News, Note 9).

Drs. R. Buhgeland M. Bunge, in 1961, studied the relationship .

-
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of the Schwann cells in the Peripheral nervous system and the oligo-
dendrocytes in’the CNS. Tney concluded that the Schwann cells and the
oiigodendrocytes play a major role in demyelinization and the eventual
course of the disease (Merritt, 1970).

C]inica1 symptoms vary greatly, and MS has become known as an
individual disease because it affects each person in a different manner.
- This variation is caused by differing locations of the 1e510n sites.
There are three main1851on51tes in the CNS: the spina] cord, the
brain stem (cerebellar), and the cerebrum (DaVis, 1973).

Spinal cord lesions produce symptoms such as the absence of
sensations, numbness, insensitivity to touch or pain, and lack of
position. Effects may pe felt in the leg area by a sense of heaviness,
weakness or_awkmardness, and the gait ma& be unsteady or stumbling.

If the hand is inf]uenced, difficu]ty may be experienced in fine move-
ment control or in the handling and carrying of objects. Paraiysis in
the Timbs may eventually develop and strange]y disappear. Dysfunc-
4tioning of the bladder and/or the bowel im the form of retention or
1ncont1nence may occur (Davis, 1973) |

Cerebe]]ar or brain stem 1eSions manifest themse]ves through
visual prob]ems such as diplopa (double or blurred v151on) or nystagmus
(1nvo]untary movement of the eyeballs). CheWing and swa]]ow1ng max(
prove to be difficult and slurred speech may occur. There may a]soqr
be an absence of the gag ref]ex Again, vac1]1ation in the appearance
and disappearance of the symptoms may resu]t (Davis, 1973).

The last lesion area is in the cerebrum and its effects are

recognized as the disease advances Disagreement in the medical field



exists over the symptom evaluation. A§ orientation, thjnking, and
behavior are affected by.cerebrum lesions, it is dfftich]t to aséess
whether the symptoms are due to the stress of the disease or the area
of demyelinization: (Davis, ]9;3).

McAlpine etla]. (19725 described, after extensive research, a

benign form of MS. The onset of this form of MS was usually mild and

recurrences unimpressive; thus medical attention was not sought. Dis-

-covery of the pathological lesions occurred only during an autopsy.

. Symptoms, S1gns, and D1agnos1s

The d1agnos1s of the d1sease has been very difficult. For

yeers there has been no spec1f1c,ﬁconc1us1vef1aboratory test for MS
because'of‘the inconsistent characteristics of the disease. For )
example, a common test,cerebrOSpina1 fluid examination (CSF), assisted
in the MS diagnosis but other ﬁatho]ogieal diseases provided simf]ar
results in the fluid changes (Davis, 1973). ‘

Muitjp]e sc]erosis; hypothesized as mu]ti;ausa] in origin, has
usually beeh}diagnoéed from combined histerical and neuro1ogica]
fihdihgs. If evidence of f]hEtuation or. steady progress of the disease
existed and symptoms of CNS Tesions were manifested, a prqbabie diaé-
nosis of MS may have been made

A]though ne1ther conclusive nor comp1ete, steps have recently

22

been made in diagnosing MS. Carp, a virologist, reported the d1scovery

of a transm1551b1e factor that had the appearance of a virus- (Hader,
Note 3). Th1s discovery was confirmed- by the research of Drs. Henle
in 1975, which propogated a viral agentL Even the researchers”

cautioned that the results were "not yet conclusive" (Dampier, 1976).
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Dr. Levy /6 reported using t'.. MAL test (measles-adherent lympho-
cyte), a blood test which was claimed to identify the MS diseese. An
added feature ot'this test was the ¢laim that identiticatioh in the
early stages of the disease was possible (Edmonton Chapter, Note 10).
In MS, the tools are still lacking for def1n1te d1agnos1s as
‘We]] aé prognosis of the disease. There is no method of pred1ct1ng_,

the future or the disease course for the patient. Measures of severity

'.,1n MS are established 1nd1rect1y through the degree of the neurological

d1sab111ty Classifying.and c]ar1fy1hg past 1nformat1on does not help
in preparing the patient to live with MS, or in-preqicting the course
of the illness. . ’ :H f ¥

| The disease has been known to cripple, but not to kill.
Khow]edge of the life history of the diseaseiis a prerequisite to the
» estab11shment of any effect1ve therapeutic measures. Thelmysteries
of the disease far outwe1gh the known facts; therefore, the confusion
that the'MS’pat1ent experiences after diagnosis, 1sqpred1ctab]e. This
- Tlack of'khpw1edge about thevdisease“mayilead to an extreme range of
réactjohs (for example, non-threatening to great fright, panic to
utter disbelief).

Additional problems may result from symptom_mantfestations.

‘They may renge'from swift, severe onset to vague, errattc, insidious
eppearance. The patientts credibt]ity may be questioned when these
unclear, facillating features are reperted. The Mu]tip]e Sclerosis
Seciety of Canada 1isted a number of symptoms that should rot be
iénored: | | | |

1." Periods of reduced‘er exaggerated symptoms alternating

23
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2. Partial or complete paralysis of parts.of the bbdy
3. Numbness in parts of the body

4. Double or otherwise defective vision, such as involuntary
movement ?f eyeballs

5. Not1ceab]e dragg1ng of one or both feet
6. Severe bladder or bowel trouble (loss of control)

7. Speech difficulties, such as slurring -

8. Staggering or loss of balance (MS patients erroneously
are thought to be intoxicated) )

9. Extreme weakness or fatique
10. Pricking sensation in'parts of fhe body

11’//4¢E§Tof coord1nat1on

12. Tremors of hands (Multiple Sc1eros1s Facts, Note 7, p. 2).
d

A variety of factors play relevant roles in the precipitation
of disease exacerbations, which cause relapse dr‘contjnuous decline of
the pgtient. Patients are cautioned against the effects of fatigue,

~

overexertion, overwork, accidents, injuries, childbirth, and infections.

Medical, Soéia],Jand Psychological Effeéts

 ‘ The medical, sociai, and psychol?gical conditions havevhad
profoUnd'effects_on the MS patient. The unknown cause, yndiscovered
cure or t eatment,_andvthe individua1ist§c symptoms of thHe disease
have Ted to the predictable confusion experienced by each patient.
- Medica]‘prob1em§‘havé beeﬁ inherent in the disease. In view of the .f
ambiguous, and vaci]]afing nature of the symptoms, combined with the
unpredictab]e course o% the_dise3§e, further research (both medical

and nonmedical) has been required.

The disease, which usually strikes the younger age group, has
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forced alterations or abandonment of the patiené's goals and living
style. Important aspecté such as career and family requiré re-
evaluation. These diéruptions in turn have created prob]g;s reiating
to the pati;nt's self-image and %dentity. Patients have been

prematurely forced to concentrate on maintenance of body functions and .

general health. Many have been classified as handicapped and thus ~

required to cope with.possible pro]ongedlbed;care, social derpgqtion,
and prejudicial attitudes. - .
Disruptions of family roles have had important effects because
the’MS individual has had others to consider. Traditioha] family
roles may have to be re-evaluated (for example, mother who has been .
~a homemaker may be forced to become a breédwinner; duevto the fact
that MS is more common among near relatives than among the genéra]
popuiation, the young married couple Pay change plans -to héve children).
In addition,. the physical plan of the:home may require alterations to
-allow for maximum mobility. |
Disturbances in sexual ré]étions have been common in the course
of this disease. Gross sexuaT“ma]adjustmgnts such as impotency,
decrease in sexuai interests, abstinence in men, and co]dness,°
frigidity, abstinence, and dyspareunia in women, have frequént]y
occurred. )
The relationships that $Ejindividua1 has shared with family
and friends may decline. Lack of shared experieﬁeégz isolation, and poor
sexual relations, héve been common comptaints from Mé?patients. There

has been little doubt that physical changes in the body have frequently

been accompanied'by personality and psycho]ogita] changes (Bfaunel,

s i =
i/

-
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James, & Stoval, Note 2).

Treatment
Research projects involved with fhe prevention of MS-have had

limited results. Just as distant from success has been the development
of an effective "~ atment program for the patient with this disease.

~Therapeutic programs have been established to prpvide only
comfort andfadjusﬁhent for the MS patient, because the course of the
disease has hot appeared to be influenced by tfeatment. Reports of
success have been considered with skepticism. Unfortunately, when a:
ﬁatient following a treatment program‘has had a remission, it has been
difficult to assess the value of the treatment. Whether the remission
(a natural occurrence in MS) was spontaneous or the result of the
therapy, can only be determined b, repetition and reb]ication. The
prevention of attacks would be the ultimate experime i1 break-through
that scientists require.

.Drug Therapy. Drug therapy has controlled the disease

symptoms to a limited extent. Spasticify (reflex spasms) has been
-reduced and body dysfunctions (bladder and/or bowel cdhtro]) relieved.
Amelioration of viéﬁa] disturbances has occurred and emot%ona] dis-
tresses {depression and apprehension) diminished. This nonpermanent
relief has been administered in oral or injection form. The fo]iowiﬁg
briefly outlines the role of d}ugs with MS:

1. Dantrolene Sodiﬁa—¥benefits experienced in only 60-70% of

v patients
—tone of muscle spasms decrease as

muscles relax
—clonis decreased (Hader, Note 3)



2. Ditropan—relief of symptoms of bladder spasms '
—possible adverse reactions (Hade: , iote 3)

3. Mega Vitamins—use of 19 different drugs
—some side effects and patient reactions
(Hader, Note 3) _

4. r -tisone—reduced severity and shorter duration of MS

attacks .
—1long term use may have undesirable side effects
_ (MS prairie News, Note 9)

5. ACTH—reduced severity and shorter duration of MS attacks
—1long term use may have undesirable side effects
(McAlpine et al., 1972; MS Prairie News, Note 9)
~ .

6. Phenol—relief of spasticity- .
. —injection (McAlpine et al., 1972)

7. Diazepam—antispasmodic drug (MéA]pine et al., 1972).

Rehabilitative Therapy. Active patient participation is

required during physiotherapy. Following an attack, the patient is
left with residual motor disabilities. Later if there is a plateau
periéd, special exercises counteract sbaSticity. Thg muscles in the
unaffected areas are also maintained by'exercises. However exercise-
can be detrimental duringvacute phaées of the disease (Redford, Note
). - | |

Orthotic ¢eviées, such as braces and assistive equipment Tike
canes or crutches are a]sd used té maintain the mobility of the
| patient (Redford, Nofe 11). | |

’ " Electrical Stimulation. It has been suggeStéd that electrical

stimulation of the spinal cord be used to fggain_the voluntary Tusc]e
‘control ove; the5arms, legs, and sphincters.. Thfs_technique has-been
recognized as having limited value but,ilike any demyelinating dfsease,
the therapy.did improve the ability to reQu]éte muscle movement for a

select group of patients (Hadef, Note 3). On the other hand, Redford
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(Note 11) stated that electrical 5timu1ation had no place in the MS

treatment program.

Dietary Therapy. The diet of MS patients was carefully con-

‘sidered by Miller (cited in‘Hader, Note 12). He stated that 5unf1ower

seed 0il, rich in 1inoieic acid, seemed to reduce the number and

severity of MS attacks. _
Acuguncture.. ATlthough acupuncture‘has been used with MS

patients, this technique has been considered to be /in the experimental

stagés. Seiand suggested that more research was necessary to report

- the effectiveness of aqupuncturé as‘a treatment for MS (MS Prairfe

News, Note 9).

Surgica1 Controls.” Cutting ;he tendons of spastic muscles
hds improved batient comforf. ‘Tenofhmy’fé-prevent severe-crossing of
~the‘]egs has helped relieve contractures. Recently surg{ca] trans-
plants have been considered as ¢ form of relief (McAlpine et a1;,

1972).

Summary .

Attempts to explain the mysteriES df MS have produced few
consistent'resu]ts.“ Symptoms Eavé varied greatly, providing ambiguity
and uncertéinty for everyone invo]vea with the dfsease. Treatment . |
programs have been éfmed primarily at providing comfort for the
patient and assiSting'wit% the'problems of adjusfing to the disease.

Understanding of the'ljfe history of the disease is required before

effective therapeutic measures can be established.



CHAPTER 111

REVIEW OF THE RELATED LITERATURE

Introduction

i

Psychological assessment of individual traits.and abilities
has been impr;ved from its traditional role of mere categorization,
to the more recent use of individual test results in éttempting to
understand the composite personality.

As stated in Chapter I, the National Multiple Sclerosis Society
(U.S.A.) 1incorporated psychological testing into its research program
in 1948 (Harfowe?, Note 6). Numerous studieé wére sanctioned and
financially supported by the Society. These studies endeavored to
investigate intelligence, intellectual impairment or deficit, person-
ality cha;actefistics, and factors of affe&t}as theylre1ate to MS.

A survey of thé literature revealed that-some of the psychojogical
tests adminfstered to different groups of MS patients included: the
4Army General Class1f1cat1on Test (AGCT th Nechs1er Bellevue
Inte111gence Scale (W-B), the Babcock Scales, the Sh1pley Inst1tute

of Living Scale for Measur1ng Inte]]ectua] Impairment, the Hunt-

" Minnesota Test\for Organic Brain Damage (HM), the Minnesota Multiphasic
Personality Inventofy (MMPI), the Rorschach Teéhnique, the Szondi

test, Man—woman-Drawings, the Most Unpleasant Concept.tegt, Ralstead's
'Tests for measurement of biological intelligence, the Bender Visual
Motor Gestalt test, Figure- Draw1ng, Ha]stead S Neuropsycho]og1ca1 Test

. Battery, the Trail Making Test, and the Wechs1er Adu]t Intelligence
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Scale (WAIS). On the basis of this survey, the present author con-
cluded that further researcﬁ of the literature would add to fhe

" already long list.

Choice of Test Instruments

In choosing the test instruments for the present study, con-
sideration was given to suﬁh aspects as test va]jdity,btest réTiabi]ity,
range of abilities and personality characteristics'of patients, and |
factors affecting administration of the tests.‘ To the pétients, the
megSurements used needed to appear appropriate and 1ogica1. This was
accomplished by using instruments which weré?fntéresting, not too
1englhy; and generally undérstandabie._ Needless to say, thé'above
points weréééxtremely important 1n‘chqosing suitab]e‘£§sts for

4 \ .
examining 6Eophefﬁth MS. The test instruments lent themselves to

some degree of adaptability for the MS patients.. Individﬁal adminis-
tration was chosen, in order to facilitate répport ahd, in addition,
observe the test behavior of eachbindividual.

In this study, the present author selected the Wechs]ek'Adult
Intelligence Scale (WAIS), the Minnesota Multiphasic Personality
Inventory (MMPI), and the IPAT Self Analysis Form (IPAT) because they
met the~criter{é listed above. Each of the tests selected wa;La
we]]—known,.standardized psychometfic instrument (See‘Chapter IV).4
Together as a test battéry, they sampled a wide range of abilities
ahd personality characferistjcs. Thesé:measurements were deSigned
fo; use with adults in hOspitais, clinics, schools, and reseirch and

have come to play an‘authoritativé role in a variety of settings.

~ Because the present reSearch waé a descriptive study of MS

&7



us1ng the WAIS, the MMPI, and the IPAT,.it was beyond the scope of

this study to review the literature in deta1] The literature
regarding various concepts and theories of the dynamics of personality
' struqﬁuré and intellect would also be too é*tensive to mention. The
vast amount of research on ahy one test precluded ah investigation of

i its total aspects. In summary, the'literature réported in this chapter
pertained directly to the identified sample and the re]atiénship to the

three psychological tests listed above.

Intellectual Assessment of MS Patients - .

