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A recent preliminary report5 suggests that while immuno-
therapy with BCG alone (Pasteur strain) conferred little
if any benefit on Dukes C cases the addition of 5FU to the
immunotherapy improved survival significantly.
At present, then, early intervention with an effective chemo-

therapeutic regimen seems justifiable in patients in whom there
is definite evidence of residual or metastatic cancer, and seems
likely to produce some improvement in survival. Everyone
who has treated a large series of patients even in the advanced
stage of colorectal cancer has had a few real successes. The
challenge to clinical science is to identify the characteristics
of the combination of tumour and host that make for a favour-
able response. Then clinicians would have to ensure that
patients with favourable characteristics did not slip through
the net by default without having been offered the chance of
benefit.
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Predicting illness by
numbers
In any given population we can estimate roughly how many
people are going to develop a particular illness. But how can
we tell which people? Who is going to fall ill, and when, and
what illnesses are they going to suffer ? This is the central
question so far as the patient is concerned, but until fairly
recently it has taken second place to consideration of the
mechanisms of spread and development of disease. We now
know much about individual physical susceptibility to illness,
but not so much about why one person falls ill and another
does not or why illness should strike this week rather than the
next.

Until a century or so ago it was taken for granted that
someone might sicken after a severe reverse in life such as a
bereavement. In the current era of scientific medicine such
associations could not be accepted by the medical profession
until they could be expressed statistically. In the 1930s
Halliday' showed that the incidence of chronic peptic ulcer
had increased by 1300% during the years ofeconomic depression
in Scotland. Indeed there was a lot of work on the association
between emotional disturbances and physical illness during
these years,2 3 but not until after the second world war was the
influence of distressing events in an individual's life studied on
a large scale and systematically.
Probably it was Hinkle and Wolff4 who ushered in this new

style of epidemiological inquiry with their investigation,
published in 1958, of the experiences of some 3500 hetero-
geneous New Yorkers. They found that illnesses (physical and
mental, and accidents too) were not distributed at random in
the population. Furthermore, illnesses were more frequent at
times when the subjects perceived their lives "to be un-
satisfying, threatening, overdemanding, and productive of
conflict, and they could make no satisfactory adaptation to
these situations." This study led other investigators to try to
learn more about the kinds of life events that were most
important and with which illnesses they were associated.

The life-event approach has been pressed to the furthest
degree by Rahe and his associates.5 6 They evolved a scoring
system-death of spouse rated 100, divorce 73, jail term 63,
marriage 50, retirement 45, change in residence 20, and
vacation 13. The higher the total score of "life change units"
they claimed the more likely a person was to fall ill. The system
has all the simplicity of the Eysenck Personality Inventory
(where personality can be expressed in terms of two numbers,
which can then be processed statistically). For research and
for comparing populations these methods are useful, but
clinicians have been left unpersuaded that the complexities of
human experience over six months or a year can be summarised
in terms of one number. Most recently a study from Sweden7
has questioned the accuracy of life change scores in predicting
myocardial infarction and other illnesses, and it stands in
contrast to a paper of four years previously8 when these
predictions had seemed more convincing.

Theorell, Lind, and Floderus carried out a prospective
questionnaire survey of 6579 skilled and semi-skilled construc-
tion workers.7 They were asked to complete a life change score
sheet dealing with the preceding 12 months and to answer
general psychosocial questions and others dealing specifically
with dissatisfactions, hostility, perception of work respon-
sibility, energy level, and the ability to relax. A year later they
were assessed again to see how many had died or had been
admitted to hospital with myocardial infarction. The city
dwellers (3289) were also assessed for other illnesses. The life
change score seemed to be quite a good predictor of "neurosis"
but not of myocardial infarction. Questions about dissatis-
factions at home or at work, irritability, and "hostility in
queues and with slow persons" turned out to be more reliable
predictors than the simple life change scores on their own.
Theorell et al recognised the similarity of this profile to that
described by Friedman and Rosenman9 as type A behaviour
in relation to the risk of developing myocardial infarction-
the intense, driving, goal-orientated, time-conscious, ambitious
men whose risk was so much higher than the easygoing,
uncompetitive, and generally content type Bs.
No discussion ofthe contribution of life events to illness can

disregard the work of Brown et al,10-12 who not only realised
the extraordinary complexity of such associations but also by
rigorous and painstaking methods made due allowance for
them. But again they did not express their results in numbers
any more than did Friedman and Rosenman.

Perhaps the message is that if we are trying to understand
human personality and behaviour as a whole-as opposed to
understanding mere fragments of them-we must content
ourselves with hints and trends. Numerical results have a great
contribution to make, especially in research, but as yet they
cannot claim to tell the whole story.
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