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ERRATUM 

In the Proceedings of the Thirteenth Annual Conference 
of Air Force* Behavioral Scientists the names of two asso- 

ciate authors were inadvertently omitted from the paper, 

"Historical Development of the Psychiatric Clinic Techni¬ 

cian Career Field." The authors were John W. Gormly, 

Joseph R. LtiCourse, and Edward H. Hammond. 

The viewpoints contained in this publication are those 

of individual authors and discussants and do not necessarily 

represent official USAF policy. 



PREFACE 

The success-of a symposium liuch as that held annually 

by Air Force behavioral scientists is vl lly dependent upon 

the interests and enthusiasm of the members working indi- 

/idually and collectively. This report of the Proceedings 

of the Fourteenth Annual Conference again reflects the 

varied interests and endeavors of the group. Three broad 

areas of interest were identified in the papers, panels, 
and discussions as presented. 

The area of psychotherapy ranges from concern with 

dependents to the role of the psychotherapist in a military 

setting. The emphasis is upon alleviation of symptoms and 

early return of the serviceman to duty. The increased 

number of Air Force personnel serving in the Southeastern 

Asia combat area has resulted in concern for the adjustment 

of these personnel. This increased interest is reflected 

in the number of papers submitted. 

The broad and important area of community or social 

psychiatry and all of its concomitant problems receive 

liberal coverage. 

The backbone of a science is the pure or applied re¬ 

search that is carried on either to raise questions or to 

provide tentative answers that will arouse the curiosity of 
other investigators. 

As we reviewed the articles on research, we noted, 

with a great deal of satisfaction, that the term, "behav- 

ioral scientists," has taken on broader meaning in our 

context. The papers of this group range from the applica¬ 

tion of the Human Reliability Program, through assessment 

and selection procedures, psychopharmacology, and statisti¬ 

cal evaluations, to animal studies. We have wished for 

some time to broaden the work of our group to include 

parallel areas of research with direct or indirect applica¬ 

tion to the core interest. It is gratifying to note that 

this symposium has opened the door to other areas con¬ 

cerned with behavior. We hope the trend will continue. 

No conference can be successful without innumerable 

people working behind the scenes. To all who contributed 

in any way, the program committee and the editorial scaff 

extend their heartfelt appreciation. The program committee 
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and editors particularly recognize and extend gratitude 
and appreciátion to Miss Helena V. Kay, Chief, Medicad. 
Editing Section, USAF School of Aerospace Medicine, and 
her staff, for their continued excellence and dedication to 
the monumental task of editing and preparing the manuscripts 
for publication, and to Airman Second Class Stephen G. 
Linowiecki, clinical psychology technician, who was blessed 
with the ability to operate an electric typewriter and the 
knowledge of form, spacing, and organization of tables and 
figures. His was the task of typing the final copy. With¬ 
out his continued dedication to this sometimes boresome task 
we would not have been able to meet our deadline. 

CHARLES L. JENNINGS 
Lieutenant Colonel, USAF, BSC 

and 

CARLOS J. G. PERRY 
Major, USAF, MC 
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WELCOME ADDRESS 

Major General Charles H. Roadman 

Commander, Aerospace Medical Division, AFSC 

I welcome this opportunity to introduce the Fourteenth 

Annual U. S. Air Force Behavioral Sciences Symposium on be¬ 

half of the Aerospace Medical Division. 

By a happy coincidence, this meeting also marks the 

49th anniversary of aerospace medicine. The formal study and 

practice of technics to relieve the medical problems arising 

in flight began on the 19th of January 1918 when the present 

School of Aerospace Medicine was opened at Mineóla, N. Y. 

From its Inception, aerospace medicine has differed 

from most other specialties In the breadth of its Interest. 

It deals with the whole organism of the flyer rather than 

with a particular region or function of his body. 

The first commander of the School was a renowned 

ophthalmologist, the late Doctor William H. Wllner, in whose 

honor the Wilmer Ophthalmologies! Institute was created sosie 

years later at the Johns Hopkins University. 

Six departments were considered adequate to cover the 

School's research and teaching in 1918. They were devoted 

to the eye; to the ear, nose, and throat; to the cardiovas¬ 

cular system; to physiology; to neuropsychiatry; and to 
psychology. 

So the behavioral sciences have held an important 

place in aerospace medicine from its beginning. Conversely, 

the behavioral sciences'-as they are practiced in the Air 

Force--have been conditioned in many significant ways by the 

special environment in which the flyer lives and performs his 
duties. 

The psychiatric, psychologic, and social responses of 
the pilot or crew member lie within the larger field of 

practice defined by these disciplines over the years. Yet 

they often follow patterns which are peculiar to the practice 
of aerospace medicine as well. 



These patterns may offer insights which illuminate the 

more general problems met by behavioral scientists in areas 

outside the Air Force. 

To provide for a ready interchange of knowledge be¬ 

tween the Air Force practitioner and his counterpart in the 

population outside--to insure that neither group would become 

isolated from the oth®r--in the early 1950's the Air Force 

Medical Service began to sponsor periodic meetings like the 

symposium for which we are gathered here today. 

They are not confined to the behavioral sciences. 