Historically, the functional relationship of the brain to
intelligence has been traced ‘as far back as Aristotle's laws of
1eafning. Crafts, Schneirla, Robinson, and Gilbert (1938) mainta{ned~
that assumptions of man's learning ability resulting fram chénges in
the brain's hervous tissues, were considered Tong before experimenta- .
tion was.contempiated Significant 1nformat1on regarding the struc-
tural and phys1o]og1ca1 characteristics of the brain was formu1ated by

the 19th century. Sugar and Nade]] (1943, p. 267) claimed that "a
paucity of material dealing with its MS mental symptoms" existéd iﬁ
American ]iterafure;vmost research in 1943 related to the Sbmatic and

pAthologic symptoms,. but the mental charaqteristics of the‘disease
were ignored. , |

When the menta1vmanifestatfons of MS were considered, the
_ 1iterétUre fnd%cated a.vast diveféity Qf opiﬁions.resu]ting from
' observafiona] studies. For example, Charcot and‘Dupré'"Feferred to
brogréssive dementias charac;erized'by defects of'memory, ha]]ucfna- )

tighs and other markedly expansfve moods closely resembling general
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paresis” (Sugar & Nadell, 1943, p. 2679. On fhe other hand, only -
s]fght mental changes, thch were transitory in nature, were reported
by;HQnt and Kraepelin (Sugar & Nadell, 1943). Cottrell and Wilson
(1926) found negligible inte]]e&tua] defects (2% of the samp]e)'in 100
consecutive ﬂS patients in a clinical setting; but these defects were

accompanied by marked emotiona] changes.  In contrast, in 1929

Ombredane noted that 36 out of 50 MS patients had very clear intellec-

tual 16§$es;\howeVér, his study was not based on quantitative compari-
sons. “He.believed that the main loss was represented‘by &ifficu]ty
‘ in initiating mental effort toward the solution of problems and in the
fatigability of mental functions, although he also observed losses in
memory, association of ideas, and abstractjon” (Roés & Reitan, 1955,
p. 663)7 7

In addition, Hunt,and.beer in 1944-defined the concept of
psychological deficit as "a loss or impairment of intellectual
efficiehcy from‘a previoué]y high level" (Cantér. 1951a, p. 3-4).
Using the -Rorschach test in 1945, Burgemeister-and Tallman (cited in
Canter, 1951a) conducted one of the first purely psychological
studies on MS patients. Confirﬁing Burgemeister's ffndings, Canter
| reported "that there appears to be an intellectual cqnsfriction and
impoverishment which is out of keeping with the educationa] and
cultural background .of the patients" (Canter, ]9§Ta, p. 10).

An important study by'Harrower (1950), ﬁsing a test battery
which included the Wechsler-Bellevue, %ocused on 61 MS patients and
457 control cases” (200 emotiona]]y{disturbed,'f87 normals, énd 70

handicapped patients). To make use of the best comparative data,
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Harrower discarded the hesu]ts from subjects with lower intelligence

scores (over 25 cases). She thought it unlikely that these scores

would obscure the results.

inte]]ectual testi

ng data were not

 presented in her interim report to the Association for Research in

Nervous and Mental Diseases.

In fact, the fin

al research report was

not submitted until 1951, ét which-time, using all subtests of the

Wechsler-Bellevue, she state

summarizing these fi
progresses a greater
scores, i.e., a less

d:

ndings, we may say that as the disease
amount of scatter among the subtest

well integrated i

appears. -In the same way, there is a
centage of the multiple sclerosis group which falls within

the very superior an
From a breakdown»of
sclerosis patients,

vulnerable trait examine

d superior ratings
the findings for a

ntellectual performance,
decrease in the per-

as the disease advances.
11 subgroups of multiple

it appears that memory is the most

d in the subtests (p. 48).

Between the time that Harrower presented her interim report

and the time that the final results wére re‘leased2 two other research

projectsvinvo1ved with MS pa

tients'were~pyb]ﬁs

hed. Diers and Brown

(1950) comp]éted a study of 24 MS patients using the Wechsler-

Believue scales. Data from

this psychemetric

evaluation indicated

that the 1Q distributionvin the MS group was essentially normal.

‘Statistical ana]yéis revealed that the MS group showed significant

departyre from normal pérformahce by a low mem

ory span for digits

(forward and backward) and better than average visual concentration

and attention in the Picture
‘and Brown attempted, unsucce

. determine a mental deteriora

Completion subtes

ssfully, to use Wechsler's scales to

tion index in MS.

t. In addition, Diers

-~

The Nechs1erfBe11evue L

Scale wa$ not adequate as a single indicator of existing cortical

damage with MS patients.
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In a study involving 47 MS patieﬁts, who were war veterans and
a“control group of 38 normals, who were hospital staff, Cantér'(1951a)
compared indirect (Héchs]er—Be]?evue Intelligence Scales and the ‘
American Army General Classification Test) and direct (Babcock,
Ship]ey-Harfford, Wechsler Deteriorationnlndéx and Hunt-Mihnesota
Scales) measures of intellectual deterioration. The results of the
American Army General Classification Test and/or the Wechsler-Bellevue
Scales given at the time of induction info the Armed Forces in.the |
~U.S.A. provided objective and quantitative estimates of original
capacity;and level of intellectual functibning 6f the patients prior:
to the onset of the disease.- Presumably none of'the veterans were .,
affficted by the disease prior to induttion, for a diagnosis of MS
on]d have warranted rejection by the Armed Forces. Repetition of
one or both of these tests provided-an‘estimate of the present level
of inte11ectﬁa1 functioning. A comparison of the differrnce betweeﬁ
the scores (before and after) represented a direct est “t- n the
level of mental functioning. Because defermfniné'the degree of menté]
deterioration waé the‘pqrpose of the indirect measures“used by Canter,
ea;h test was administered once to each patient after the MS wés
diagnosed. Cénter hypothésized that the resuitsbof the indirect
measures wou]drrelate s{gnificant]y "to direct measures of deficit
Based on tests before and after impairment" (Canter, 1951a, p. 13),
which would indicate that the dégrée of deterioration could be
detérmined by indirect measures. Mental deterioration was evident
~from the results of 23 MS subjects and the corre]ation'between_fhe

direct measures and the .indirect measures was significantly positive

34.
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(p < .05). The analysis of the MS data indicated a general loss of
vmbtor speed in the‘perfqrmance tests; thefefofe, the deterioration
for MS patients éppeared to be in génera] as well'asbspecific areas.

Problems associated with unmatched, control studies in this .
area were specifiéa]]y hand]ed in Baldwin's 1952 research. Matching
for socio-economic status, occupation, age, eduéation, and mArita]
status, she compared'the inte]]ectﬁa] functioning of 34 female MS
patients and 34 controls, consisting of women not under the care of
a doctor. More severe.degrees of deterioration occurred in the 65%
df the MS sample who showed moré chronic and incapacitating stages of
the disease, thus supportipg the.re]ationship between physicg1 involve-
ment and mental decline (Baldwin, 1952). Howeyer, the validity of
these results may be‘questioﬁéd Becauée the Hunt-Minnesota Test has
'béen shown to misclassify a large p?opoftion of patients with and
without intellectual impairment. Thefefore.the ma}n testing instrument
cou]d‘hayelbeen the reason for finding intellectual loss in certain
patients with MS but no losWin many dthers;

Since negative and positive results re1atingvt0”inte]1ectua1-
impairment‘had appeared in the literature, Ross and Reitan (1955)
employed a different proqedurevto study three samples (MS, organicv
brain damage, and no history of brain damage) for chracteristic mental
changes‘with 13 MS patients. Using the MMPI, Halstead's tests for
measurement of biological intelligence, and fhe Rofschach, they- con-
cluded that the MS saﬁp]e,'even tﬁo;eﬁwithout obvious signs of mental
deterioration; had a'high percentage_of intellectual impairment  (mean

was 55% below non-brain damaged sample). Support for Ross and
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Reitan's conclusions was found in 1956 by Sai-Halasz in-a study.of 200
MS patients without a control group (MaAlpine, Lumsden, & Acheson,
1972). |

Consistent with Baldwin's 1952 study, Parsons, Stewart, éhd
Arenberg (1957)_concurred that inte]]ectua].deterioration may or may
- not occur in MS patients. Investigating the abstracting ébiTity of
17 MS patienfs and a matched control group having no Eentra] nervous
system disorder, the authors réported a significant difference between
the test scores of the twdrgroups. The W-B and the Grassi B]ock
Substitution Test were administered and the results indicated that the
MS patients manifested a loss in thé'ability to function at *he
~abstract level. it was postu]ated that a parallel existed between the
degrees of ébstracting disability and the extent of neurological dis-
turbances. | |

In contrast to the previpus study, differént results were>
obtained in a Canadian research project where 40 patients (22 males
and 18 females) with MS and 40 volunteer contr61 subjects (17 nurses
and 23 patients) were cbmpared on a battery of tests which included a
measure of 1nte111gence for on]y 15 subjects from the sample. The
investigators, Ph111ppopou]ous, Wittkower, and Cousineau (1958) con-

.ded that a significant d1fference between the Lwo groups was not

ev1dent when W-B results were compared Compar1son of the two groups
in terms of Verbal, Performance, and Full Scale IQ's, as well as
individual subtest scores did not elicit a significant difference,
although the MS patients showed a tendency to have. lower scores on

" Comprehension, Digit Span, Picturé Arrangement, and Object Assembly.
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Investigating the link between intelligence and physical changes
in Ms; Fink and Houser (1966) reﬁonted”a,significant‘ipverse correla-
tion between Verbal IQ scores as measured by the WAIS and the degree
of physical involvement. Between 1961 and 1966, these investigators |
examined 50 nonhospita]izéd persons who had>had MS for no more than
five years when first tesfed. A modification of Kurtzke's (1955)
scale for evaluating disability in MS was utilized to divide the non-
"hospitalized persons into eight categories. (See Table1.) To quote
the authors,

The s1gh1f1cant re]at1onsh1p fodnd between verbal 1.Q.

and physical.disability is most interesting, in view of

the fact that the two measures bear no logical relationship.

Physical disability does not enter into the verbal sub-tests,

which seems to rule out the possibi]ity of ‘any cause-effect

relationship. What seems more 1ikely is that Towered I.Q.

and increased disability are both consequences of the

underlying disease. In other words, it may be hypothesized

on the basis of the present data that multiple sclerosis

has the effect of lowering both physical and intellectual

abilities. The r. 1 test of this hypothesis would have to

come from 3‘1ongitud1na1 study of change (p. 60).

As in investigations by Parsons, Stewart, and Arenberg (1957)
and Ross and Reitan (1955), findings of a 1968 psychiatric study in
England comparing 108 MS_patients with:a control group affected by
muscular dystrophy supported the idea of intellectual deterioration
(McAlpine et al., 1972). fhe results suggested that dpproximgte1y two-
thirds of the MS sample experienced deterioration by loss of memo?y,
conceptual thought, attention, and concentration. The deterioration
ranged from mild memory loss to profound global dementia.

" The most recent literature on the topic of fnte]]igence sug-

gested a relationship between the extent and Tocation of lesions in

the'CNS and the degree of psychomefric impairmen%? AIn‘particu1ar,
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TABLE 1

MODIFICATION OF THE KURTZKE SCALE FOR EVALUATING .
DISABILITIES IN MULTIPLE SCLEROSIS

1. No symptoms related to multiple sclerosis.

2. Slight weakness, or stiffness or mild trouble in walking, or
' awkwardness, or mild trouble with eyes.

3. Weakness c¢f an arm or 1eg,' or staggering when walking, or
lack of feeling in a leg or arm or some other part of the body,

or difficulty in controlling urine, or interference with vision
or double vision:

4. An arm SY leq paralyzed but can walk unaided or with only oné ‘
- cane. '

5. Needs two canes, crutches, walker or braces to walk.

6. Restricted to wheelchair but able to enter chair and wheel
self alone. ‘

7. Restricted to bed but can use’ arms effeéije1y.

8. Restricted to bed and cannot use arms.

Source: Kurtzke, 1955.
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%) Matthews, Cleeland, and Hopper (1970) used a controlled study to pro-

vide intergroup comparisons from a battery of cognitive, motc

~

sensory, and personality measures. Because MS and other neurological
diseases may have some similarities, 30 MS patier  were matched with
a control group of patients with neurological diseases other than MS.

,They we}e tested on nonverbal concept'formatioj-abi]ity, rhythm and

i\l

-épeech discrimination, and on the verbal and pérformance sections of
.. the WAIS. In tests demanding motor speed, steadiness, and fine
cooraination, the MS group performed significantly lower. A1l £he

other fasks showed similar levels of achievement betweenethe MS and

the control group. .
One of the biggest problems encountered in resolving the issue.

of intellectual functioning and/or impairment was brought forward by

i

Reitan, Reed, and Dyken (19?1)whostudied 30 MS subjects and a matched .
control group with norma1 brain functions. On an extensive test
baﬁtery including pure motor function, motor functions with a problem-
solving component, prob]em—so]vihg tasks that required a motor
response, and measures in other categories not limited by motor

functions, they reported the MS group did poorly on all motor-

4 \

performance tasks. Mild impairment was eviden@ in experimental group

e

subjects in the areas of verbal informatioﬁfjwerbal communication,

. ' v
abstract reasoning, and_logica] analysis. They concluded that:

The extensive battery of tests used in the present investiga-
« tion may provide findings which are sufficient to resolve
much of the conflict that has centered around the question
of intellectual and cognitive impairment in MS singce the
various areas of relative intactness and relative impairment
have been specified. (Reitan, Reed, & Dyken, 1971, p. 224)



A study by Goldstein and Shelly (1974) provided interesting
results through its attempts of "replicating two previous studies done
in the area of.behav1ora1 aspects of MS" (p. 280). A]though d1fﬁer-————"”"\\
ences existed using the W-B Scales between the results of the study by
Reitan et al. (1971) and the Matthew's et al. (1970) study that
utilized the WAIS, both invesiigations used the Halstead Battery of 
Neuropsycho]ogiéa] Tests and found similar testAresu1ts. Goldstein
and Shelly used Wechsler's report of the h1gh corre]at1ons between the
matched subtests on the WAIS and the W-B to substantiate their research
concTusions from their 1974 study. Goldstein and Shelly (1974)
selected three groups: 20 MS patients, 20 brain-damaged patients,
and 20 patients with psychiatric problems. The presence of'cbgnitive
deficits in MS patients was verified and consistent with the con-

" clusions reached by Reitan et'al. (1971). Although the group of MS
patiehts in Matthews' et al. (1970) study performed at a lower level
onvthe subtests than the groups used by Reitan et ‘al. or Goldstein

and Shelly, the mean.Verba] 1Q was higher_than the mean Performance IQ
irPn%Tléhree stud%es. Duplicated results for the MS groups from the
three studies included Digit Symbol as the lowest scale score, and
above average verbal sca]e scores (excluding Diéit Span). The results
of the three studies led to a comﬁon.conc1usion: While the level of
general intelligence varied, theapattern of high and Tow subtests,

and the significant motor disfunction was essentially the same.-

In summary, during the past three decades, knowledge of the
effects of MS on intelligence has been d1ff1cu]t to obtain and con- .

fusing. The 1ntroduct1on of standard psychometric 1nstruments as



- Measurement tools and the use of experimental controls as compared

to observational techniques appeared to lend more credibi]ity to the
results. The literature on the significance of cognitive change has
conf]icteg. Research varied in reports and interpretations of
inte]]ecfua] impairment, but there appeared to be a consensus of
'opinion as to a re]ationship\between 1nte]1fgence and the disease
‘variables (Matthews et al., 1970; Fink & Houser, 1966; Parsons et al.,

-1954; Baldwin, 1952).

