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possibility of a detectable beneficial or harmful effect on survival.
The number of patients randomised within the groups with
positive nodes at first were large enough for any difference in
survival to have been apparent in an analysis. Hence any
possibly harmful effect must be small or it would have been
detected.
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SHORT REPORTS

Patients' perception of involuntary
weight loss: implications of
underestimation and overestimation
Involuntary weight loss is always a serious complaint, but in an
individual patient the reported weight loss may be an underestimate
or overestimate of the actual weight loss. We report a prospective
study of the variability in subjective perception of weight loss between
patients with cancer and patients with non-organic disease.

Patients, methods, and results

The study group comprised 105 consecutive patients who at the time of
first interview and before being weighed or diagnosed complained spon-
taneously of involuntary weight loss or admitted a weight loss of at least 2 kg
when asked about it. For each patient the following data were recorded:
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Scatter plot of reported and observed weight losses according to disease.

estimated weight loss (E) and weight before any suspected illness (W) as
reported by the patient; observed weight loss (0)-that is, the difference
between the weight measured at examination and the former weight (W);
and final diagnosis-that is, malignant disease (cancer), non-malignant organic
disease, or no organic disease. Reported weight loss was regarded as an accu-
rate estimate if its absolute bias (E- 0) on the observed weight loss was less
than 0 5 kg.
Three problems were considered: (a) the significance of the direction of

subjective bias in weight loss and its possible power to discriminate among

disease groups; (b) the size of the mean subjective bias; and (c) the question
whether the mean subjective bias changes with the level of observed weight
loss. Classical statistical methods were used.
Of the 105 patients, 22 were finally diagnosed as having cancer, 30 as suf-

fering from a non-malignant organic disease, and 53 as having psychoso-
matic complaints. The figure plots the reported weight losses against the
observed weight losses in the three diagnostic groups. The distributions of
the plots above and below the ideal strip of accurate estimation reflected
a tendency for underestimation of weight loss in patients with cancer,
overestimation in patients without organic disease, and a roughly equal
tendency for underestimation and overestimation in patients with non-
malignant organic disease.

These conclusions were confirmed and quantified statistically. The x2
test on a two way table for disease and bias on weight loss showed a significant
association between underestimation and overestimation of weight loss and
disease group (p<00005). Hence at the 95% confidence level a patient who
overestimated his weight loss by 0 5 kg or more had a 73(SE 11)% probability
of no organic disease and a 94 (6)% probability of not having cancer; if he
underestimated his weight loss by more than 1 kg there was a 52 (22)%
probability of cancer.
The mean subjective bias on weight loss was -1-77 (SE 0 47) in the patients

with cancer, -035 (0 39) in those with non-malignant organic disease, and
+1-67 (0 24) in those with no organic disease. Hence the mean subjective
bias was significantly negative in the first group (p<0-001), not significant
in the second group (p >0 3), and significantly positive in the third group
(p<0 0005). Linear regression of estimated weight loss on observed showed
that a higher mean subjective bias correlated with a higher observed weight
loss in the group with cancer but with a lower observed weight loss in the
group with non-malignant organic disease.

Comment

There is no conclusive explanation for this overestimation of weight
loss in psychosomatic disorders and underestimation in malignant
disease. There may be a general tendency to minimise symptoms in
malignancy and to exaggerate or even imagine symptoms in neurosis,
depression, and psychosomatic disorders. Moreover, a patient with
cancer usually has a steady decrease of weight; a long delay between
his awareness of weight loss and his consultation with a physician
might objectify his bias.
These conclusions, derived from easily obtained data, may be a

guide in the further management of patients complaining of weight
loss.
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this manuscript.
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