There are other such symposia for internal medicine, for 

pathology, for flight medicine, and for the various subspe¬ 

cialties within the field of aerospace medicine as a whole. 

I am particularly impresc^d by these assemblies 

because they enable us to meet directly with our esteemed 

colleagues from community health organizations and to dis¬ 

cuss with them outstanding problems of concern to us all. 

One such problem is the management of personal crises 

that occur at one time or another in most human lives--euch 

crises as the unexpected loss of a job, desertion by a mem¬ 

ber of one's household, attempted suicide, the sudden re¬ 
assignment of an officer or airman to a combat theater, or 

his death in action. 

All of these personal trials and disasters have 

repercussions that involve not only the subject's family but 

the welfare of the community as well. Tney are among the 

situations that may produce effects of the gravest consequence 

to the health and morale of * military organization. 

For that reason, the three groups included in the 

behavioral sciences--which ordinarily hold separate sessions-- 

will meet tomorrow in a joint program to consider the most 

effective kinds of therapy in such crises. 

Another innovation this year is that the Surgeon Gen¬ 

eral has authorized two representatives from overseas commands 

to attend the meeting. One is from the U. S. Air Forces in 

Europe and the other from the Pacific Air Forces* They will 

present their observations and experiences in those theaters. 

Among the guest speakers, one of the most interesting 

presentations will be made by the distinguished group of 

scientists who have been engaged in studies of human reli- 
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actlvities^n AÍr,FOTCe Per«°nnel assigned to sensitive 

telUgence. ** Weap°nry> 8ecurity services, and in- 

Jhl8 î8 an area in «hich the Personnel Research 
La oratory of our Division, here at Lackland, conducted a 
pioneer Investigation beginning seven or eight years aL 

rellablllty was8greatly8broade„ed 

notableSdâcU^e,ra°faâ “enC lnt° effect' th«« has bean a notable decline in Air Force problems related to security 

Wh r8:VlVedbeei: f0Und each year in which assigned to high-risk duties had to be disqualified. 

in .-ho The fUl^ide rate ln the Air Force today is lov-r than 
in the population as a whole, partly as a result of this 

othfr^e caoIbT“? has °«urred in the number of 
r!«! 1 f caPable airmen who have been dropped for security 
reasons from technical training schools. security 

ï.™“- 

of noteworth^developments'in the^eL^o«!"s^íeíces o^r" 
thl P38t year' b0th the Air Force and in civil practice. 

rhp ÍS a pleasure for me to congratulate Dr. Perrv on 
manyf» I Pr08ra® which he has put together and to than/the 
the^Mraln^nt a^thoritles on human behavior who have found 
the time to Join us in these discussions We JT! Tu 
have you with us. * We are delighted to 
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ANNUAL REPORT 

Paul H. Grissom 

I spoke to Col. Flinn at Bethesda on Monday afternoon. 
He asked me to convey his sincere regards to everyone here 
and to express his sorrow that he is unable to attend as of 
now. He did say that if the doctors would release him and 
felt that it was compatible with his best interest to come 
down today or tomorrow, he would try to do so. Col. Flinn 
is retiring from the Air Force and will go on extended ter¬ 
minal leave as of mid-March. At this time I am designated 
to replace him in his position. 1 had not anticipated doing 
so in any capacity at Just this point. Much of what he had 
planned to talk with you about is relatively new material to 
me, and on the basis of the relatively short briefing I don't 
know that I can do it justice. 

Many questions, of course, will come up as to staffing 
at the various installations--as to specific assignments as 
far as individuals are concerned--and I can give you only very 
general answers. I can tell you that all positions that are 
presently filled will receive replacements. In other words 
if your staff is set at 12 psychiatrists at this particular 
moment, you can expect by this fall to have replacements for 
those persons who may be leaving. We have some 68 total 
positions around the world that must be filled with our reg¬ 
ular psychiatrists and with our Berry Plan people. We will 
have 67 individuals, as of this fall, serving as psychiatrists 
within the Air Force. This means that one slot will go vacant 
probably, but that slot has already been picked as one that 
no one is in at the present time and one about which there is 
no urgency in filling. 

Reviewing the manpower situation, I'd like to go over 
some figures that Dr. Flinn compiled concerning our retention 
of career psychiatrists, and it is a rather sad comnentary. 
As of three years ago we had 19 career regular psychiatrists. 
Since that time, 7 have resigned or retired. Five of them are 
assigned to other duties, including the duties of hospital 