'Persona1ity Characteristics of MS Patfents

In providing their opinions on the physical, emot%oné],vorﬂ
affective Symptoms, and changes the disease hae on MS patients,
Cottrell and Wifson (1926) Stated: o |

In scanning the literature we have cften been disappoihted

with the way in which so significant a group of symptoms

has been treated, one of the obvious reasons for which is,

that the disease [MS] comes almost entirely under the

purview of the neurologist. (p. 1) ..
Collaboration betheen the neurologist and the psychiatrist was
expressed as the only effective manner of dealing with ”abnermai
emotionality that is characteristic of‘diSSeminated sclerosis”" (p. 1).
Having observed and verbally questioned 100 MS patients, they con-
cluded that a change in emotional reaction was universal.

‘ The emotional reaction was explained by Sugar and Nade]]b(1943)
as the ‘instability of affective behavior. They quoted Charcot\fn 1879
as having written, "It is qot'rare to see them [MS‘pat‘ 1 give way
to foolish laughter for ﬁo cause, and sometimes to melt into tears

without reason” (p. 274). Then in 1905, Seiffer "was the first to use

the te 'po]ysclerotic_dementiaf in describing a psychotic state
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occurring in multiple sclerosis, characterized by a morbid.y expansive
mood, euphoria, or a marked lability and sudden change of mood"
(p. 268). Reporting from more than 10 different_studies, Sugar and
Nadell summarized the affective or méntal changes of MS patients,és
viewed from past résearch. |

Up to this poiﬁt, thé personality make—up of mﬁ]tip]e scler-
oti§§ was viewed as being changeable as a reaﬁtion to the physical
symgfoms. The effect of the disease on the individual, when researched, '
led to the diveﬁgénce of opinion regarding changes in personality. In
1922, Brown. and Davis suggested that apart from the mood changes, the
patient Eetained the same basic personality. Braceland and Giffin
(1950) fg]t fhe stage at whfch the disease manifested itself was the
affecting factor of pérsona]ity.change. The earliest MS researcﬁ
frequently used the térms premdrbid persona]ity, hysteria, and euphoria
to describe the MS patient (Borberg & Zahle, 1946;.C9ttre1] & Wilson,
1926; Jelliffe, 1921; Lansworthy, Kolb, & Androp, 1941; Sugar &
Nadell, 1943). Investigating the psychiatric aspects of 100 patients
using a controlled study,'Pratt (1951) was one of the first fesearchers
to .report that a specific premorbid perSona]ity type couid not be
 defined. Ih his work using the Thematic Apperception Test, he djd‘
nof find hysteria and euphofia'to be prominent features. Pratt's
findings were more in line with those of Braceland. and Giffin and fn
coht}ast to those of Cottrei] and Wilson (1926) who réportéd a ) ‘
moderately high 1evef (63%) of MS batientS'experfenéigg eUphofia: These
. different‘findings were probably due primarily to'diffe;ences fnfthefi‘ »‘P*‘

‘character of the material studied. For example, Cottrell and Wilson

e
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‘studied neuro]dgica] aspects.

During the same year in which Pratt released results of his
study, Harrower and Kfaus (1951) continued to support the idea of a
premorbid personality structure among MS patients. They argued that
-the petient's premorbid disposition and the progression of the disease
" forced eertain tybica] conditions on the pat{ent. Using a number of
projective measurements,'ldo MS pafients.were tested with the results
be1ng 1nd1cat1ve of "no typ1ca1 stereotyped or uniform persona11ty
p1cture [However] . . . in every test used there were some items
which differentiated this experimental group ‘from the controls” (p. 44).
‘The 1neidence of cértain trends in the MS group was significantly
higher than in the control group: MS patients showed an absence of
physical concern; overemphasis of dependency needs, low inner con-
ﬂJ1ct; or an attitude of resignation,.and unrea]istic optimism.
. Marked deviatiqn from the general popu]afion pattern was evident with
individual MS cases.-

» Psychological aspects of MS as measured by the MMPI were
reported by Canter (1951b). His descriptive study attempted to reveal
any ré]ieble persona]ify characteristics of MS patients. Thirty-three
war veterans from a previous research project conducted by Canter
received a retest six months after the imitial MMPI assessment.
‘Statistical analysis did not show a sigrificant difference between
the mean profiles. The f1nd1ngs revealec an ¢ evat1on of the three »
scales (Hypochondr1as1s, Depression, and Hysteria) which form. the

neurotic triad, supporting the presence of a "neurot1c over]ay" in MS.

The views of Gfinker, Ham,'and Robbins’(]950), who purported that
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"neurotic man1festat1ons often obscure the first evidence of the
central lesions, causing many false diagnoses of hyster1a (Canter,
1951b, p. 255) were supported when Canter noted that 65% of the MS

.veterans had been c]ass1f1ed as having hyster1a before the disease
was d1agnosed

Itwasinteresting to note that while the mood and emotiona]
direction of Canter's group was .toward depress1on, this predom1nance
of dysphor1a was contrary to the findings of Sugar and Nade]] (1943)
which indicated that the MS patients were euphoric. To support his
" views, Canter presehted the personality characteristics as being:
reactions of depression, preoccupat1on and concern for bod11y functions,
hope]essness, insecurity, indecisiveness, and introversion.

Baldwin's study of 1952 further Supported the presence of the
neurotic triad (Hypochondriasis, Depressioh, and Hysteria) in MS
patients. Marked schizoid trends were shown to be more preva]eht in ¢
'her'study than in previous investigations. 1In addition, Ross and_
Reitan (1955) indicated all three of their groups (brain damaged, non-
brain damaged, and MS) were- h1gh on the sca]es of the neurotic tr1ad

There appeared to be further support for Canter's MMPI pro-
f1]es when Shontz (1955) pub11shed his results. Using 16 pat1ents.who '
were hosp1ta]1zed for MS and a hospjta]ized control group with other
chronic illnesses, Shontz reported elevated scores on the HS, D, and
Hy sca]es even though the: actual scores were lower than those found
by Canter Reasons given for the lower scores included the h1gher'mean
age, the ]onger duration of the illness, and adaptation to the disease-

process of the patients in the present samp]e
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\
| In comparing the persona]ity.patterns of MS patients and;}

patients with_other neurological diseasés,'Matthews, Cleeland, and\
Hopper (1970) emp]oyed a different method of profile analysis. Using
- the four group classifications of (a) normal, depressed, (b) normal,
non-depressed, (c) abnormal, depressed, and (d) abnormal, non-
depressed, developed by Gilberstadt and Farkas (1961), these investi-
gators found equal profi]e freguency for the two groups in the
depressed area. The MS group was higher 1n frequency than the con-
trol group in the abnormal pr0f11e classifications. |

The most recent MMPI testwng.of MS patients was conducted by
"Schwartz and Brown in 1973. Rated for disabi]ity by using the Kurtzke
system (see Tab1e 1), 70 MS patients and 61 patients classified as .
having abpseudoneurologica1 disorder were tested on "two MMPI -
indices- -the 17-item pseudoneurologica1 scale (PsN) and the 7-item
- complex of Hovey" (Schwartz & Brown, 1973, p. 471). The PsN items
differentiated the MS patients from those with pseudoneurologic dis- -
orders but the 7 Hovey items did not discriminate between the groups
When the cut- off score of the PsN sca]e was adjusted, the scale
correct]y 1dent1f1ed 87% of the MS group and 90% of the other group

In summary , research findings on the persona11ty of the MS
patients conflict. Earliest researchers used the terms premorbid
: personality; hysteria, end euphoria to describe the personality of
the MS person. Recent research indicated that while trends have
emerged, no one personality type has been found.to be typical.
Studies have been found to support the conclusion that hS'patients are

euphoric, while others have been found to support the conclusion that
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MS patients are depressed. Elevation of the neurotic triad (Hs, D, and )
Hy) has frequently been found in studies using the MMPI. Some research
has indicated that emotional changes in the patients were universat,
while other research has indicated that patients experienced mood.
chahées,'but the basic personality remained constant.

Measuremerft of personality characteristics from intrinsic se]f}.'
disclosure appeared to be as vulnerable as observational deductions
from others. To illustrate this final point

an extract irom the diary of Barbellion (1948), afSUfferer

of the disease: 'I am astonished at the false iwpression

these entries give of myself. The picture is incomplete

anyhow. It represents the cloud of forebodings over my

inner self, but does not show the outward front I present

to others. This is one of almost constant gaiety--
unforced and quite natural.' (Pratt, 1951, p. 327)

Anxiety of MS Patients -

Throughout the literature related to MS, thé same basic prob-
lems connected with traditiona] research on anxiety wefe evident. As
‘numerous p§ychologica1 theories of anxiety exﬁst, an exact or preciSe'
un&ersfanding of the term wés difficult to 6btc . This confuéion was
compounded during eaf]y fesearch when $ome ahthors-interchanged.and ’ ,
used synonymously the term.“anxiety“ wfth'otheﬁ words, 1ike "stress"
and “fear." whatéver'theoreticai approéch-was emp]oyéd to understand
thislpersona1ity characteristic, anxiety wés eXpressed as a measdrabie
factor that variedbfrom one ihdividua] to another. The,uniqueneés of
- anxiety was also gonsideféd by the’manner in;whiéh each person sufferédgh
and coped with this anlea§ant state. fo Qiderstand this_staté of |
‘unplgg§§htness, Mowrer concluded:

fhere is a common tendency ingth day, both on.the paft of



the profess1ona1 psycho]og1sts and laymen, to Took upon
anxiety as a negative, destructive, "abnormal" exper1ence,
one which must be fought and if poss1b1e annihilated.
\«\
Anxiety . . . is not the cause of persona] d1sorgan1-
_zat1on, rather it is the outcome or expression of such a
state. The element of disorganization enters with the act
of dissociation or repression, and anxiety represents not
~only an-attempted return of the repressed but also a
striving on the part of the total personality toward a
re-establishment of unity, harmony,” oneness, and "health."
(May, 1950 p. 109)

While 1ndicat1ng the difficulties of assessing emotiona1
factors and their effects on the MS patients, McAlpine et al. (1972)

concluded that the relevant examples from the first edition of their
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book emphasized the ubiquity of the disease and most importantly, they E

established the need for fntnre research. Reporting on emofional
stress, McAlpine et al. presented examples from d'Esté (1822) and
“Charcot (1872)vthat might re]ate to anxiety as it is known tbday.
Using an account: of one pat1ent who experienced a series of physical
traumas prior to the onset of MS, McAlpine et al. ‘mentioned the
relationship between emotional shock and the disease onset. Likewise,
previous researchers, such as Moxon in 1875, Russell -in 1911, and
~ Bramwell in 1917, noted. this phenomenon (McATpine et al., 1972).

S. E. Jelliffe (1921, 1922) presented two different reports
on his studies of MS. By earefully studying his patients' unconscious
life for any 1mportant _tijonal factors, Je]]iffe believed tnat he
could uncover the source of 1ncreased tensions. 'fhese'tension states
were the cause of the changes in the.nervous regulators. He stated:,
"Whereas extekna] methods of measuring thevforce of emotiena1 factors
have been going on for a number of years, study of internél means of

.- registration are only just beginning" (1922, p. 87). The general



conclusion of his observational research was that emotional factors
produceq somatic a1terétions becaQSe the unconscidus emotional factors,
under more tensjon than the conscious factors, functioned continuously.
Jelliffe evidently reported that certain localized somatic changes,
dependent on one's unconscious emotional sfate, would produce the MS
pTaques that interrupted the nerve pathways. One can only specu]éte
whethér the tensions referred to by Jelliffe were related to the .
anxiety covered in the present paper.
| Cottrell and Wilson (1926,‘p. 8) briefly a]]udea to "mental
uneasiness, anxiety, tension, or dispeace" as being the opposite of
| euphoria. Later, Sugar and Nadell (1943) made reference'to Ombredane's
(1929) opinioné in their ]iteraryvreview of the mental indicators of
MS. Ombredane stressed anxiety as the main ;ymptom of new MS patients
who Were later classified as psychotic. . |
F Of direct relevance to the present investigation was Harrower's
report (1950) that an MS grdupﬁhad common characteristics such as
exaggerated.submission, compliance, and absegée of innervtension-
during all stages of the disease. She Suggesfed that'MS,patiehts
tested with the Rorschach Test reflected low énxiety and concern over
fheir bodily functions. A norma] group ;gsted at the same time was -
showﬁ to have three times the number of responses of the MS group.
Grinker, Ham, and Robﬁins compéredv26 patients and found no
free-floating anxiety but rather "an easy-going,bhappy—go-]dcky
attitude” (1950, p. 457).A At the same meeting that Harrower (1950)
and Grinker et al. (1950) presenteq their repdrts, Brace1and and

© Griffin (1950) reviewed their work with 200 patients, and they

]
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coﬁc]uded that most patients reacted with a norma%)degree of anxiety
and concern consistent with their disability. \

. At a later date, Harrower and Krause (1951) expanded the first
"author's initial investiéation and ebtained similar results. After
examining extensive records, these researchefs postulated that
'anatomicel answers on the Rorschach Test were related to an indjvidua]'s
conscious or unconscious concern ane anxiety over various bodily
functions. The experimental group showed a decrease in the number of
anétomfca] answers, while the MS patients in remission had a similar
number of answers as the normal groue._

One might say that the best type of adeptation to a disease
cituation for which there is no solution is actually to
disregard its presence. Patients during a period of
remission, on the other hand, who are coming back within
the normal framework, may permit themselves some concern
-with the body. (Herrower et al., 1951, p. 51)
| After carefully considering the wide range of anxiety‘estimates
from Ombredane to Harrower, a study involving 100 M5 pat{ents and 100
control subjects was semmarized_by Pratt (1951). The MS group did not
differ'significant]y from the control group when anx{ety'or hysteria
was considered; When Ross and Reitan (1955) reported the presence of
neurotic-1like, affective disturbances wfth Mé groups, they suggested
anxiety, depression, hysteria, and body concerns were characteristic :
of these affective disturbances. Rather thae producing a typical per4\ﬁ§$“
sonality pfofile for MS patients, the authors concluded that theira
-evidence emphasized on]y the differences in group trends.
Using the-Rorschach Test, Philippopoulos, Wittkower, and

Cousineau (1958) found their group of 40 MS patients to express less

anxiety than the 40 members of the control group. When test protocols



were examiged, the anxiety indicated by the MS group generally related
to body preoccupations.

The 1ast direct reference linking MS and anx1ety came from the
study by Fink and Houser (1966). These investigators noted low scores
‘on the Digit Span subtest of the WAIS. This subtest has shown to be
- sensitive to behavior characteristic of organic brain damage, memory
defect, or anxiety. Diers and Brown inferred the same results from

"’/;helr study in 1950.

Ra a review of the literature re]at1ng anxiety to MS

'ang;jqd?; : 'ting trends. Early inveStigators postu]ated a
' “. k-'éhfemot1ona] shock and the onset of MS. Some |
fconc]ugkd that anxiety Was one of the causes of MS
while others cons1dered anxiety as a symptom of MS. Studies were
found which indicated anxiety was not associated with MS; others were
found which indicated an amount of anxiety consistentgwith the dis-

> ability; and still others indicated increased anxiety with remission

of the disease.
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CHAPTER 1V
DESIGN AND PROCEDURES

In an aftempt to uedate local information regarding psycho-
logical charecteristics of multiple %clerosis patients in Alberta, |
1engtﬁy'discussions were cgnducted with Mrs. LaForge, the Executive
Director of the Prairie Division, Multiple Sclerosis Society of .
Canada. The subsequent uﬁderstandings'gained from tﬁese professiona]
discourses aided in establishing 1o§ica1, construcﬁiveytasks to be
fequired of the MS patients dufing the preseﬁt research. The author
attempted to ma%ntain for the MS patient a low 1e§e1 of projected
frustration in all aspects of the ;esearch without jeopardizing test

standardization. The following is a"bfief review of the design and

procedures of the pfesent study.

