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Illness Behaviour Questionnaire, Second
Edition. Purpose: “To record aspects of illness
behaviour, particularly those actitudes chac suggest
inappropriate or maladaptive modes of responding co
one’s state of health.” Pain clinic, psychiatric, and
general practice patiencts; 1983; IBQ; self-report
inscrumenc; 8 scores: 7 factors (General Hypochon-
driasis, Disease Conviction, Psychological vs. Somac-
« Perception of [llness, Affective Inhibicion, Affec-
tive Disturbance, Denial, [rricabilicy) and Whicely
Index of Hypochondriasis; price data available from
publisher for questionnaire and manual (83, 60
Pages); administration time not reported; [. Pilow-
;k\i and N. D. Spence; I. Pilowsky [South Austra-
1aj,*

——
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Review of the Illness Behaviour Questionnaire,
Second Edition by MIICHELLE T. TOSHIVIA,
Ph.D. candidate, and ROBERT M. KAPLAN,
Professor of Community and Family VMledicine,
Aceing Chier, Diwision of Health Care Services,
University of California, San Diego, La Joila, CA:

The 62-item [llness Behaviour Questionnaire
(IBQ) is designed to assess inappropriate or
maladaptive health attitudes. The yes/no items
represent seven aspects of illness behavior:
General Hypochondriasis, Disease Coaviction,
Psvchological vs. Somatic Concern, Affective
Inhibicion, Affective Disturbance or Dysphoria,
Denial, and Irricabilicy.

The Illness Behaviour Questionnaire was
used initially to detect abnormal illness behav-
ior pacterns in paia clinic patients. A sample of
too pain patients referred from a large metro-
politan hospital was used for che intial item
analysis. More cecently, the instrument has
been used in assessing a variety of patient
populations. Factor analyses using a principal
components method with orthogonal rotation
are reported in the manual for several patient
groups, including myocardial infarction, coco-
nary arterv bv-pass surgery, and general practice
patients. According to the manual, the derived
tactors were similar across the groups.

Test-retest reliabilities over a 12-week period
for the seven scales ranged from .67 0 .37. The
validicy of the IBQ has been assessed through
spouse-patient correlations, discriminacive stud-
tes, and concurrent validity studies. The corre-
lations between the patient’s responses and the
spouse’s perception of the patient’s responses
ranged from .50 to .78. Discriminanc validicy
scudies indicated that pain patients respond
differencly in comparison to either general
practice or psychiatric paciencts. Concurrent
validity was examined only for the Affective
Disturbance Scale. Comparisons between che
[BQ and the Zung scale (r = .54, p <.001),
the Levine-Pilowsky Depression scale (r = .36,
p <.001), and the Spielberger Scace Anxiety (r
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= .39, p <.cot), and Trait Anxiety (r = .76,
p <.0ot) Scales were statstically significant.

The manual presents normative data for a
variety of patient populations broken down by
sex. Also included for each scale are score
frequencies for the patient groups, making it
possible for users of the questionnaire to adjust
the cutoff points, depending on the specific
population being considered. The scoring svs-
tem, based on the item loadings from the factor
analysis can be easily computed by hand or with
a computer program. [n its final form, scores
for the IBQ are summarized graphically in a
profile.

CRITIQUE. Using the Science Citation Index,
we identifted a sample of studies thac ciced the
[BQ. Evaluations of the IBQ were mixed in
these studies. McFarlane and Brooks (1988)
administered the [BQ and a measure of disease
severity to 1o patients diagnosed with rheuma-
totd arthritis. Two of the [BQ scales (Scale 6—
Personal problems caused by disease, and Scale
2—Disease Conviction) were significant corre-
lates of poor health outcomes. In addition, two
other scales had lesser associations with poor
healch outcomes. In a related study, McFarlane
and colleagues (1987) administered the [BQ to
30 rheumatoid arthritis patients at entry to a
clinic and 3 vears later. In contrast co McFar-
lane and Brooks’ (1988) study of arthricis
patients, the IBQ did noc forecast better or
poorer outcomes. Other psvchological measures
included in the study, however, did ditferenti-
ate the outcome groups.

Clayers, Bookless, and Ross (1984) adminis-
tered the [BQ to 164 emplovees of a public
utility and 82 patients who had reported o a
hospital in pain, but were diagnosed as neurotic.
The public utility employees were divided into
two groups: those instructed to exaggerate their
symptoms, and those given no such instruc-
tions. Although the IBQ differentiated these
groups on four scales, it is unclear what a study
of such disparate groups actually means.

Several studies have failed to find significant

differences between groups responding to the’

IBQ. For example, Cooper, Wise, and Mann
(1985) found that vegetarians and family
practice patients did not differ on [BQ scales.
Horgan, Davies, Hunt, Westlake, and Muller-
worth (1934) were unable to demonstrate pre-
and post-operative changes in coronary artery
bypass patients using the [BQ. Bassett and

Pilowsky (1985) found no differences between
groups of pain patients who received either
psvchodynamic or supportive psychotherapy
treatment. Failure co find treatment or group
differences is not necessarily grounds for criti-
ctzing measures. Some treatments do not work
and some groups do not differ. Yet, the
meaning of differences, when they are ob-
served, is importanct to evaluate.