Given by Lt. Col. Grissom for Col. Flinn. 
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commander; this gives us a total of 7 remaining regular career 

medical officers who are in clinical psychiatry. It is per¬ 

fectly obvious that the staffing of our various installations 

around the country and our overseas obligations cannot be met 

by the 7 remaining regular career people, particularly with 

the expansion of the demands on us to fill slots in Southeast 

Asia. We are going to encounter a tremendous problem in 

sending Berry Plan people, newly completing their residencies 

in civilian life, directly into operational theaters without 

prior military experience, except for the brief indoctrination 

course that can be given. At the moment there are five 

locations in Asia requiring a total of 6 individuals on un¬ 

accompanied tours which must be filled at the rate of 2 every 
year. These are short tours. For example, during this next 

year we must fill a slot in Thailand in February of '68; we 

have 2 slots in Cam Ranh Bay--one to be filled by August of 

this year and the second one by January of '68 with an over¬ 

lapping kind of arrangement; one at Tan Son Nhut to be filled 

by October '67^ and one in Okinawa to be filled in the summer 

of '67. We already have a Berry Plan volunteer who will fill 

that slot, however. Additional overseas slots which are not 

unaccompanied tours include 2 slots at Clark AFB in the 

Philippines to be filled in the summer of ’67, 1 at Elmendorf, 

2 in England, 1 at Tachikawa ; we expect the one at Tachikawa 

to be filled by one of our career people. All of these are 

to be filled in the summer of '67. One slot in Wiesbaden 

will also be filled in the summer of '67. 

It would, of course, be desirable if our Berry Plan 

people assigned to such places as Thailand, Taiwan, Tan Son 

Nhut, and Okinawa could be given some experience in military 

psychiatry as such, prior to their assignment there. Now 

this may seem rather simple (or at lei-st ray approach to it 

was a very simple one)--you take these people and assign them 

to installations within the States or you assign them to the 

slots that are available in such places as Tachikawa or Clark, 

and you let them work there for 8 months or so prior to going 

into Southeast Asia proper. Unfortunately this runs contrary 

to established policies and regulations which would be 

extremely difficult to change. It's a policy of the Air Force 

that the assignment of a Reserve Officer in for 2 years of 

active duty is fixed for a specified period of time, and he 

cannot be moved during that time without the express permis¬ 

sion of the Secretary of the Air Force; therefore, this plan 

doesn't work too well. It also would have some disadvantages 

from the standpoint of the man's family and the relocation 

of the family. So this solution, while an apparently obvious 
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one, has very definite disadvantages and is probably one that 
cannot be successfully Implemented. A second possible 
solution is to place an individual coming into military psy¬ 
chiatry for the first time at one of the major installations 
for a period of approximately one month's temporary duty for 
the purpose of training in the specific aspects of military 
psychiatry. This would give him some background on which 
to work prior to being sent out to these isolated locations. 
This we are pressing for, and as a matter of fact we have 
been pressing for this kind of approach for a number of years. 
Each proposal for a one-morth training period or an indoctri¬ 
nation period not in military medicine itself, but specifi¬ 
cally in the aspects of military psychiatry, has been rather 
summarily turned down. This we are not giving up trying, but 
on the basis of past experience, we're not too optimistic 
about the success of the implementation of the proposal. 

In places like Cam Ranh Bay the solution is a partial 
one (that is, of overlapping) where we have two psychiatrists 
assigned, and we send a new one over every-six months to 
relieve the one who has been there a year. The fellow who 
has been there at least 6 months can train the new fellow 
coming in. This is the best solution we can come up with. 
Immediately, this type of overlapping is being done there; 
however, the positions in Thailand, Taiwan, Tan Son Nhut, 
and Okinawa are single psychiatrist positions and there will 
always be a gap of anywhere from a few weeks to 2 or 3 months 
between the leaving of one psychiatrist and his replacement's 
arrival. This situation, of course, has existed in one-man 
psychiatric installations throughout this country for quite 
a long time. One way of gaining some continuity in the 
psychiatric programs in this country has been by utilization 
of the military consultant program where the chiefs, career 
people, and experienced military psychiatrists at the various 
centers make visits on a semiannual basis to the individual 
Installations around the country. I feel that this has been 
a quite helpful program; it has allowed us to utilize 
inexperienced people in military psychiatry much more 
effectively than was possible prior to its inception several 
years ago, It may be that a similar kind of operation will 
have to be set up with respect to the Far East bases and, 
if possible, with more frequent visitations than every six 
months. However, going back to my original figures, we are 
spreading them very, very thin--our 7 experienced career 
people. Just how this is going to work out I don't know, 
because at the moment it is necessary to utilize at one, at 
least--and I think two--o : our so-called consultant centers, 
a Berry Plan man who, prior to taking over as chief of the 
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Operation, has had approximately only 8 to 10 months' ex¬ 
perience himself. One gets discouraged at the prospect of 
increasingly having the partially blind lead the totally 
blind. As to specifics of who is going to what assignment 
at this time, Dr. Flinn did not know if this has been firmed 
up. It is going to require another visit to San Antonio in 
the near future on the part of Dr. Flinn and me to try to 
work this out with the personnel people. Their headquarters 
being in San Antonio while ours are in Washington is somewhat 
clumsy in arrangement. Our retention of people to come in 
through the Berry Plan has been equally poor. We have 
retained in the past 3 to 4 years a total of 2 such individ¬ 
uals, and our experience with them has been rather 
unfortunate. One of them died under circumstances that are 
not entirely clear, and the other was medically discharged 
for an acute psychotic episode. Of career people who have 
taken their training under Air ¿orce auspices, and who have 
put in their obligatory service, completing it since 1965, 
there were a total of 14. Of these, we have retained 4 
beyond their period of obligatory service, or approximately 
307c Now that figure actually isn't terribly bad, because 
it stacks up quite favorably with the retention of people in 
other specialties in the Air Force. I might go into some 
more detailed figures without too much comment on them. 
Concerning this retention beyond the obligatory service time, 
in 1959, of persons who had completed their obligatory 
service (persons who had taken military-sponsored training) , 
there were 45 individuals who had taken civilian training and 
20 who had taken military training. Of those who got out 
immediately on fulfilling their obligatory service, those who 
had taken civilian-sponsored residencies in civilian hospitals, 
167. left immediately. That figure rose to 187. who left in 
the year following, to 277. the second year, and to 327. the 
third year; these are cumulative figures, and at the end of 
6 years, there were 667. of these people remaining who had 
taken their training under civilian conditions. Of those 
taking them in military hospitals, and this is rather an 
unusual figure, but I would like to comment on it a little 
later, taking the final figure, 607. rather than 667. remained. 
In other words 407. got out by the sixth year and they had 
taken military residencies versus 347. of those taking civilian 
residencies. This figure doesn't stand up, however, in 
analysis of further years, nor does the retention rate stand 
up, and we can't be absolutely certain as to the reason for 
this situation as of 1959, but presumably it relates to 
people and circumstances such as my own. Col. Gibbons, also, 
had prior World War II service time and thus had a consider¬ 
able amount of military investment even prior to taking a 
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residency within the service. There was a little greater 