Population and Sample

A11 members of the Edmonton Chapter, Multiple Sclerosis Society
of Caneda were defined as the research population. Contaet was made
through the monthly news]étter distributed by tHe Chapter; a Fota1 of
795 copies were’maifed; Although this number appeared small in total,
if must be remembered that the projected incidence of MS for A1berta
was just over 100 per 100,000 population (Hader, Note 4):

Target Samp]e; In delineating a target sample Matthews et al.

(1970) have outlined as évcriterion‘that the patients needed to be able

to complete an extensive battery of psychological tests. In some

instances the MS disease had progreésed to the point where

ry



psychological testing WaS'impractica1. For example, the disease may
have caused some physical incapacitation which prevented the adminis-
tration of the performance section of the WAIS and thus the Full Scale
Intellectual Quotient could not be determined. Pratt (1951) found
that MS patients in the relatively early stages of the disease were
able t& complete an extensive.battery of tests. Pratt also found thdt
the durationvof the acute'symptoms ranged from 1 to 8 years with an
approximate average o% 4 years. The selection rule of not including
patients with the mos£ acute stages was reinforced by Fink and H0qser
(1966) when they found some patients with physical.disabilities
severe endugh that the motor tasks in the'psychological tesﬁs could
not be completed. Fink and Houser did not include patients wﬁo had
thé disease for more than five years when the patients were firét
teéted. ) |

The above4factors werebconsidered in determining the criterrh
for selection of the siubjects foruthe present study. In addition,
because the instruments chosgh were designed for use with adults, an .
age criterion was'establishea. &
The target sample for this3§tudy was de]iqeated by the
'%o]]owing four criteria:

1. willingness to participate and resident in Edmonton;

2. diagnosed as having mu]tipTe sclerosis by a medfca]
doctor; |

3. MS diaéﬁosis made within the last five years; and

4. subject eighteen years of age or older.

Considering the possibility of a research éasualty rate (volunteers
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who fqp Some reason discontinue to part1c1pate), the author requested
/ .

a m1n1mum of 25 aduylts.
{

"

\"~’”#Ibe request for volunteers for the proposed research was
acknow]edged by a total of 28 1nd1v1dua1s During telephone conversa-
tions w1€h these subJects;«the four criteria, the goals, and the
expectations were carefy]ily out1ined. Eight of the initfa] volunteers
were deleted at this point as they did not meet the established samp]e
guidelines. Therefore, the research sample consisted of 20 adults
wifh"mu]tiple sc1erosis *After the first. interview, the sample was
decreased to 14 due to m1s1nterpretat1on of the cr]ter1a (for example,
some MS patients thought the term “"the five years“ was related to the
time when medical adv{bé was giVen to quit WOrking), and the obV1ous
difficulty an individyal might encounter doing the research tasks.

The difficulty which could 1n1t1ate h1gh 1eveTs of frustration was
»fdue mainly to the patients' phys1ca1 states. ; /
‘ Study Sample. The Study sample consisted of the 14 volunteers

who 1ived in Edmonton and had the d1se se MS d1agnosed by a medical

doctor within the last flve Years.,

'1; Procedure for Data:Co]lection

TheAinitiai step in the research‘réquired‘the arranging of
individual interviews during WhiCB demographic data, such as sex, agé,
eaucation, and medica] informatijon (sée ABJ%ndix B), were obta1ned
The Wechs]er Adult Inte]11gence Scale (WAIS) a Measure of 1nte]11-
gence, was administered individually .to the 14 v01unteers -The
Minnesota Mu1t15hasvc Personality Inventory (MMPT) and the 1°:-

Anxiety Scale Quest1onna1rdv(5e1f Ana]ys1s Form) were adm1n1stered at

\
P
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later dates. Care was taken to consider the patient's health when
requesting completion qf these tasks, as many MS patients tire very
quickly, suffer from severe headaches and blurred vision, if phey
exert themselves too guch. . |

A11 test admiristrations and data collections were handled by
the author at a time convenient to the volunteers. A1l but three
individuals requested home appointments! The tﬁree psychological
tests were presented in the standard manner, following the d;rections
provided in the manuals. The initial s&oring was done by tﬁe author..
to maintaif consistency in the scoriné procedures. To check for
incorrect marking, a]l.test score.sheets, profiles, ahd interpréta—
tions of fhe results, Qere,reviewed by a different nsycho]ng,
'(ceFtified in Alberta) for each individual test.

To complete the tes .y, . * time variénce was: the WAIS--
éé mjnuteé to 2 hours, 10 m‘nutes;ithe'MMPI-—45'm{nutesvto 3 hours; y
and the 'IPA,T—-S minutes to 20 —“r.ites. At 10 ‘timzidid the v‘oluntee,rsw
meet as a group, . thus anonymity was maintained. During the last ”_b
appointment, the author assured each participant that an_iﬁﬁi&idﬁa]
follow-up séssjdn would be.anréhged to present individua1Aprof11es,
plus the general research findings. This last step was. seen as a
necessity in view of.the keen intefest of each ind&vﬁdual in MS

research.
e

. Test: Instruments : _ : ST

A
. In view of the vast amount of information available on each

LET
IR

of the test instruments, this review was not intended to be exhaus-
2 4 - y‘.

tive, but rather to provide an ogeFViewrof infotmation perfinent to

-
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the use of these tests in research.

The Wechsler Adult Intelligence Scale

The Wechsler Adult Intelligence Scale (WAIS), published in

" 1955, is an extension and revision pf'the Wechsler-Bellevue Scales. -

Composed of 11 subtests, which are scored individually, the WAIS
provides three different intelligence quotieﬁts (IQ). The Fu]1 Scale
Intejligence Quotient (FSIQ), expressed as < ' .age of scores around
the given scdre, is obtained by combining the Verbal and Performance
sectioné to«oﬁtain'the most consiéﬁbnf'approximation of the test ore.

Less re11ab]e than the FSIQ are the Verbal IntelMGence Quot1ent (VIQ),

»."'\

,»fwhjch 1s determ1ned from the first six subtests, and the Performance

-Q (P;Q), which comb1nes the last five subtests. The items chosen for 

" use on the test were selected from tests already in use at the time

, " Wechsler was developing the WAIS:.

Considered aMong‘the best of the individual adult intelligence
tests, the WAIS was_stgndardized on 1,700 subjects, bpthnfexes, aged
16-64. In addition, geographical 1océtion, urban. vs. rural regidence,
race,;pccunation, and educational level were conéidered in selecting

the subjec. , in an attempt to have the sample représeﬁtative of the _

entire population of the United States.'_Samp1ing~was not done at -

random, and as-a result, an unknown amount of bias may have been

~introduced (Wechsler, 195§ Pp. ).

The order of adm1ni$trat1on of the tests in the WAIS and a

. brlef descr1pt10n of the main concepts that are .tested are as follows:

“Yerbal Tests

. : v ,
Information: " general- knowledge, memory, education

S
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Comprehension: practical knowledge, social judgment, logical
solutions A |
Arfthmetic: concentration, ‘enumerating, sequencing, arith-
metic“reaéoning
\Simi]arifieS' ]at1onsh1p and abstract thinking, assoc1at1on
\b abstr ct ideas o
. i 7&#
Digit attention, rote and immediate memdﬁﬁ, sequenc1ng,
concentrat1on . : .
Vocabulary: word knowledge, verbal fluency, expressive ‘o
vocabulary \ : - o g%”*aa?ﬁf‘
Performan;e Tests - . : : :égaéj

Digit Symbol: speed-and accuracy of Tearning meanihg]ess'
symbols, motor controi, visual memory |
Picture Comp]etion' visual memory and alertness to detall
”_B]ock Design: reproduct13n of abstract des1gns from Wattegns,
visual perception | -
Picture Arrahgement: intefprétatiOn of socia1 sipuations,
visual perception |
Object Assembly: repfodﬁgiioh of»fgmiliér forms from memory, c
visual retention (WAIS Test Profide).:
Consistent with the practice fvﬁlowed in most inté]]igencé
tests, the WAIS 1Q is obta1ned by transferr1ng the exam1nees raw
scores to scaled scores (mean of 10, standard dev1at1on of 3), by
using an IQ conversion tab1e.appropr1ate for each individual chrono-

1ogica]'a;;T\ Each’conversion table of the WAIS covers ‘an 1nterva1 of

two or more years. With adg]¢ subjects, the WAIS was designed fo
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yield a deviation IQ by setting the average sum of the scaled scores

on tne,Verbal, Performance, or Full Scales equal to an IQ of 100 for
each age group and a standard deviation of 15 IQ points. The standard
deviation of the mean difference between Verbal and Performance for

the normal population is 10.02. A discrepancy of 15 points between

the two IQ's ie considered diagnostiba]]y significanf Twenty po1nts
of discrepancy is interpreted as likely due to some type of ma]funct1on
" (Wechsler, 1958, p. 160). |

Re]iabi]jty and validit; studies were described in the_ﬂﬁlg

Manual (Wechsler, 1955), Measurement and Appraisal of Adult Intelli-

) gence (Wechsler, 1958), and Wechsler's Measurement and Appkaisa] of .

Adult Inte]]igence (Matarazzo, ]972) Reliability coéfffcients fon

" the Wechsler- Be]]evue and the WAIS Full Scale IQs ranged from 90 to
.97 and for the performance and verbal sect1ons, from 84 to .96,
Using the Spearman-Brown Formula, split-half reliabilities ranged
from .64 (Picture Arrangement) to .90 (Fu]ilgeale). The reliability
data»reported from the standard error of mea;drement.and test-retest
method cons1stent]y 1nd1cated the range of reliability to be excep-
tionally good for 1nd1v1dua] measurements (Wechsler, 1955 & 1958).
Test-retest religbility data on the,WAIS and its 11 §ubtests vary.

For example, a 13-year study of-48 individuals reported correlations

g

ranging from .73 full, 70‘Vbrba1 and .57 Performance (Kangas and
Bradway, 1971), while Coons and Peacock (1959) tested 24 mental N ﬁ%?
. hospital pat1ents and found test-retest.r ilities of 96 or h1gher |
for all three WAIS IQ scores (Matarazzo 1972, p. 241).

Validation of most psycho]og1ca1 tests has- been 1nadequate1y

-~
v
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conceptualized. There are four categories into which validity studies

are divided: predictive validity (studying the criterion obtained

some time after the test is given), concurrent validity (test score

and criterion score are determined at the same time or when one test

is proposed as a substitute for another), content validity (test items are

a sdmpTe of‘the'investigator's universe by deduction) and construct
validity (measuring some attribute or quality which is not operafion—
ally defined and does not call for a new scientific approach) |
(Cronbach & Meehl, 1955). ‘

| The author of. tHEHATS! attempted to meet all the crude

critéria of'validity, but the method of construct validity best

\ -

indicated the adequacy of the instfument. Undérwood‘(1957)'stated
that any test which has adeduate reliability and va]idfty may be -
cdﬁsjdered as an operational deffnitionnof thé trait it purports to
measure. Accordingly, tﬁe WAIS satisfies the indépendent criteria
of ‘the general ratings from‘educators,‘reflects or conforms to.the
'dnormal-growth;curves of mental ability, and lastly, compares with
ovér—all socio-economic achievement (Wechsler, 1958, p. 108).

.//// WAIS Assessment Trends for MS Patients. Many MS'patients

have experienced difficulty jn completing the performance section of
‘the WAIS (Fink’& Houser, 1966), and it has been found that the ones
who were able to complete these subtests experienced .a loss of speed
on motor tasks (Canter; 1951a; Harrower & Kraﬁs, 1951)<_ Sgveral
'investiggtors (Diers & Brown, 1950; Fink & Houser, 1966; Harrower &

Kraus;f§9§;; McA]pine'et.al.,>1972; Philippopoulos et al., 1958; koss,
" 94 Reitan, ]gSS)fbave found fhat MS'patients perfofmed poorly on the

i
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Digit Span subtest indicating possible auditory memory losses assoct-
ated with the disease. Some\enidence was found to indicateJthqt
performance on the Similarities subtest tended to be similar to that
“of brain damaged patients (F1nk & Houser, 1966). Despite these .
“trends of low Digit Span and low Similarities scores, the Verba]le,
the Performance I1Q, and the Fu]] Scale IQ have not been found to be
useful in mak1ng a d1fferent1a] diagnosis of MS (Fink & Houser, 1966
Goldstein & She]]y, 1974' Matthews, Clee1and & Hopper, 1970).

M1nnesota Mu1t1phas1c Persona11ty Inventory

In the early 1940 S, the M1nnesota Multiphasic Persona11ty
Inventory (MMPI), a new psychometric tool to assess personality, was
initially used in psychiatric yractice but its application hes become
diversified to new fields hat7USe personality inventories. Con-
structed by S. Hnthawayiand J. C. McKinley, the MMPI provides an
objective assessment of sone major personality characteristics that
. affect personel, emotional, -and sociaj adjustment, Despite extensiVe

research, vaiidation is still fidt complete or satisfactory. Gilbert

'stated;

-

The MMPT is the on]y personality 1nventory’wh1ch is still
-usedy extensively in clinics and mental hospitals, primarily
- because the multitude of others (inventories) have proven
v1rtua11y useless in tapping any very meaningful dimensions
in human behavior which are not more rewardingly revea]ed by
other devices. (1969, p. 8)_ ' ,
Despite the aforementioned attr1bute, a: need has been recognnzed to
| 1mprove methods of applying the resu]ts of persona11ty tests )
The MMPI.was selected as a test instrument for this study
since it had already been used in research with multiple sclerosis

patients (Ba]dnin,'1952; Canter,‘1951;‘Ross & Reitan, 1955;"SCHWartz &
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Broyn, 1973; Shontz, 1955). ' However, the most important reasons for
us{;g the MMPI were the diagnostic comprehensiveness and clinical
| backéround of this instrument. -The test provides a totally objective
scdre, is suitable as a controlled method of observation, and
%nitia]]y requires a minimum of the examiner's time as it is self-
administered and easily sgofed.‘ The diéadvantages of the test in&]ude
»1nexpiﬁcab1e profiles of scores, transparent intent evidént by the
.content that is used, and therefore “the.trustworthiness of the
factual content of these se]f—descriptions varies extensively over
the different content areas of the.test" (Dahlstrom, Welsh, &
\ , :

Dahlstrom, 1972, p. 6).

3 .

" The inventory consists of 550 statements covering-a wide range
of subject matter: /fee]ings; symptoms, and behavior (see Table 2).
== The subject is askéq to sort the statements into True, False, and
Cannot Say_CaQéﬁﬁYﬁes as they apply to him at the present time. Good -
. and Brantner stated: S ‘ '
the:fdndamentai assumption underlying use of the test is
that -persons who are similar in certain aspects of their
- behavior, that is, in their responses to a set of state-

ments about themselves . . . are also likely to be-. ‘

similar in other ways and that therefore certain dimensions

of the personality of an individual will be suggested by

the pattern of his answers when it is compared with that of

an identified group. (1961, p. 4) '

The items, when scored, yield a profi]g consisting of four
validity scales and nine clinical scales (see Table 3). Three
va]ﬁdity scales (L, F, and K) provide’meaéyres of test-taking
attitude along with trait inferences, and the fourth (the ? sca1e)
reflects the number of items classified as "Cannot Say." The

clinical scales were developed through answer comparisons between
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TABLE 2

AN ARBITRARY CLASSIFICATION OF MMPI.ITEMS BY CONTENT

Content Area

Category
] . General health
2 ( General neurologic symptoms
3 Cranial nerves
§ ’ Mot111ty and coordination
5 , Sensibility
6 ‘ Vasomotor, trophic, speech, secretory
| problems
7 l Cardiorespiratory system
8 Gastrointestinal system
9 Genitourinary syst
10 Habits S “
11 Family and marital reTations
12 Occupational problems
13 | Educational problems
14 {  Sexual attitudes
15 I Religious attitudes
16 Political attitudes - law and order
17 Social attitudes i
18 Affect, depressive
19 Affect, manic
20 Obsessive and compulsive-stages
21 Delusions, hallucinations, illusions,
‘ ideas of reference . o :
22 ' Phobias N
23 Sadistic, masochistic trends °
24 - Morale
25 Items primarily related to mascu11n1ty—
' femininity
26 Items to indicate whether the 1nd1v1dua]
is trying to place himself in an
improbably acceptable. 1ight
Source: Hathaway and Meehl (19571).