Consider, for example, 2 scudy by Pilowsky,
Cretetenben, and Townley (1983). This investi-
gation demonscrated chat poor sleepers were
higher on General Hypochondriasis and Dis-
ease Conviction than were good sleepers. How
does one get a high score on a scale of Disease
Conviction? A caretul examination of the man-
ual reveals that the Disease Conviction scale is
compcised of six items. One of these items s,
“Are vou sleeping well?” Another item s,
“Does vour illness interfere with your life 2
greac deal?” [f an illness interferes with sleep,
we would expect the person to answer in the
atfirmacive. The summary ot Disease Convic-
tion, as portraved in the manual, suggests that
individuals scoring high on this scale have
symptom preoccupation and tend to reject the
doctor’s reassurance. The implication is that
those scoring high on the scale are neurotic and
unappreciative of cheir medical care providers.
Take, tor example, patients troubled by severe
arthricis. They may not be sleeping well because
they are in pain. Further, thev wiil most likely
report chat the illness incerteres with their lite a
great deal. Lastly, they would probably report
ves to another item on the scale, “Do vou tind
that vou are bothered by many sympcoms:”
Thus, the arthritic patient may endorse at least
three of the six items on the Disease Conviction
scale; but, does this imply anv sort of inappro-
priate or maladaptive atticude?

One of the interesting items on the Disease
Conviction scale concerns obedience to che
doctor. [tem 7 states, “If the doctor told vou
that he could find nothing wrong with vou,
would you believe him?” A “No” answer
contributes to the scale score. Consider again
the patient troubled with arthritis. If a suffering
arthritic patienc was told bv a doctor that
nothing was wrong; vet, the patient was indeed
experiencing calcification of the joints, would
that imply some sort of neurotic response?
Surely not! [n fact, it would be time to find 2
new doctor.

L
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What we are suggesting is chat the interpreta-
tions of the scale scores cannot be undertaken
without examining the original items. What
informacion does the IBQ convey? The system
does provide a series of scales that are relevant
to people with physical illnesses. Some of them
consider general hypochondriasis and other
aspects of anxiety and worry. However, some of
these scales are actually quite brief. For exam-
ple, five of the seven scales are comprised of
only five items. Thus, attribuces such as “Affec-
tive disturbance” or “Denial” are “evaluated
based upon a small number of items. We
wonder about the reliabilicy of these five-item
scales.

Lastly, the manual suggests that three dis-
criminant function analvses revealed “separate
though similar discriminant functions,” separat-
ing pain patients from general practice patients.
A closer inspection of the functions raises some
questions about their similaricy. The chree
studies were performed on three separace pairs
of pain and general/family practice groups.
The first and third studies were conducted in
Adelaide, South Australia, while the second was
completed in Seactle, Washington. [n the first
study, Factor 2 had the highest positive discrim-
inant function coefficient, while in the other
two studies Factor 2 had a modest negative
coefficient. Factor 4 had cthe second highest
weight in the chird scudy, but did noc signifi-
cantly contribute to discrimination in the other
two analyses. Factor ( had a strong coefficient
in the first study, but did noc significancly
contribute to the functions in the other two
scudies and so on. Discriminanc function analy-
sis capitalizes on change relationships and the
high rates of classificacion are often attenuaced
in cross-validation studies. The inconsistencies
in the functions may indicate that the accuracy
in classification may be somewhac less chan
reported in the manual. Separating patients who
are known to be quite different (i.c., pain vs.
general practice) may be less difficult than
correctly differenciating patients in similar diag-
nostic categories. Speculand, Goss, Spence, and
Pilowsky (1981) did report that at least two
IBQ scales separate intractable from odonogen-
ic pain patients. However, Gordon and Hicch-
cock (1983) had difficulty finding [BQ differ-
ences between trigeminal and non-neuralgic
facial pain patients.

In summary, the [llness Behaviour Question-
naire covers rather comprehensively the mal-
adaptive/inappropriate attitudes towards health
status. In general, the items are well construct-
ed. The authors have done a great deal of work
to develop a usetul instrument to assist in
measuring health actitudes of patient popula-
tions. The test manual is quite comprehensive,
explaining in sufficient detail the development
of the questionnaire; however, it lacks intorma-
tion needed to interpret the results. Perhaps this
information will be offered when a larger
number of validity studies have been conduct-
ed. Because of limited validity data, statements
about IBQ scores may be premature at this
time. As mentioned by the authors and support-
ed by the reviewers, the Illness Behaviour
Questionnaire is not a replacement for the
clinical interview/evaluation, but rather an
adjunctive instrument to aid in the diagnostic
and evaluative process.
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