incentive for remaining in; for example, by the time ï could 

get out I had 13 years of military service behind me. That 

situation is different from having 7 or 8 years and 1 think 

this may make the difference in these early figures and the 

ones we come to later. Among those completing the residency 

training by 1961, two years later, 407. got out immediately 

(they were from civilian programs) ; 557. had left by the first 

year; and by the fourth year we were retaining only 387.. 

The percentage (627. of them had left) is a marked contrast 

to the 1959 figures. Comparing the civilian figures with the 

military at that time, of those who had taken residencies in 

military programs, 617. remained. In other words, only 397. 

had left; so the retention advantages of military programs 

for whatever reason as the situation exists becomes more 
evident at that point. 

There were a few other matters that Dr. Flinn thought 
that should be tossed out and not discussed in any detail. 

One of them concerns the industrial security review activities 

that many of you are involved with. You will receive a 

letter from the Industrial Security Review Board requesting 

that you see such and such a civilian who is working in such 

and such an industry that has a contract with the Air Force 

and is working in a capacity requiring Secret or Top Secret 

clearances. The investigations of these people, as they 

have been reviewed, have indicated some past history of 

psychiatric difficulty, alcoholism, personality disorder, or 

past arrest for sexual offenses of various kinds. They are 

reviewed initially in either the Army Surgeon General's 

Office, the Air Force Surgeon General's Office, or Navy 

Surgeon General's Office, and it is determined that a current 

psychiatric evaluation is necessary before the decision is 

made as to whether these people have a condition which might 

raise question as to their reliability and judgment in the 

handling of security materials. These are farmed out then to 

the various installations, the nearest psychiatrist--Air 

Force, Army, or Navy--for individual interviews. I am sure 

many of you have received such a request and sometimes it 

is a little sticky as how to handle it. 

In reviewing reports that come back alter the eval¬ 

uation has been completed at the various installations, it 

is apparent that there is a fair amount of misunderstanding 

as to just what the function of the psychiatrist is. Now 

he is not to be, or put himself in a position of being, 

totally responsible for saying whether this particular 

civilian should or should not be granted a security clearance. 
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He must to the best of his ability (by using his professional 

Judgment and whatever crystal ball it is that people think 

we have) express himself as to the existence of detectable 

psychiatric illness, significant degrees of character dis¬ 

order, or a continuing alcoholic problem. He should comment 

as to the possible effect on his behavior the handling of 

security materials would have in terms of his reliability 

and his Judgment (and these two things may be quite 

different). For example, an individual who is constantly 

preoccupied with his own emotional problems is not going 

to perform well in his Job, in general, because of his in¬ 

ability to concentrate and deal with details. In the actual 

vluy-to-day handling of security materials he may, indeed, 

make errors in judgment; or he may, indeed, be a somewhat 

unreliable person. On the other hand, the spree drinker, 

the spree alcoholic, may constitute some risk from the fact 

that his tongue gets a little too loose in the barroom when 

he's wandering about the country during his sprees--even 

though he may during his sober periods be entirely capable 

of handling the material according to standard procedures. 

A variety of factors go into making these decisions. Your 

comments concerning the probable effects are all that is 

required. You are not to state, "This man should not have 

a security clearance," nor are you to state, "I should see 

no reason whatsoever why he shouldn't have a security 

clearf.nce." You state that there is or there is not a 

significant personality character defect or psychiatric ill¬ 

ness and indicate the possible effects as pertains to his 

handling of security materials. 

To take two widely separate examples, one such case 
involved an individual who had a paranoid schizophrenic con¬ 

dition which was noted to be in pretty fair remission but 

with significant residuals and with some definite evidence 

that the man was still somewhat shaky. The possibility of 

recurrence of his acute episodes was quite considerable. 