Number of
"~ Items
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TABLE 3

BASIC MINNESOTA MULTIPHASIC PERSONALITY INVENTORY SCALES

Code No. of
Scale Name Abbreviation ’ Number - Items
. Validity Scales
Cannot say score - ?
Lie . L 15
Infrequency F 64
Correction K 30
Clinical Scales
Hypochondriasis HS S 33
Depression D 2 60
Conversion hysteria Hy 60
Psychopathic deviate Pd 50
Masculinity-femininity Mf b 60
Paranoia Pa 6 40
Psychasthenia Pt 7 48
Schizophrenia Sc 8 78
Hypomania - Ma 9. 46
Social introversion Si 0

Source: Hathaway and Meehl (1951).
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diagnosed psychiatric groups and a large group bf normals. Profile
interpretation is not made on the evaluation of a single ‘score, but
profiles that deviate significantly from the average on two or more
scales are important. For example, the "neurotic triad," interpreted

, : /
from the Hypochondrias1s, Depress1on, and Hysteria scales, is typically

high for neurotics. e
The values for the validated, d1agnost1c scales are converted

to T 'scores, which have a mean of 50 and a standard dev1at1on of 10

for the'génera1 popu]ation. After the subject's responses are counted

for each” sca]e, profiled on a type of graph, or coded (1abe1ihg the
scores in order from h1ghest to lowest beyond the normal 1imits of
T score 70), a tentative hypothesis is pred1cted for the persona11ty
character1st1cs of the individual.

| Reports on thé.re]iabi1ity of the MMPI appeared satisfactory.
The test authprs (Hathaway & McKinley. 1967) indicated test-retest
coefficients for six scales ranged from 83 to .57. Cottle (1950)
'tested unse]ected norma]s with two d1fferent test forms and the -
corre]at1ons for the cTinical sca]es were .56 and :91. Final]y,j
Holzberg and Alessi (1949), in the MMPI Manual, reported a reliability
range of .59 to . yﬂ on the clinical scales for test retest using
different~test vers1ons (p..8). Va]1d1ty estimated in more than 60%
of new psychiatric - issioﬁs wasAreported by- the authors to be
pos1t1ve (Hathaway & McK1n1ey, 1967, p. 8) but the degree of statis-
tical validity may be quest10ned as to its s1gn1f1cance for d1fferent
jndividuals in'chagg#qg conditioqs. In general, the MMPI has proven

to be a useful screening device for detecting affectiye'personality
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“disturbancesS
A summa;y\of the personality trengs of MS Patients, as inter-
preted from the MMPI, has been outlined invchapték Iy,
TPAT Anxiéty‘éca1e QuestionnéihgﬂﬁﬂﬁQ)

—

The IPAJ Anxiety Scale QuestioM™y;yg (5e1f Anayysis Form),
“is primarily designed to measure free’f]Oating, mahifagt anxiety
level, whethér it be situatiﬁna]]y—dEF?"mined or re]ativeﬂy indepen-
dent of the immediate situation” (Catt€l) g scheiers 1963, p. 13).

It was constructed by Cattell and schel&n in 1957 tO mget the demand

for a clinical instrument to measure a™XVgty ~ C1aSSifjed as a brief,

nonstressful test that yields an objectlvy score, the asqQ (or +te

IPAT, as it is commonly titléd), was 9€Tiyeq from 4:000 to 5,000
‘ v

questionnaire items categorized into ]6'mqj0r persOBdlity traits ,
| through‘ factor analysis. Five ¢: ne 16 pérsona1f0r§ conform
: tb bsychiatfié symptoms suggestive of a“xﬁety by Séatfstica11y
" clustering together. Studies involving mgre than 3-000 persons con:-
firmed the clustering effect of factor a“§1ysis (C?tte]] & Scheier,
1963). : ; |
Suppjementing.thé c]iniéal diagﬂoxig or thé‘aﬁpraiseq level
of free anxiety,rfhe test (see Table 4) abpeared to be i consensus
with psychiétrﬁc ratings of'the anxiety']Qve]s dete"ined throygh |
interviews. The 40 question IPAT_yie155Athrée"distinct‘ﬁumerica1
measures, the first of wﬁich consists of Fve separate-componeﬁts

classified as "second-order anxiety faC?OhSﬂ (Catte]} & Scheier,

D

1963, p. 7) and labeled as:
1. Lack of Self-Sentiment, 0y (-)s

64
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2. Ego Weakness, c (-)s : . %3
3. Suspiciousness, L;
4. Guilt Proneness, 0; and
5. Frustrat1ve Tension or Id Pressure.
Cattell and Scheier (1963) reported that the quest1onnaire also
divided the 40 items into two subscales:
A Score which gives a measure of cove: . unconscious,'hidden,
or indirect anxiety (the first <u items of the test); and
B Score which purports overt, symptomatic, or conscious
"anx1ety (the last 20 items of the test).
Finally, the total score oOn all the items is the most important and
dependab1e score, thus it is the indication of the anxiety.ieve1.
Inferences based on the other sCOTE breakdowns are weak due té the
’brevity of the test. |
" The IPAT is conveniently gesigned to be self-administered,
nonstréssfu], and simple to key score. The raw scores are converted
to a sten sca]e (standard‘ten) consisting of equal-interval units,
numbering from one to ten and one- ha1f‘a standard deviation in width.
' Consistent with the assumptions of a normal distribution, the mean is
5.5 on the sten scale. The standard1zat1on tables are utilized to
determine an individual's position in re]at1on to a def1ned popu]at1on
'_(Catte]l & Scheier, 1963, p. 10). Considerable 11terature 1nvo1v1ng
' psycho]og1ca1 phys1o]og1ca1 and behavioral measures, and their
cqrre]at1on with the IPAT measures of anxiety was reported by Cattell
and'Scheier (1963) Comparing psych1atr1c c11n1ca1 LOnsensus and the

IPAT scores, correlat1ons ranging from +. 3 to +.4 existed and cattell



|

considered this range more than adeﬁuate when reviewing thé-]bQ in£er‘
clinician reliability. The statistical comparison df test scores
between 795 normals and 59 anxiety hysterics clearly distinéuighed

> between normals (sten level 5.5) and high anxiety cases (<ton level
8.1). In total score, the high anxious were 20 full pon gher
(raw score of 45) than the normals.

Total scale score reliabilities randed from .80 to .92 for a
oné-week test-retest, while testi-retest dependabi]ity for two &ears
had a reliability coefficient range of .47 to 1. Fur;her research
indicafed that sp]it-haf? reliability coefficients (hohogeneity)
ranged frbm .60 to .63 for the coverf subscale and .75 to .79 for the
items on the ébert subscale. Aithough brevity was the cause of,thé
Tower reliabifities reported for the IPAT items when compared to the
first-order factors of,thev16'Persona]ity Factor Qdestionngirei(from
which the IPAT items were.taken), the authors indjcated-the dependa-

bility remained adequate for research purposes’ (Cattell & Schgier,

1963).

67

This study utilized the IPAT instrument to determine the over-

7

all picture of anxiety for the sample of MS patients. Clinical norms
for the test have been established far . physicé]]y disabled group

with locomotion interference. The questionnaire was designed to

measure only-free-floating, manifeSt-aniiefyf TWenty c]ihica] groups, -

after completing the comprehensive‘iﬁ PF Test, indicated that the

3

C e

©~ components classified as anxiety were_,

the only ones which are typically high in all clinical.’
groups . . . . anxiety as measured.by thé IPAT ANXIETY
SCALE is much more highly and consistently associated with
all forms of. disorder (neurosis, psychosis, character .
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d¥sorder, even phy51ca] disability) than are any other
factors. (Cattell & Sche1er, 1963, p. 14)

N

Demograph1c Data

The co]]ect1on of demographic data was a major focus of th1s

study. Data were obtained from personal interviews with -the subJects
- 1. N %‘ :
P » 1. Persona] data: sex, age, education, maritaT status,

and; categorized as follows:

/ _ number of offspring, employment statusA"
2. Background data: ethnic or1gln, ord1na1 pos1t10n, home

environment

3. MS Medical data. age of onset, initial symptoms,“period'

betwéen first symptoms and medical diagnosis, number of
_doctors'seen prior to diagnec-is, duration of the disease,

family history of MS, mem: h "1 the MS society. v

Research Questions ’ - o b f*” .

Prev1ous 1nvest1gat1ons of MS gatlents a the relationshfp.‘

r

c]us1ve, currentk or 1oca1 Thsiéégﬁfﬂt study<yas des1gned to” bej'

v&"“’:’ )

exploratory and conaeataral in nature and to prov1de a descr1pt1on

'lof the charactenﬁ%t1cs ofrloca1 MS.patﬂentsg.therefore,‘no specific

L N
hypotheses were formu]ated Inasmuch as~the past research (Chapter

‘1I1) has- been ronf11ct1ng and has not indicated a clear d1rect1on.of

the results that could be ant1c1pated in this study, expected“trends

were not outlined. The foilowing research:questioys were ‘considered

v

to be relevant to a study in this area: y -

' Question 1. Are there discernible trends on the Fu]lecale»

© . R

<

Y
R
:

' to spec1f1c psycho]og1ca1 assessments have not been cons1stent con--‘

-

68~
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stud1es rev1ewed in Chap&gp’lll’l

‘\\ .
e , \ c e v
IQ scores obtained for this MS sample that are different from the
WAIS norming gemp]e on the Wechsler Adult Intelligence Scale?
:Qdest%on 2. Are there discernible trends on the Verbal IQ
scores obte:ned for this MS sample that are different from the WAIS ~

norming sample on the Nechs]er Adult Inte111gence Scale?

o L

- ;\ Question 3. Are there dlscern1b1e/trends on the P{rformance\\\\
. \4@0

res obtained for’ this MS-samp]e that are different from the WAIS
nor%;ng sample on the Wechsler Adult Intelllgence Scale? |
4 . Question 4 Are there d1scern1b{e trends on individual WAIS
subtests obtained for thfs M9 samp]e that are’ dlfferent from the WAIS,
norm1ng sdimple on the Wechsle@%fdult Inte111gence Sca]e’ B )
| - Questmn 5 Are the HAI&%rofﬂes x01’ th1s MS Samp]e cons1s- %

tent or 1ncons1stent with profw]es obta1peq from other research

i

Quest1on 6. Are there d1scern1b4e @regds on the sten scores

~ obtained for th1s MS samp]e %hat are d1ffergp&.from the IPAT genera]

_ popﬂ]at1on norm1ng samp]e on the IPAT Anx1ety Sca]e Quest1onna1re7

(',

berof11es was oncerned pr1mar1]y with

At

Analys1s of the, ";
3 »Jﬁ
the 1dent1f1cat1on of tge\p'”

sclerosis” (Canter, ]95]b . 253) In thjﬁ research the MMPI pro-

. s * .
file of the.MS sample was stud1ed.specifica11y to answer the following:

;sona11ty pﬁtterns associated w1th mu]t1p1ev

oA

7

Question 7. -What are the mean’scoresepn each scale of the MMPI-

fer females, males, and the total Mé"sample? Da. common personality

‘trends exist? b : ' . .
. . . B ‘. ,‘/

guestion 8. How many MS pat1ents scored be]ow the T score of

'.\

30 or above the. T score of 70 on each MMBJ scale? .

- 69
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__tive”stat1st1cs of frequency tabu}at1ons and means. Descr1pt1ve

L
Il
8

e

3

Ahalys1s of Data

Demographic data were classified by use of the smmp1e descr1p-

tables were prepared and preséhted for each category and research %

‘.w

' questlon Data from the WAIS, MMPI, and IPAT prof11es were graph1ca1]y

.presented show1ng scale means and frequency tabu]at1ons " These graphs

were stud1ed to determine if deviation from the e§¥ab11sh9d means of
the norm1nggsamp1es existed. Because of the sma]] samp]e size,

¥ o -
statistical-analysis wasjnot'considered ‘to be appropr1ate and only

obvidﬁsstrendswwere disgyssed.

o o
: ok

L1m1tat1ons of the
LV A -‘

1~‘ The- present study was subJect to theﬁ;1m1tattpns of
[

PN

volunteer. research, Aﬁosentha1 and: Rosnow, 1975)

' 7

2.‘ Thé!procedure for se]ecﬁjon of subJects d1d not a]]ow

70

u M . &’«’ . N @ ‘
for. the samp]e to be representat1ve1§f a¥Yl MS pat1ents - g
C8 g AU ‘ .

Summary ™ - . » : Jz _ .
Iﬁ'summary, the samp]e for this study cons1sted4bf 14 vo]un- '

_@edmal doctor w1th1n the pa

LR

* teers who lived in~ “Edmod

irﬁd had the d1sease MS d1agnosed by a

f1ve years In add1t1on to co]]ect1ng :
&

’;data through the adm1n1strat1on of the’ wAIS the MMPI, and the IPAT, ’

the author co]]ected demograph1c data from the pat1ents The relia<

bility \and va]lthy of the test-instruments were estab11shed and
researchi using these 1nstruments with MS pat1ents was out11ned

Research questjons, ahalys1s of the data, and ]1m1tatlpns of the study

were presented. N

. . ] / '



CHAPTER V e
RESULTS

-~

introduction

. The informatfon»sy .ft%d during peréona]éhhterwiews (intermiew
gu1de Appendix B) has been co?p11ed in th1s chapter. The demograph1c
ldata_co]]epted have been‘d1v1ded into three categories: persona] data,

-‘background data,_and MS medical data.’ Research questions were formu-
lated to ‘compare the MS sample to the norming-samples of the WAIS and .
the IPAT, and MMPI profiles were graphically-compiled to determ1ne '

whether common persona]ity trends existed among MS patients..

S asy

‘ L ; | ‘- &éﬁﬁ

- N - / . R ) "
QL oY + i 'A'*iﬁ

3

Informat1on gathered from pérsonal 1nterv1ews wg%h the MS o

"Demographic Data

n,

pat1ents has been d1sp1ayed 1n‘Tab1es 5 to 20. A]mbst three—quarters )

' ' of Epe pat1ents who vofhnteered to par;1c1pate in the study were - ;
fema]es More than one-half of the samp]e fe]l w1th1n the age ranges .}gf‘
of 20-40 years, however, 13 of the 14 §ubJects had 1nd1cat1ons of
the d1sease pr1or to the age of 46‘ Even though the study had been
vanted to pat1énts who had been diagnosed in the last few years, 10
of the samp]e of 14 ‘had indication3 of the illness prior to this time

- span The t1me span between initial symptoms -and diagnosis ranged ;.

“ from 6 months to 30 years Jhe majority of the p?tlents (10) had.