The psychiatrist who made the examination rather strongly 

stated that this man was quite capable of working in his 

position in spite of these situations--that it would be nice 

if he could be given a trial. That is essentially what he 

said. This piece of paper which went into the hands of the 

paranoid individual's attorney, and eventually into that 

man's hands, stirred up quite a bit of controversy. The 

indigenous paranoid said, "damn it! Your own psychiatrist 

has said that I am perfectly capabl of working my job and 

where do you get off raising the q stion again. I should 

be given my clearance without question." 

9 



On the other hand, a gentleman was picked up in 1955 in 

a parking lot masturbating; he had been observed by a little 

girl and was picked up by the police. He admitted that he 

had had during a period of a month or two some urges in this 

direction. He had Been shopping and got back into his car 

and noticed this particular young lady and masturbated. He 

was seen by a psychiatrist for 4 or 5 visits on advice of his 

lawyer and decided that, while he didn't fully understand 

about this, he thought he could control this situation. 

Since that time he has had no trouble. The man has a stable 

marriage of some 25 years' duration and has been on one job 

with an excellent record for almost 30 years now. There is 

no indication of any particular problem on examination at 

this time but on the basis of, as this particular psychiatrist 

said, a lack of insight into the meaning of his behavior back 

in 1955, there was a possibility this behavior might recur 

and this man should be considered completely unsuitable for 

security clearance. Here we go completely over to the other 
extreme. 

So in your reports, refrain please from making binding 
statements that the person should or should not have a secu¬ 

rity clearance. Merely report what you find. Give your 

estimate of the possible effects on this man in terms of his 

behavior, specifically in terms of his performance and duties 
concerning security material. Nov this may seem like 

splitting hairs because you know and 1 know that if you ex¬ 

press your opinion as to the possible effects on him and on 

his behavior strongly enough, you have, in essence, said, 

"I think he should (or should not) have a security clearance," 

but in reviewing the report and in the hearings involved, it 

makes a tremendous difference as to how you word your reports. 

Again, I regret that Dr. Flinn so far has not been able 
to get out of the hospital and be with us. I will perhaps 

have some other remarks to make this afternoon in a different 

capacity. I will be glad to answer any questions I can re¬ 

garding such things as staffing and assignment and future 

plans as far as I have thought about them at this point, and 

as far as Dr. Flinn has briefed me on them. But if I have 

to say, "Gee, I don't know," it means just that--Gee, T 
don't know. Thank you very much. 
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PSYCHOTHERAPY IN THE MILITARY SERVICE 

Stuart S. Burstein 

The advent of dynamic psychiatry has added a new 

dimension to military psychiatry (I, 2). It has altered 

the role of the military psychiatrist. The basic change has 

been from an earlier preoccupation with diagnosis and dis¬ 

position to a concern with psychotherapy. Efforts have been 

made to integrate tlw technics of dynamic psychiatry within 

the total military framework. To the extent that these 

efforts have succeeded, psychotherapy is available to the 

members of the Armed Forces. 

The Armed Forces Impose more-or-less uniform limita¬ 

tions on che function of their psychiatrists. The crucial 

issues are confidentiality and the referral process. At 

least one military psychiatrist has concluded that effective 

intensive treatment, especially outpatient treatment, is not 

feasible with active duty personnel. The author's experience 

confirms some of the criticisms made of military psychiatry 

while refuting others. In particular, he has found it 

possible to carry out some effective psychotherapy amongst 
active duty personnel. 

Almost without exception, the military psychiatrist is 

a two-year volunteer. He has Just completed his residency 

training and is looking forward to a career in academic 

medicine, private practice, or both. He is well-versed in 

psychoanalytic theory, and his therapeutic orientation could 

best be described as psychodynamic. Many of these men have 

a major interest in psychotherapy. This is their raison 

d'etre. In their attempts to treat active duty personnel, 

they have had equivocal results which produced a seeming 

disenchantment with military psychiatry. Clausen and Daniels 

have recently described some of the young psychiatrists' 

conflicts in a paper entitled, "Role Conflicts and Their 

Ideological Resolution in Military Psychiatric Practice" (3). 

Their point is that the psychiatrist coming on active duty 

is ill-prepared for the change in emphasis from psychotherapy 

to consultation. The change conflicts with his previous 

experience and self-image. He is further disturbed by the 
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lack of confidentiality within the military service. And 
last, but not least, he has difficulty coping with the 
authoritarian Army social structure. 

Clausen and Daniels state the military psychiatrist's 
goal as: "to prevent non-effectiveness of the soldier be¬ 

cause of transient or chronic emotional disorders." They 

envision the psychiatrist as functioning in the military 

hierarchy where his is the first line of defense for resolving 

conflicts between the soldier and his environment. In this 

way, the military psychiatrist prevents destructive inter¬ 

action from getting out of hand. Specifically, the psychia¬ 

trist muse weigh the feasibility of treatment against 

administrative or medical board action. If he elects to 

treat the patient, his goal should be returning the soldier 
to active duty. 

So far as it goes, the above definition of a military 

psychiatrist's duties is quite adequate. However, it fails 
to consider the question of whether or not analytically 

oriented psychotherapy is feasible within the military 

service. In an earlier paper, Ungerleider has done that and 

concluded, "Effective, intensive, psychotherapy among active 

duty military personnel (and particularly with outpatients) 

is not feasible and perhaps not even possible" (4), He 

defines intensive psychotherapy as 'That which deals primarily 

with intrapsychic phenomena, has insight into unconscious 

determinants of behavior as a goal and is not restricted to 
providing support and environmental stimulation." 

Ungerleider had several reasons for deciding that 

intensive treatment was not feasible. First was the divided 

loyalty of the therapist who is caught between his roles as 
officer, physician, and psychiatrist. Second was the 

limitation on privileged conmunication. And third was the 

diffuse role of the military psychiatrist. In Ungerleider's 

experience, this role diffusion precluded his guaranteeing 
a regular appointment time to his patients. 

The major criticism of Ungerleider's paper is that he 
fails to differentiate between intensive psychotherapy, 

insight therapy, and psychoanalysis. What he calls intensive 

therapy is more commonly thought of as insight therapy. This 

is made clear when he states the goal of intensive psycho¬ 

therapy as "Insight into the unconscious determinant of 

behavior." The distinction is more than academic since he 

has subsumed a variety of psychotherapeutic functions under 
the heading of "Intensive Psychotherapy." 
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To further illustrate this difference, we must 
remember that supportive psychotherapy is aJso a form of 

intensive treatment. It is intensive in the «ense that it 

relies upon psychoanalytic principles. The therapist employs 

psychodynamic concepts. He utilises the transference re¬ 

lationship for the purpose of helping the patient recover 
from his illness. 

Supportive psychotherapy is defined as a sustained 
treatment relationship with clearly set goals. No attempt 

ia made to resolve the underlying neurosis. The goals of 

treatment are symptomatic relief and strengthening ego- 

controls. Goals must be reached in short order since there 

is not time for significant working through. Drugs are used 
when indicated for relief of anxiety and other symptoms. 

*n tl‘e author s experience, supportive psychothenpy 
is highly useful to active duty personnel. It frequently 

meets the patient's needs without hampering his career. It 

has helped to keep men on active duty when otherwise they 

would have lost their effectiveness to the Air Force. The 
following case reports highlight this treatment. 

Case 1 

REPORT OF CASES 

A 33-year-o3d technical sergeant was a self-referral 
to the Psychiatric Clinic. He was suffering an acute 

depression with overwhelming guilt feelings. The depression 

was precipitated by his having managed to get an especially 

desirable overseas duty assignment. Hu was a very moralistic 

repressed individual with chronic feelings of guilt For 

example, in describing his childhooo misbehavior, h¡ said 
Tut I always got caught." ’ 

At the time of his first visit, the patient was 

scheduled for departure three months hence. This created 

an administrative problem. While the scheduled departure 

precipitated his depression, the depression would keep him 

from going. So, his commander had to be notified that the 

patient was receiving treatment. Administrative action was 
deferred pending the outcome of therapy. 

The patient readily formed a dependent transference 

relationship. He ventilated his guilt feelings. He obtained 

reassurance from the therapist who functioned as a benign 
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authority figure. Within eeveral weeks the depression had 

lifted. The patient returned to his premorbid level of 

adjustment. His behavioral function was enhanced by the 

coping mechanisms that he had acquired In treatment. His 

coonandlng officer was then notified that the patient was 

fit for world-wide duty. When last heard from, the patient 
was on his way to Europe. 

Case 2 

A 26-year-old first lieutenant developed a severe 

anxiety reaction while attending one of the schorls at Air 

University. He initially sought help at the flight surgeon's 

office where he received tranquilizers. The flight surgeon 

suggested that the patient seek psychiatric help. But, the 

patient refused until the flight surgeon put his suggestion 

in the form of a request for psychiatric consultation. This, 

then, constituted a military order for the patient to appear 
at the Psychiatric Clinic. 

Unfortunately, the patient was unable to gain immediate 
relief from a psychotherapeutic relationship. He eventually 

made a suicide gesture as a way of expressing his feelings 

of inadequacy and hopelessness. The suicide gesture resulted 

In his psychiatric hospitalization, and his case was ulti¬ 

mately presented to a Physical Evaluation Board. He was 

subsequently discharged from the Air Force. 

Case 3 

A 37-year-old major was having an acute exacerbation 

of a chronic depression. His symptoms seriously Interfered 
with his work. In a lettei cf referral, his commanding officer 

stated that the patient "will suffer a serious breakdown . . . 

unless he is guided off this one-way street that he is on." 

He added that the patient was "a compulsive worker who had 

driven himself to the point of complete exhaustion." In this 

case, the patient agreed to see a psychiatrist only after* his 
commanding officer insisted on it. 

The patient readily formed a dependent transference 

relationship. He ventilated feelings of inadequacy and got 

some assurance of hlo own worth. He attained some super¬ 

ficial Insight of the conflictual relationship with his 

dominating, masochistic mother. He quickly recovered from 

the acute exacerbation of his depression. His work perform¬ 

ance Improved, and he began to relate more effectively to 
his family. 