-

.seen three or more doctors‘Before d1agnos1s had beensmade. = It was

1nterest1ng to note that fema]es repbrted,a proport1onately hlgher ;=_5¢}411

number of 1n1t1a1 symptoms than d1d males. Early 1nd1cat1ons 6% the;
- | | R A
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TABLE 5
SEX OF MS PATIENTS

Sex .7 Number

~ L
Females B - 10
Males ' 4

Total ' 4 .14

TABLE 6 : " n
j} ' q@F-- AGES OF MS PATIENTS

R

e Females ' Males

W Agéﬁg;“ - o . N=T70 0 N 4 e
20-29 B RS ?
30-39 o I S
40-49 37 7 2 5

50-59- 7 - - -
60-69° - 1 E e T
Total RS [N

2 ! .
. Mean Age 38 ' 38
Age Range . 23-63  23-48
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TABLE 7 : &
EDUCATION OF MS PATIENTS

: Females ‘Males " Total
Education N=10 A N=24 N=14

i R

Less than 8th grade - - - T
8th to 11th 4fade 4 2 | 6. o w
Completed high school 4 ' 5

High school plus | . R &
some course(s). 2 d {. - 2

Completed college or _
technical school Y . 1 | 1%

University . L ' e

: e .
%}@9 ‘ s R v o ~ ‘
Total . L 10 SR 14
: oo .

~ ’

T TABLE 8 -~ >
MARITAL STATUS OF PATIENTS -~ = N

o - Females 7 Males -  Total . ek,
Marital Status : “N=10 N=24 ' N=14

— Py

::.‘Totgl L

4

w
—d
E-

Single Ly

) ,
N3 ’ 9,

(=]

- Married

Divorced A A - " 1
Separated ,_ - g . -

- N he Y . L .
. ‘o <. o . . )
2. . 2 : . a . . .
T 7 - .
; - . A] - B )
N



TABLE 9
NU! RER OF OFFSPRING OF MS PATIENTS

Number of _ Females Males
Offépring . y N=10 N=4

0. .. " 2 2 s

3-5 o 3 " 2 5
+ ',j >..> R e - N _ v ‘ - - . -
- 6 , . ‘ . ; ' ; ¢ T
Totdl 10 N 1‘p
o SIS . o,
"Mean v 1.8 e 2 1.8
o B R -
. o S
‘ .V ’ ] .. ¢
/ . 9
L;‘q ’

| | TABLE 10 .
' EMPLOYMENT STATUS OF MS_PATIENTS - .

: ' — = == = .
Employment : 3 Females - Males ' Total Y B
Status . : : N=10 R=4 N=14

Employed . 1 3 e 1 A
’ v 7 7 2 ‘ Qg g

Pensioned I - it , _
Total L 0. e L 4

Not employed




TABLE 11 )
‘: ETHNIC ORIGIN OF MS PATIENTS

. Females - Males Total
Ethnic Origin : N=10 N=24 N=14
Canadian origin 7 4 N
ngreign born 3 ) - 3
Total L 10 4 14§
3
{ .
S " TABLE 12
7 . ORDINAL POSITION OF MS PATIENTS S
Position in. = | > Females Males Total
~ JFamily _ - N=10 N=4 . N=14
Only child ‘ ‘ 1 1 -, < 2
Eldest child 2 . 3
* Middle child . 5 R 6
Youngest child . 2 B 3
Tw,-inS. 4 S - ‘»'::.‘ s S - 'V N | -
E " T - , { _
KR - 7 . .
BB Tetal . oo - 10 g 14

75
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TABLE 13~ - °
CHILDHOOD HOME ENVIRONMENT OF MS PATIENTS
. " a | Females . Males
. Environment N =10 . N=4
Broken homes . \0 - ] -
, | ST 7
Unhappy childhood A 3 _ -
Happy chiTdhood 7 4 oM
Total : 10 R I
3
o TABLE 14
AGE OF ONSET OF DISEASEtﬁF MS PATIENTS
: (INITIAL SYMPTOMS) e
. ' Females - . Males Total -
‘Age of Onset N'=10. -N=24 N=14
Under 20 years 5 o - .f5-
20-29 years - 3 3 6 .
30-3\years - 2 - 2.
RS o . : - ] » ]
40-49 years L - _ U R, 1
. Total T o, e 14
Mean Age”™ - 22, - 29 24 ¢ '
-, B . FEN . . . . " ‘ . .
Range - 16-31 21-40 16749 v
\ } i} ,
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TABLE 15

INITIAL SYMPTOMS OF DISEASE OF MS PATIENTS

Types of - .~ Females Males = Total
Observable Symptoms o N=10 N=24 N=14
Motor

- Balance 2 2
\ ™.
- Sensory Lo
- Visual
(Blurred or Double) 4 5
- Tactile
(Numbness) 8 11
- Combination .of ~
visual and tactite . 1 1
- Speech - 1 -
Total "~ 20

Ve W ) .
31otals exceed number of subjects
with more than one initial symptom,

-
" “ P A C B
SRR e
. ] .
. N
B B N ] .
> . . i
&~ - , . y
.

4

e
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TABLE 16
TIME LAPSE BETWEEN FIRST SYMPTOMS AND MEDICAL
DIAGNOSIS OF MS PATIENTS
Females Males Total

Time Period L N=10 N=24 N=14

Less than 1 year 2 - 2

1-5 years o 1 2. 3

6-10 years ‘ ;o L3 N - 4

11-15 years S - 1 1

16-20 years LIRS - 1

Over 20 years 2t 1 3

» . B Gy RPN TN )

Total S 10 REs Ui LT 14
s ® . : B S %
Mean (in years) = - 12 6 10

g Range (in years - .5-30 2-13 .5-30
t - </ o
d g
o L
L
- 5 o R
} - -4
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TABLE 17
NUMBER OF “DOCTORS SEEN PRIOR TO DIAGNOSIS
" OF MS.PATIENTS m
Number of ' Females Males *~  Total
Doctors N=10 N=4 N =14
1-2 2 2 4 ‘
3-5 o 6 - . 2 8
5+ 2 iGe - 2
\ i o : .
Total B [ PSR A 14
® Mean | 3.8 . . . 2.5 3.4
3 ’ : L ' .t ' .
Range . 2-7 145 1-7 -0
' ‘ F +-
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TABLE 18

DURATION OF ILLNESS AND DEGREE OF DISABILITY b
Degree, of Disability
@ Females ‘ Males .
- & N=T0 N=4  Total
Duration ~A C W Total A. C.W Total N=14
% A 5 ; —
5 or less years 2 - - 2 2 - - .2 o4
6-14 years  -\ 4 3 1.1 .5 -1 - 1 6 %
. : s . ’ S 4 L o . '
.15-24 years 1. - Bo. o 2
25 or more years 2 - = 2 - -"Tﬁ' - | 2_;'
. Total T 8 .1 1 10 3 1 - 4 14
o RE
N%e. A. ‘-Amb.u]ator_y. patients _ o : _
e R o : T . T : =g
- C. Cane patients . ' "
W. Wheelchair patients "
2 - s N <o
- A. :f



| TABLE 19
* FAMILY HISTORY OF MS PATIENTS

Females Males Total
N=10 N=14 N =14

Family history 6f MS 2 2 4

No family history of MS- - 8 2 - 10

Total o 10 | ' BT

g5, !
fs;%&‘ W
% L .
A g
& o TABLE,, 20
: o .' e X i
MEMBERSHIP IN MS SOCIETY OF MS PATIENPS‘&* o
. ' , h .
3 i

S - Females Maies . Total
Membership Status - N =10 N=4 ‘ N=14

el

© Member, A u i 13

A

: i , . : : e S By X
. Nonmember 1 - : 1
-~ R N . 3 C

S Total . T o100 e a4 18




disease were primarily a-combination of visua] énd técti]e symptoms.
c The MS patxgnts in this study were primarily of Canadian-

origin. They reported that they had experlenced happy childhoods.’

"Almost one-half (6) of the sample was comprised of middle children,

with o]dest and youngest children in the next h1ghest categories.

" Reports of additional cases of MS in the family were made by four of

the subjects.

\

Research Questions

i

Results have been reported folTowing the traditional format,
which includes restatement of the researcn questions; presentation of
rpert1nent data, and the drawing of appropr1ate conc]us1ons

Question 17 Are there d1scern1b]e trends in the Full Scale
IQ’scores obtained for this MS samp]e that are different from the,NAIS

norming sample on the Wechsler Adult Intelligence Scale?

‘The distribution'of Fufl Scale IQ scores for MS patients for

the WAIS were c1a551f1ed according to the range of 1nte111gence
quotients. The results have been repqrted_ln-lable 21. Jt ‘was ‘noted
that eignt of the patTéhfs were in the averege’ran?e‘of api]ity and
the distriBuZion of the.samp]e was essentially normal. ’

A summary of mean scores, varjances, and standard deviations
obtained forvMS patients and the WAIS norming sample has been disp’ ved
in Table 22. The results for each jndividual in the MS sample on the
WAIS “have been repdrted in Table 23. It was noted that the Fn11
. Scaje 1Q scores for the MS samplc ;fema1es, males; and total greup)

' were in the average range of intelligence.

Conclusion. In this study there was no discernibﬂefzifferences

82
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) \ TABLE 21
DISTRIBUTION OF FULL SCALE INTELLIGENCE QUOTIENTS

"FOR MS PATIENTS ON THE WAIS

y—

‘§tandardvDeviation

10.22

~ Number
Pat’ ats
v Range of —
Intelligence Female M:le
‘Classification Quotients N=10 N 4
Very superior" ‘130 and above - -
Superior 120 - 129 1 -
Bright Normal 110 - 119 2" 2
Average 90 - 109 6 2
Dull Normal 80 - 89 1 -
Borderline 70 - 79 - -
Mental Defective 65 and below - -
Total 10 4
Mean = 105.78

14

14

§

,
‘
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TABLE 22

MEAN SCORES, VARIANCES, AND STANDARD DEVIATIONS FOR
MS PATIENTS ON THE WECHSLER ADULT
INTELLIGENCE SCALE

Sample Standard
Number Mean Score “Variance Deviation
MS Patients
Full Scale 1IQ '
scores 14 105.786 104.458 10.220 .
, : * '
Verbal IQ. ) ' ‘ -
scores 14 112.714 . 119.778 10.944
Performance IQ B ' | o
scores . - 14 96.000 122.000 . . 11.045

WAIS Norming " T
sample 1,700 .100.00 ‘225.00 15.00




TABLE 23

WAIS VERBAL, PERFORMANCE, AND FULL SCALE IQs

~FOR MS PATIENTS

85

WAIS Norms

Verbal Performance Full Scale
1q ) 1Q
Females:
A 97 30 93
B 92 82 87
C 105 89 98
D 120 91 108
E 127 15 123
F _ 18 92 108
6 115 110 114
H 100 96 .98
I 114 103 109
J n7 . 99 10
Males: o
K 129 95 15
L 109 72 93
M 126 109 119
N 09 101 106
Mean Females 110.5 96. 104.8
Mean Males 118.2 94. ®108.2
‘Mean Group " 112.7 96 105.7
100 (00 100
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on the WAIS Full Scale IQs between the MS sample and the-NAiS norming
sample. e . |
| guestion‘g. Are there discernible trends on the Verba1 1Q 3
scores obtained for this MS sample that are different fnom the WAIS
norming sample on the wechsTer Adult Intelligence Sca1e2
A summary of the scores obtajned by the.MS patients on the
verbal subtests of the WAIS was compiled” Results have been reported «
in Table 24. Four of the MS patients (2 females and 2 males) obtained
Verba1 IQ ecores in the superior range (see Tab]e‘23); however, the
mean Verbal IQ scores for the total MS samp]e was in the bright normal
‘range of ability (Table 22). .Both females and males obtained meah
scores in the superior range on the Compnehension subtest and‘above
average mean scores on the Simi]arif?es subteét. The mean scere
obta1ned by females on the Digit Span subtest was below average.
Conclusions. In this study the mean Verbal IQ of the MS ab
patients was above average. This'was pr1mar11y due to the high scores
obtained on the Comprehensfon and Similarities subtests. Females
obtained a mean score below average on the Digit Span-subtesé.
Questian 3. Are»there’discernible trends en the Performance
1Q scores obtained for this MS samp]e that are different from the WAIS
norm1ng samp]e on the Wechs]er Adult Intelllgence §Ea?e7 |
A summary of the scores obtained by the MS patients" ‘on the
-berformance subtests of the WAIS was compiled. Results have been
' reporte? in Table 25. Three of the MS patfents (2 fema]es and 1 male)

obtained Performance IQ scores in the below average or dull normal

range (Table 23). The mean Per€ormance IQ for the total ‘group was at
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, TABLE 24 S
R ~ WAIS VMSCALED SCORES FOR MS PATIENTS
Subtests - _ roa
" Infor- Compre- Arith- “Sinﬁ\arf Digit Vocabu-
mation hension metic ities Span ary
— Verbal
Subjects . - Scaled Scores “ 1Q
Females: « 1' ' »
ol 7 g 10 n 10 9 .97
B 6 n 5 12 10 9’ Y2 .
C 13 13 RR 16 2 11 105
D MW 19 0. 13 14 .13 120
£ R V. 17 5 12 14 127
F n - 188 - N 12 15 12 118
G 10 16 12 14 12°° 1 o 115
H Y12 14 8, 2 "N 100
I 8 19 13 12 1N n 114
J 10 . 18 g . 16 100 N 7
" . '
Males: » ¢ ,
K Y2 19 17 . oM™ 15 2 9
L 14 14 9 - 10 9 14 109
Mo 13, 19 12 +13 .. .12 15. 126
N 8 14 4 11 15 -9 10 109
- ¢ . .
Mean Female 0.2 . 15.4  10.5 13.2 8.2 1.2 110.5
Mean Male 11.7 16.5 . 12.2 13.0  11.2 12.7 - 118.2
Mean Group 10.6° 15.7 11.0 ~13.1 9.1 11.6 1nez.7
WAIS Norms 10 - 10 10 10 10 0 100 ¢

4 - T
‘Note. A scaled score of 10 is average for the general population.



TABLE 25 §
4§

WAIS PERFORMANCE SCALED SCORES FOR MS PATIENTS

"’." : Subtests

2%

Digit  Picture Block  Picture  Object
Symbol Completion Design Arrangement Assembly - Perfor-
: mance
Subject : Scaled Scores ' : 1Q
Females:
A 8 11 9 8 7 90
B 9 - -1 8 6 2 82
C 5 9 9 9 9 89
D 9 7 9 10 8 9
E 14 n- 1 12 13 115
F 8 8 -8 9 7 92
G n o 12 0 8 13 110
H 6 N 6 6 9 ' 96
I 8 8 "N ) m 103
J 5 9 7 6 -9 99
Males:
K 8 n 8 9 1 95
L 3 9’ | 6 2 7
M 8 13 6. 9 1T 109 °
N 5 13 1N 7 6 101
Mean Female 8.3 9.7 8.8 8.4 - - 8.8 96.7
Mean Male 6 n.s 8.2 7.7 7.5 042
Mean Group 7.6 10.2 8.6 - 8.2 8.4 96.0
WAIS Norms 10 10 10 10 - 100

Note. A scaled score of 10 is average for the general population.

"
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range  of ability. The mean scores

the lTower end of the avera
obtained by the fema]es and males were below average on all sgbtests
of the performance seétion except Picture Cohp]étion (Table 25). The
mean scores obtained by ma]eslon the Digit Symbol subtest were in the
borderline range of ability.

Conclusion. In this study, the MS patients obtainedﬁbe]ow
avérage gcores bn all performance subtests on the WAIS except Picture
Completion. The mean Performance 1Q was in the avérage range of
ability. it was'interestfng.to note that the Picture Completion sub-
test was the on]y performance subtest that did not require motor
- skills, and this group had their highest mean performance scores in
th1s area (Table 23). | h

Question 4. Are there d1scern1b1e trends on 1nd1v1dua] WAIS
subtests obta1ned for this MS samp]e that are d1fferent from the-WAIS
norming samp]e on the Wechsler Adu]t Intelligence Scale?