It was a matter of concern to him that no record of 

his psychiatric treatment be included in his permanent mil¬ 

itary record. Since the referral had come directly from his 

commanding officer, and his commanding officer was favorably 

inclined toward the man, he made no record of the referral. 

i.hus, there is no indication in the patient's permanent 
military record that he received psychotherapy. 

COMMENT 

Case 1 is a clear-cut exa ^le of supportive treatment 
for an acute problem. Conventional technics of ventilation 

and reassurance were employed to relieve a guilt depression. 

The only significant difference from civilian practica is the 

therapist's having to notify the patient's commanding officer 
that he was receiving treatment. Since the patient was a 

self-referral, this act was a direct violation of the confi¬ 

dential psychiatrist-patient relationship. It was necessi¬ 

tated by the therapist's obligation to consider the needs of 

the Air Force as well as those of the patient. The Air Force 

needed to know if this man would be available. If not, they 

had to find someone else to fill his slot. Notifying them 

had the additional effect of imposing a sense of urgency on 
the patient's efforts for recovery. 

Cases 2 and 3 highlight certain aspects of the referral 
process. Recurrent problems of doing psychotherapy in the 

military service were encountered in each case. First of 

all, there is the matter of the patient's Permanent Health 

Record. In some Instances, a contact with the Psychiatric 

Clinic is noted in this record. In other cases, a full 

diagnostic evaluation becomes a part of the record. Depend¬ 

ing on the sensitivity of the man's duty assignment, such 

enclosures can do unnecessary and irreparable harm to his 
military career. In case 2, the record of outpatient 

psychiatric treatment had to become part of his Permanent 
Health Record since the patient refused to seek help on a 

-referral basis. He came to the clinic only after the 

flight surgeon had put a suggestion in the form of an official 

request for psychiatric consultation. This, then, constituted 

a military order. Both the request for consultation and the 

consultation itself became part of the Permanent Record. 

The patient in case 3 managed to avoid any official 

mention of his treatment. This reflected on his personality 

more than anything else. He was a seductive, ingratiating 
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character who held the affection of his commanding officer. 
Consequently, his commanding officer elected to delete any 
reference to psychiatric illness from his official evaluation 
of the patient. So far as the Psychiatric Clinic was con¬ 
cerned, the patient was a self-referral whose treatment would 
not normally be recorded in his Permanent Health Record. 
This is a valuable option which allows military psychiatrists 
to render psychotherapy to some active duty personnel with¬ 
out unduly influencing their career. 

A rather sore point for military psychiatrists has 
been the issue of secrecy and confidentiality. Perhaps it 
would be better to say that there is no guarantee of secrecy 
or confidentiality within the service. Any Inpatient or 
outpatient record is theoretically open to perusal by the 
appropriate administrative authority. And, the psychiatrist 
can be ordered to testify on the witness stand in regard to 
his patient. Many psychiatrists have reacted to these facts 
by refusing to intensively treat active duty personnel. They 
justify themselves by referring to Freud's jremarks that "The 
whole undertaking (psychoanalytic treatment) becomes lost 
labor if a single concession is made to secrecy" (5). But, 
Freud was specifically discussing psychoanalysis. Psycho¬ 
therapy, as we know it today, was not conceptualized at that 
time. Furthermore, it can be useful for the psychiatrist and 
patient to enter a psychotherapeutic relationship with full 
knowledge that their communications are not confidential. It 
imposes a sense of reality and timeliness on the undertaking. 
It reminds both participants of their mission's urgency. And, 
it can be an effective focal point for the patient's angry 
feelings. It may discourage a pathologic regression while 
allowing the necessary degree of support for the patient's 
recovery. 

The last issue to be considered is the authoritarian 
role of the military psychiatrist. This is an inevitable 
component of the military social structure. It cannot be 
Ignored. The patient's transference is invariably influ¬ 
enced by his perception of the doctor as a military officer. 
This fact reduces the number of patients for whom the doctor 
can be effective since it means that the patient must be 
able to accept a dependent transference relationship. The 
patient's dependency conflicts cannot bs resolved in the 
shurt space of a few hours. If his conflicts prevent him 
from accepting a supportive relationship, the treatment is 
doomed to failure. Bond commented upon this as early as 
1952. He said, "The power of the physician to determine the 
disposition of the ¡atient by the use of a diagnostic label, 
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and the authority of his rank, were at the center of those 

transference problems peculiar to therapy in the service" 

(ref. 1, pp. 107-108). The situation is unchanged today. 

These are the issues which confront a military psy¬ 

chiatrist who attempts to treat active duty personnel. The 

issues are resolvable. For the psychiatrist who recognizes 

and accepts the limited conditions of his work, the military 

experience can be a gratifying one. It is an opportunity to 

test old hypotheses and develop reality-oriented technics. 

In an oft-quoted remark on the neuroses, Lawrence 

Kuble said, "There are only two kinds of neuroses: The 

onion and the garlics. Onions stay with you long after they 

cease to offend other people. Garlic on the other hand, 

offends other people long after it ceases to annoy you" (6). 

Military psychiatrists only see the garlics. But this 

constitutes a large crop of potential patients. The military 

psychiatrist can learn from these patients while helping them. 
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THE PSYCHOTHERAPIST IN A MILITARY SETTING 

Jack L. Graller 

Loren H. Crabtree, Jr. 