' Profi]es for the females, males, and the total MS samp]e.have
been diéb]ayed 1quigures‘T, 2,‘and 3. These profi1es confirméd the -
results outlined under research questions 2 and 3. Al threé.gregpsa\\\\///.\\
scored in.the superior range on the Comprehension subtest, above
average on the Similarities subtest, and belgw average on. all perfor-
mance subtest;,except Picture-Completibn.

Con lusion. In this study, there was a trend for MS patients
- to score ébové{average on Comprehension and Simi]aritie§, and bé]ow
average. on performanee tasks requiring moto} skills. )

. Quest1on 5. Are the WAIS profi]es of this MS sample consistent

or 1ncons1stent_w1th prof1]es obtaxned frOm bther research studies

o

.a_~\ X L. < : ¢
g th 2.7 o
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PREVIOUSLY COPYRIGHTED MATERIAL,
LEAVES 90-92, NOT MICROFILMED.

]

PATIENTS, AND TOTAL GR@ WAIS MEAN PROFILE OF MS PATIENTS shown on
"WAIS Test Profile (Weg r Adult Intelligence Scale), Consulting -
"Psychologists Press, 577 College Avenue, Palo Alto, California 94306,
U.S.A. . , S :
A )

NAIS MEAN PROFILE OF FEMALE MS PATIENTS, WAIS MEAN PROFILE OF MALE MS
§P



heviéwed in Chapter e

Of the research assessing the ihte]]igenée of MS patients,
only three studies used the WAIS as a tese~instfument.- In the Fink
and Houser (1966) study a number of the subjects did not comp1ete the
Lerformance\subtests requiring motor skills. CompTete data- from fhnv”
remaining two studies (Go]dste1n & She]]y, 1974- Matthews e§ aT
1970) were avai]éb]e A summary showing the mean scéied ;:§\gj\

- obtained on the individual subtests of the‘NAIS in %mééé‘two MS studies
and in the present study was comp11ed Resdi;s have been;}eported in
Table 26. In all three studies, the scores on all the verbal sub-
tests except Digit Span were in the average or above average range of
ability.  Although the D1g1t Span scores were be]ow the estab11shed
mean of 10, all three mean scores of the Digit Span subtest were Jt111
in the average range of ability. On.the performance subtests the mean
scores obtained on Picture Completion were fn thevaverage range ih all
th;ee studieé. h]l other performance subtests were below average
except the mean score %or~B]ock Design in the Matthews et ai. (1970)
study The Verbal IQ scores were cons1§tent]y h1gher than the
Performance IQ scores for all these studies.

Conclusion. In comparing the present study with the two '
previous“studies using the WALS, it was found that the MS subjects
consistently obtained higher Verbal IQ scores than . Performance IQ
scores. Of the verbal éubtests, Digit Span was consistently the

. | o
Towest; of the performancests, Picture Completion was gonsis-

' ~

tently the highest. Ty )



TABLE 26

MEAN SCALED SCORES FOR TWO PREVIOUS MS STUDIES TOMPARED
TO PRESENT STUDY USING THE WAIS

Source oi,Dgta

~ {
Matthews, Goldstein
Cleeland, - and Present
and Hopper - Shelly Study

WALS ‘. 1970 1974 1976

Subtests: N = 30 , "N =20 N=14 -~
Verbal
Information 10.73 11.90 ' 10.64
Comprehension 11.27 ’ 12.90 15.71
. S aremn .

Arithmetic 10.30 12.25 11.00

“Similarities 10.60 . 11.60 13.14

" Digit Span 9.33 9.80 9.14
Vocabulary “ 11.10 . ‘ 11.45 11.64

Performance !

. Digit ‘Symbol 7.47 6.11 7.64 .
Picture Completion 9.43 10.58 10.21
Block Design 9.80 . 8.79 8.64
Picture Arrangement 8.13 8.37 . 8.21
Object®Assembly 8.37 8.16 . 8.43

Verbal 1Q o 113,40 _3$.110.65  12.71
Performance 10 c..67 . 96:26 96.00
Full Scale IQ 99.57 104.21 105.78




Question 6. Are there discernible trends on the sten scores
—~/6Btained for this MS sample that are different from the IPAT general
population normind sample on the IPAT Anxiety Scale Questionnaire”

“ The distribution of anxiety sten scores for the MS.patients
on the IPAT was classified according to the range of anxiety scores
(Table 27). A summary of the‘méah scores and the standard devﬁations
of MS patients and the IPAT norming samplé was compiled. Results
have' been reporteq in Tab]ev28; The'raw scores and the sten scores
obtained by the individual MS patients have been disp]aygd in Table 29.

It was.iqferesting to note that 8 of;the 14 MS patients were
borderline or overly anxious. The mean scores obtained by males énd
the total‘MS group were consistently higher than those obtained by
the IPAT norming sampleg? Al1l three sten scores (fema]es, ma]es, and
total MSbgroup) were above the average sten score of 5.5 and in the

P
%
average to borderline range of anx1ety, with males scoring somewhat

hlgher than fema]es i
Conclusion. In this study, MS patients tended.to have higher
. scores than theAnorming”samplé on the IPAT Anxiety Scale (Self
Analysis Form). The mean sten scores for theFMS patiepts were in the
averagg to borderline dnkioué rangél with the male MS group scoring
somewhat higher than females. |
Question 7. What are the méan scores on each scale of the

MMPI for females, males, and the tjtal MS samp]e? Do common person-

-

a11ty trends exist?
Quest1on 8. How many MS patients scored bélow the T score

of 30 or above the T score of 70 on each MMPI sca]e? .
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7 TABLF 27
‘DISTRIBUTION OF ANXIETY STEN SCORES 10R
MS PATIENTS ON THE IPAT -
) Number of Patients
Range of Anxjety  Female  Male  Total
Classification Score (Sten) N =10" N=4 . N=14
Stabld, secure, and 1 -
good mental health 2 2 " 1 3
) 3 ' :
Average , 4 C
5 , 3 0 3
) 6 : -
) . v
Borderline . 7 :} ’ . 2 1 3
Psychologically morbid, | 8
and social and g L - 3 2 . 5
emotional adjustment 10 | L ' '
problems o
Total | L 0 44 ”
Mean Sten Score = 6.57 ' . ) - ) _'; . ,af '
v Co T



TABLE 28

MEAN SCORES, VARIANCES, ANT STANDARD DEVIATIONS OF
’ MS PATIENTS AND IPAT NORMING SAMPLE

oot ‘ Standard
Group “ Number Mean Variance Deviation
Female MS | 10 32.9 . 238.32 15.43
Female Norming Sample 405 28.6 127.69 1.3 #
Male MS 4 37.25 428.25 20.69
Male Norming Sample 530 25.7 125.44 1.2
Total MS .14 34.143 J67.98 16.4

Total Norming Sample 935 S 27 129.96 . 11.4




TABLE 29

4 IPAT, SELF ANALYSIS FORM RAW SGORES AND
: STEN SCORES OF MS PATIENTS

Raw Scores

Subjects Female Male Sten Sbees
Females: A o 6 10

B 29 6

C 36 | 7

D 41 ‘ 8

E 17 3

Foo 53 e 9.

G | 29 | 6

H 13 ‘ 3

I 19 4

Y 3 e

Males: K : . Bl : 3

L 59 ) 10

M 47 9

N | 32 - g

:Nfemale Male Group Female Male ‘éroup
Mean 2.9 37.25 38.14° 63 7.25 6.57
Standard Deviation  15.43  20.69 16.37 "

aAverage sten score is 5.5.
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Mean profiles of MS patients (females, males, and the total
MS group) on the‘MMPI have been disp]ayéd in Figure 4. The number of
MS patients who had T,scorescﬁigher than 70 (clinically significant)
have.been presented in Table 30; “~ne of the MS patients in this -
study obtained T scores below 30 on any of tﬁe MMPI scale.. The
validity scales (L, F, and K),shqwed én F scale above 60, with L ahd
K somewhat lower. This profi]e has ‘been indicative of patients who
have carefully completed the test instrumentt wﬁbfanit‘emotional
difficulties, and who request help (Duckworth & Duckworth, 1975).

It was interesting to note that the threé profifes were all
elevated (above 70) on the neurotic triad scale (Hypochondriasis,
Depression, and Hysteria). The number.of patfents with scores above
the T df 70 on these three scales confirmed that the neurotiﬁ triad
was eyident‘iﬁ a number of the patients. ‘

Both the mean scores and the number of patients (9) scoring
above 70 on the Schizophrenia scale, indicated the possibility that
feelings of alienation, poor social re]ationship§, and genéra] inabil;
ity to cope were characteristic of MS patfents in this étudy. The
maleé’obtained considerably highercscores than did the females on the
Psychasthenia scale which»indicated the possibility that the anxiety
faétdr was more prevalent in males than {n females. Females had a
lower average profile’ on most of the scales.

Conclusion. In this study both males and females showed
"~ indications of gleVated scores on the neurotic‘triad and Schizo-

phrenia scale; however, males scored-conéiderab]y higher than females

" on the PsychaSthenia scale. Females obtained a lower overall profile

-

Qo
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TABLE 30

NUMBER OF MS PATIENTS WITH SCORES ABOVE 70 ON THE
MINNESOTA MULTIPHASIC PERSONAL ITY INVENTORY

' : " Females ‘ Males "~ Total
Scales N=10 - N=4 N=14
Validity Scales
L . _ .
F ; 2 - 2
K - 1 1
Clinical Scales -
Hs _ 6 4 10
D 5 3 8
Hy 6 o : 4 10
Pd 3 - 3
MF - - A -
Pa - ] ' - 1
Pt 4 3 7
Sc 6 3 9
Ma | 3 - 3
5§ 3 1 4

Note. No MS patient, female or male, scored be]ow the T score of 30
on any MMPI sca1e

.



¥
than did males on the MMPI.

Summar 4

In this study, MS patients obtained verbal scores'higher than
performance scores“on the WAIS. There was a trend for patients to
score low on Digit Span and all perfdrmance subtests ekcept Picture |
Completion, and high on Comprehension and Sihi]arities; ‘MS paEﬁents
showed a tendency to have above average ;nxiefy scores on the IPAT,
with males scoring somewhat hfgher thén fema]és. Males also scored
higher on the Psychasthenia scale on the MMPI,: thus éonfirming that
the ha]es in this study had hiéher mean scores on anxiety measures
than did females. A11 MS patients in this study had elevated scofes

on the neurotic triad (Hs, D, and Hy) and the Schizophrenia scale (Sc). *



- CHAPTER.VI |
| } |
DISCUSSION AND CONCLUSIONS . -

\\
N

“current information on MS patients in Edmonton. Pertinent data

The central purpose of this descriptive survey was to provide

gathered in this survey were presented' in Chapter V and have been

L4

discussed in the following sections.

Demographic Data

THe femdale to ma]e rétio found in this study was 2.5 to 1
which appeared to, be cons1derab1y higher than the average ratio of
the 10 studies (1.9 to 1) reported by McA1p1ne Lumsden, and Acheson
(1972). It was possible that the proportion of females may be higher
than the proport1on of ma]es in the target population for the present
:tudy, however, 1t has been found that females are generally more
likely to vo1unteer-f0r research than are males (Rosenthal & Rosnow,
1975);

_Of the 14 subjects in this sample 8 experienced the initial
symptoms of the di§ea§e withiﬁ the projected age limits of 20 to 40
years.  1ne Mu*tipte Sclerosis Society of Canada has predicted thie
ege range as the most common period for medical diagnosis of the

.disease. However <~ ~7 *he patients in this study (a]] females)

experienced\the ni isease symptoms prior to the age of 20 years;‘
Cases as young a: 1. ‘.o1d as 60 years of aQe have been reported,
but thesé’caseshhave 5. =en common (Cur-fer et a].; 1974). eIn
eddition, the majority -~ nat’ "nts in tnis study saw more than

10
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three doctors before a final diaghosis was made. Ibe author suggests
that the ambfguous nature of MS has made diagnosis difficult, and this
prob]em of the time lapse between the first observable symptom(s) and
med1ca1 conf1rmat1on could account for the fact that patients experi-
enced symptoms at a younger age than the 11terature would have led
one to expect, but that diagnosis was made w1th1ﬁ the EréJected age
limits. Therefore, it would appear that additiona1 means of educating
the‘public on the signs and symptoms'of this disease would be of
bbenefit to the community as a whole.

.The females in the sample tended to report a proportionately
| higher number of initia]isymptoms'thdn did males. In genera1, it
appeared that females have concentratéd on the disease symptoms and -
thus were able to identify the 1n1t1a1 symptoms and attempted to seek
early medical assistance. This may be the resu]t of the trad1t1ona]
concept that it has been more acceptable for fema]es than for males
to concentrate on and re1ate to nuherouS-physica1 aiiments.

It was noted that only 4 of the sample ot 14 (3 females and
1 ma]e) were employed. The nature of MS, withgeoccurring attacks
(exacerbatiens and remissions), may make employment difficult because -
the disease may.interfere with the no;ﬁal expectations of work
rout1nes (for examp]e, being at work on a daily bas1s)

In th1s study 4 of the sample reported hav1ng ‘blood re]at1ves
w1th MS. It may be possible that a genetic or hereditary-factor may

be involved to some extent Subsequently, more research should be

encouraged to explore this possibility.
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Research Questions

Wwechsler Adult Intelligence Scale (WAIS). The data from this

study indicated that the distribution.of the. intelligence quotients N
of MS patients was esséntia]]y norme1 There was a trend for MS
pat1ents to score higher on the Verbal IQ than on the Performance IQ.

These results were confistent with studies of Goldstein and She]]y

,(1974) Matthews, Cleeland, and Hooper (1970); and Reitan, Reid, .and

Dyken (1971). It is possible that MS patients compensated for their

physical disabilities by emphesiziné the development of verbal skills.

On the other hand the study of Canter (1951a5*1ndicated that MS

patients experience a loss of motor speed in performance tasks
Therefore, the possibility existed that the MS pat1ents used in this
study had above average intelligence but the scores on the motor -
tasks were depressed due to the physical disability of the subJects 73 4

On the other hand, Philippopoulos et al. (1958) found no
significant difference between Verbal, Performance, and Fu11.Sca1e
IQs using the Nechs]er—Be11evue (W-B); however; beceuse statistical
analyses were not used in the present study, it was not possible to
determine if the trends established in this study were'statistically
significant. In addition,'a1though the wAIS:is essentially derived
from the W-B scéies,'differences may exist between the two fests.

In examining the individualASUbtests of the WAIS, it‘wés
found that MS patients in the present study scered above average on
Comprehension and Simi]ar}ties, and below -average on Digit Span on

the verbal subtests. On the performance section, they scored Be1ow'

average on all subtests. except Picture Completion, which is the only
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subtest in this section which di? noﬁ';equine\mgtor skills.

The low scores on.Digit Span-and most performance subtests
supported the results found in previous research (Chapter III). The
consistency in which these subtests have been found to be below average
for MS patieﬁéé_cou]d indicate the loss of the ability of MS patients
to cope with timed, motor_tasks. In addition, as stated.by Harrower
(1951), auditory memory did appear to be the most Vu]nerab]e trait
for MS patients. \

The above average Comprehension and Simi]afities subtest
scores found invthis Study'were not found in ﬁoetAMS studjes (for |
example, Goldstein & Shelly, 1974; Matthews et al., 1970) and were ‘
contradictory to the results of'Pe}sons et al. (1957) and Philippopoulos

-et al. (1958) who found lower scores in areas requiring ebstfacting
~ and conceptualizing abi]ity.v A

Although Fink and Houser (1966) ruled out the possibf]ify of ]
‘any cause-effect relationship between phys1ca1 d1sab111ty and Verba]
IQ, they supported the;v1ew that the 1owered I1Q end 1ncreased dis-
ability could both be eonsequences of the MS disease. Parsons et al.
(1957) postulated that a para]]e]éexisted between the degree of
abstract1ng d1sab111ty and the extent of neuro]og1ca1 disturbance.
A]though there were 2 subjects: us1ng canes and 1 in a whee]cha1r,
none of the other pat1ents in this study were in the obvious, acute
.stages of physical Q1sab111ty, and all 14 pat1ents were funct1on1ng
at home. The present euthordsuggests that the higher scores fﬁ Compre-
hension and Similarities . uﬁé in this study may be accounted for by

the fact that patients in this study werevndt in the obvious, acute
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stages of the disease and may not'befcomparable to the hospitalized

patients used in previous studies.

IPAT Anxiety Scale Questionnaire (Self Analysis Form).

Pargllel to the results of the WAIS, the data-from this study fndi;gted
that the Qistribution of scores obtained by the MS patienté on the IPAT
was essentia]]} normal. Three of the 14 subjects (épfema]es and 1
mé]e) scored within the steh range of 1 to 3, whichrsuégested that
these subjects Were/stab1e and secure. In addition, three females:
scoréd between the sten scores of 4 and 6, which was still Qithin the
average range of angiety. The remainder of this MS sample (5 females
and 3 méies) were classified as borderline or overly anxious with

sten scores ranging from 7 to 10.

The mean:sten scores of patients inwtﬁis study were in the
average to border]ine‘high fénge of anxiéty, with‘ma]es scoring some-
what higher than females. These results indicated some contra@iction
to the'researéh'of Coﬁtre]]land'Wilsdn (1926), Fink and Houser (1966),
Jelliffe (1921, 1922), and Ross and Reitan (1926) whose findings
indicated that high anxietyllevels exiéﬁ%d among MS patfénts.'fHowéver‘
the mean scores of’theAéresent ‘study provided only limited support..
 for the findihgs of Braceland and Griffin (1950), Grinker, Ham, ahd
.Robbi;%(1950),_and Pratt (1951) who. found normal levels of anxiety
on MS“batients. The author would suggest that patients who volunteer
to participate in studies may be the more cdﬁfideht and therefo;e thé
less énxious of the MS peob]e._ The criteria established by the author
for participation iﬁ.ihe study may also have ]imited_;he assumptfqns )

that -can be generalized back to thebtargef population.

[N



The anxiety found on the IPAT scale was reinforced by the MMPI
results. The MMPI scale, Psychasthenia (Pt), was very hfgh for the
males in this study. Because of the consistency of the findings on
the two scales (IPAT‘and Pt) the author would suggest that the two
scales are, in fact, measuriqg the -same ;hing——anxiety.

The high 1ndicatiohs of anxiety on these tests ‘supported
Harrower's (1951) view that patients who ere not in the MS stages of.
exacerbation erpress more anxiety than-patients'who are in the acute
.stages of the disease. Patients in the acute stages tended to reveal
low inner tension. | .'

Results ﬁndica{ed that the 'MS sample sdoredq]ow on Digit Span,
the WAIS subteét most sensitive to‘anxiety. Although Arithmetic is
a]so sens1t1ve to anxietys the author postulates that the average
score obtained in this area was d1rect1y related to the fact that most
pat1ents 1n this sample were not in the obvious acute stages of MS.

The low mean scores obta1ned on timed performance subtests may have
ref]ected anxiety as well as poor motor skills.

Minnesota Multiphasic Personality Inventory (MMPI). Examina-

tion of the MMPI mean profiles 1nd1cated some gommon trends. for this
| MS)study sample. Validity sca]es (L, F, and K) indicated a peak on

F with L and K's1ight1y ]ower for all three Qroups (females, males,

and total). Elevations for al] groups were clinically significant on
‘the three scales that compr1se the neurotic triad: Hysteria'(Hs)
- Hypochondriasis (Hy), and Depress1on (D). Another scale on which
the mean scores of all three groups were above 70, was the Schizo-

phrenia (Sc)\sca]e which focused on unusual or bizarre thoughts or
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behavior. However, _the threé groups differed dn the Psychasthenia (Pt)
sca]e; Three males (three-quarters of the males) scoredyin the
abnormal range resulting in a higher mean T score level than obtained
by the female group whose average score was not above the c1jnica11y
significant Tevel. . . )
The validity scales indicatedwthat the results of this study’
appearedbto be valid; patiénts dbpea}ed to followinstructions by
reading and answering the items carefully. The direction of the peak
of F in relation to L and K was indicative of patients who admitted
emotional difficulties and requested hélp. -
| The elevation found on the>neurotic triad was tonsistent with
- -.-most MMPI research on MS patienté since 1950 (Ba]dwin, 1952; Canter,
195]b;lGr1nker et al., 1950; Ross & Reitan, 1555; Schontz, 1955).
Research prior to 1950 (for example, Sugar & Nadell, 1943) Qas con-
ducted primarily by neuro1ogi§ts who ugéa«aggérvationa1 and question-
naire techniques. Findihgs prior to‘this time.confliéted, with
euphoria being one'extrem? and depre$s1bﬁ‘béfhg another,

) E]evation on the three scales compffsing'fhe neurotic triad
(Hs, D, and Hy) has been indicative of a_declining health profile;
patients have been d1agnosed as neurotic, dep-essed, and clinically
anxious. In add1tlon, pat1ents have been seen as demonstrat1ng somatic
oVerconcern man1fested by hypersensitivity to minor dysfunction and
minor comp1a1nts without adequate physical patho]ogy Symptoms have
been ]1ke1y to involve aches, pa1és, weakness, vision problems,

pecu11ar1t1es of sensation, and hypochondrial trends. Despite frequent
R . .

visits to a doctor, the medical status of these patients has remained

P T -
. . . -~
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relatively constant and unchanging.- At least one MMPI interpretation

manual (Lachar, 1974) has indicated that patients with bonafide « o

physical diséases do not obtain high elevation. (more than 55-65 T)
on‘thé.Hs scale. .The moodiness as indicated by the D scale has
typica]]x ]eft‘the'patient with feelings'of hopelessness. Scale 3:
Hy has commonly been indicative of anxiety attacks and headachés.
Somatic delusions appeared to be the underlying theme of the

“above scales. The aWous nature of the MS disease included most
.of_the symptoms outlined above. The author therefore suggests ;hat
eareful scrutiny of all possible medical c;uses would 4void misclass-"
ification of this information on patients.

| T scores over 7Q on the Schizophrenia (Sc) scale have usu§11y
been indicative of individuals who relate poér]y to others, have poor
fahi]y re1at10ns, feelings of alienation, peculiarities of perception,
d. :culties of concentration, and who attempt to escape from
reality pressures (Gijbérstadt &.buker, 1965; Lacher, T974§: The MS

disease has not allowed the patient to predict or plan for the future

o

and, as a result, has caused interference with interpersonal relation-.

ships. -The author found that during the personal interviews of this

RS

'sfudy, individuals verbalized the frustration and the negative impact
on'their se]f-iméges created by thezéymptoms which were not médica]]y
substantiated for sometime. Therefore, these 1ndi§1dua]s nee®
therapeutic help in bvercoming the negative impact on their se]f-imaées
and_assistance in reestablishing social and family re]ationships.

In addition to the anxiety mentionea prevgous1y, patients who

scored hig@ on the Psychasth
) ‘ v

enia (Pt) scale have,been typically .
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diagnosed as individuals who over-reacted to and showed extreme con-
cern over any medical prob]ems;‘and who manifested rigidity and fear-
fy1n¢ss. It is sﬁggested that males scored higher than femalies on

~ this scale as these symptoms have traditionally been less acceptable
1n;ma1es than in females. It was noted that the mean raw score on
 this scale for males was 38 and for females it was 34.5. If the raw
score of 38 (males raw score) was tra?sposed ontq the female norms,

a T score of 71 was found rather than the T score of 81 which was
found on the m&]é'norms, thus indicating that males are in fact,
discriminated against for the test answers.

In summary, the mean profiles of the MMPI‘sCa1ed scores
obtained in this sample indicated that the common trends tg fd
elevation of the neurotic triad and the Schizophrenia scores existed
in MS patients. Maies scored in the clinically significanf range on
the Psychasthenia scale in contrast fo females who scored in the.;

average range on this scale. ’ o

Imp]icationé for Fufure Researchu

1. In this study, compar%son between femqlfs'and males was
not possible because of the disproportionate sex rét{o. It is
suggested that future research using equal numbers of males ng
feha]es.be'doné to.pfovide this comparison. | ‘ |

2. It was suggested (Baldwin, 1952; Parsons et al., 1957)
that a parallel existed betwéen'neurologica1 impairment andrinfe11ec-
tual deterioratioh. In view of the fluctuating nature of the MS
disease, which is characterized_by exacerbations and remissions, the

relationship between the disease and any deterioration can only be



determined by a 10ngitudina1 study. | | ;

3. In view of the lack of information and understandihg about
the disease, public educational programs are required to‘facf1itaté
underétanding of the disease, and support of research both personally
and financially. »

4. This study suggests that, in addition to affective dis-
turbances, impairment of intellectual functions octurred in a high
proportion of MS patients.  Cognizance of these facets of thevdisease
should be vaiLab]e to the physician and/or thé‘psycho]ogist in
.a§§isting the'patient to adjust to his or herldrob1ems with maximal
efficiéﬁcy within the framework of the patient's limitations.

5. On the MMPI, the validity scales indicated that the
patients in this samb]e were inQﬁVidua]s who admitted emotional
difficulties and requestéd help. 'fhe e]evatfon on the Schizophrenia
(Sc) sca]e_{ndicated that these patients experienced social alienation
and‘iﬁterpersonq] prob]emst In éddition, the literature suggésted
4that “the M.S. patient néeds someone to talk to, some one to communi-
cate with and someone who undersfands" (Szumlas, Note 1). This need
was also personally felt by the autﬁor during the personai interviews
«:in the patients. The estab]ishment of a counseling program is of
primary concern to the MS_patient.‘

6. The majority of studies on MS patients havé-usea
hospitalized patients és subjects. Researchbusing samples from,
3 other populations is required to determine the generalizability of

any results.
o
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- Summar

In this descriptive survey, two distinct areas were’presented:
the demographic data and the research questions.

Information gathered in the demographic survey 1nc1uded
relevant personal facts about MS patients such as sex, age, education,
marital status; number of offsprihg, and employment status. In
addition, background information such as ethnic oridin, ordinal
‘position, and home ehvironment was collected. The pertinent medical
information (ége of onset, initial symptoms, period between first .
symptoms and medical diégnosis, number of doctor; seen prior to
diagnosis, durat{bn of ;he disease, family history, and membership
in the MS society)was afgg)obtained from the patients. The demo-
_graph1c data were categor1zed and presented in tables. \

Exam1nat1on of the research questions 1nd1cated that the Verba]
IQ scores for this MS samp]é were higher than the Performance 1Q
~scores. Digit Span was the Towest subtest on the verbal secfion,and
Comprehensioﬁ and Siijarities weré high. On the pekformance'sectiong
‘Picture Comp]et%on was the highest subtest with\§j1 other timed sub-

tests being in the low average or below average Kange. The IRAT

113 .

resu]fs indicated a tendency toward elevated anxiety scores with males. .

scoring somewhat higher than females. Consistent with the anxiety
measured on the IPAT, a similar trend toward high anxiety was noted

on the MMPI for males. Examination of the MMPI mean profiles

indicated clinically §ignificantIT scorés on the neurotic triad .-

'(Hs, D, and Hy) and on the Schizéphrenia scale (Sc) for all pat1ents

The mean scores on the Psychasthen1a scale (Pt) were s1gn1f1cant on

\
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the male profile, but not on the female profile.
The demographic information co]]ected; together with the
results obtained from examining the research questions were discussed

and possible conclusions were drawn. Implications for future research

were presented.
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March 15, 1976

Edmonton Chapter
Multiple Sclerosis Socie*v of Canada

Dear Member:

At the Apnual General Meeting of the Edmonton Chapter, February
1976, a discussion point regarding research was brought forward by a
member from the floor. The member emphasized the importance of research
and asked what could be done to encourage more studies. Prior to the
Annual Meeting date, my investigations were underway to initiate a
research project relating to individuals with MS. In consultation with
Mrs. Edna LaForge, Executive Director of the Prairie Division Multiple
Sclerosis Society, the unmet need of a counseling program for the MS
patient was recognized as the top priority. Simply stated, the MS
patient needs someone to talk to, someone to commnicate with and someone
who understands.

To establish a counseling program for individuals with MS a solid
foundation from specific information is essential. In other words, some
basic research into MS and how it affects the individual from a nonmedical
viewpoint is necessary as a first step. In the past such research has
been undertaken, but not in Alberta. It is timely that research of this
nature be conducted in our province.

As a Graduate Student at the University of A]berta? I am undertaking
a Masters research project to gather data which will help establish a
framework from which a counseling program could be developed. Your
“support in volunteering to participate in this project is requested. If
you come into the following categories,

(a) willing to participate and reside in the Edmonton area, .

(b) diagnosed with Multiple Sclerosis by a medical doctor,

(c) MS diagnosis made within the last five (5) years, and

(d) eighteen (18) years of age or over,
then your involvement is important. A minimum of 25 adults is required.

If you-volunteer, what does this commitment mean? Timewise, two or
three hours at your convenience is néeded during April or May of this
year. During this time you will participate in the completion of some \
psychological measures .to determine the nonmedical effects of MS on the
individual.” Assurance will be made that collected data will be treated
in a confidential manner. If you have any questions, please contact me. ~
If I am not available leave your name and telephone number and I will
return your call as soon as possible.

If you are wiT]ing to participate in this research or just want more
information, please telephone: :
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Denele-Walsh
Department of Educational Psychology

University of Alberta :
432-5864 (9:00 a.m. to 5:00 p.m.) Monday, Wednesday, and Friday, or

482-1050 Residence.

Again, this study is nonmedical in nature but this in no way
decreases its importance in praviding valuable information to understand
and deal effectively with the disease of Multiple Sclerosis. "‘Hoping to

" hear from you.
- Respectfully submitted,

)

Denele E. Walsh
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INTERVIEW GUIDE

Personal Data

Name Address
Te]epbone Residence Business
Emplgyment g Sex
Birthyate ' ) Birthplace
Ag 4 ‘ .

Present Situation R
ormal training or level of education
ployment status

Marital status Number of children
Daily activities : _ :
Ethnic origin Ordinal position

Type of family environment

Symptoms . -

~ Age at onset of first symptoms
Duration af these first problems
Describe the first symptoms
Describe the symptoms now :
Time lapse between initial symptoms and- final medical diagnosis
Number of doctors seen prior to diagnosis ' :

. Who and how were you gkld of the diagnosis

- Type of tests before dhagnosis

Degree of Disability ‘
Ambulatory , " Cane Wheelchair Others
- Medication (past and present) 4
Who prescribed the medicine : ‘ ‘
Treatments I
- Special equipment . _
Medical problems other than MS .
Mobility Problems ’

JFamily and Friends '
Other family members (blood or other) with MS . . : Yol
Member of MS Society of Canada (Edmonton Chapter) . .
 Describe a typical day ‘
Changes with family and friends
Future plans that are affected

New contacts or relationships since diagnosis
Working relationships with others -

General'questions

Current, unanswered questions about MS
Opinion of the general public regarding MS e
Describe your present feelings and frame of mind