We would like to describe a crisis In our lives as 

psychotherapists. This critical moment occurred when the 

authors entered the military service for a two-year tour of 

duty. For purposes of presentation, we will consider the 

events leading up to the crisis under the headings "The 

Psychotherapist" and ’The Military Setting." Ve will then 

describe our struggle to redefine ourselves as therapists. 

THE PSYCHOTHERAPIST 

Those times when we considered our professional 

identity before coming into the military, we regarded our¬ 

selves as psychotherapists. To us this meant, in part, a 

need to work with disturbed people over a long period of 

time with the belief that (1) out of this relationship, new 

life can emerge; (2) before this takes place, years of 

psychotherapeutic work may be required; and (3) years of 

treatment may of necessity follow it. This reverence for 

the time-demands of therapy is undoubtedly rooted partly in 

the fact that we had both spent several years in psycho¬ 

analysis and in doing intensive one-to-one psychoanalytlcally 
oriented therapy. In addition, each of us had had the 

experience of working for several years as part of a multiple 

therapy or co-therapy team with individual patients, with 

groups of patients, and with disturbed families. As a result, 

we had a respect for the psychotherapist's needing others 

and for the impact of bringing a relationship (co-therapy), 

rather than a single therapist, to a patient or to a group. 

This, in brief, is what we brought, as psychotherapists, to 

the military. We were hoping for a professionally rewarding 

experience and were fortunate in obtaining a two-year 

assignment to a neuropsychiatrie center where we would 
primarily be doing inpatient work. 
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THE MILITARY SETTING: STACKED DECK 

Several important features immediately imposed them¬ 

selves upon us as we embarked upon attempts to do psycho¬ 

therapy as we needed and as we were trained to do. First of 

all, there was a large number of hospitalized patients to be 

cared for. Secondlv, we had no control over the selection 

of patients under our care: diagnosis, severity of illness, 

®8*» sex, civil condition. Thirdly, the average duration of 

total care per patient was three months, another factor over 

which we had almost no control. Fourthly, the primary con¬ 

cern of the military, and of many of the patients during 

their brief period of time in the hospital, was the final 

adninistrative outcome: return to duty, discharge from the 

service with various forms of monitary benefits, or discharge 

from the hospital to face pending administrative or legal 

charges. Clearly, secondary gain from illness was relatively 

great, and recovery had its disadvantages. Fifthly, this 
unique setting fostered and encouraged an authoritarian- 

oriented staff and patient population. The "chain of cocmnand" 

concept was the modus operandi: a mildly upset patient would 

talk to a fellow patient; if more upset, a psychiatric 

corpsman; if even more upset, the wardnaster (a sergeant); 
then the nurse; and finally, "the only person who could 

really help but doesn't have enough time"--the psychiatrist. 

Such were some of the obvious features that led us to 
the feeling that the deck was stacked against psychotherapy 

as we knew it and against psychotherapists as we knew 
ourselves. 

THE REDEFINITION 

Utilizing the methods and criteria for kinds of 

psychotherapy as we had learned them, we felt singularly 

unsuccessful. Brief, infrequent, Individual sessions for 

three months maintained, and commonly fostered, superficiality 

and impersonality. The ward group psychotherapy which we 

instituted failed to reach all the patients. They didn't 

seem to be particularly motivated, apparently being as aware 

of the three-month deadline and of the secondary gain in 

their illness as we were. It was during this time in our 

military experience when we were most depressed--when we 

thought w* would havi to shelve our roles as therapists and 

settle for two years of evaluation and dispositional work. 

This was accompanied by the fear that our talents would be¬ 

come "stale," and that our productivity would be greatly 
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curtailed. During this time we found ourselves working hard 

t0 -Llg-f.!:, patients. Confronted with a severely depressed 
or psychotic patient, we forced ourselves to take the posi¬ 

tion that he would have to work it out with the staff and 

with other patients in ward group psychotherapy. This had 

very much to do with the fact that we were still thinking 

in terms of long-term treatment. We did not want to encour¬ 

age a patient to attempt to work out problems of such mag¬ 

nitude with us only to develop a three-month "transference" 

for which there would be no resolution. In this and other 

ways, we took a definite stand against regressive and de¬ 

pendency trends in the patient population. However, this 

turning patients away from us, to an experience toward which 

we felt lukewarm, entrenched us further in bitterness and 
depression. 

Slowly, however, a new theme began to emerge. We 

started to train the psychiatric personnel (nurses and corps- 
men) , mostly informally, in our approach to patients and 

their problems. Soon these people began to relate energet¬ 

ically tc the patients in a way that was new and exciting. 

In addition, during this period blatantly psychotic and 

suicidal patients were given passes accompanied by fellow 

patients with whom they were particularly involved. Clearly 

the staff was coming to life, and patients and staff started 

moving toward each other and toward us for help. We openly 

took the position th*»*- we valued and respected others' 

thoughts and perceptions, and we encouraged and supported 

any relationship that formed in the milieu. At this point 

we made a most important move--we began to bring into the 

office relationships that formed naturally on the ward, and 

in this manner started having sessions with various combina¬ 
tions of milieu participants. At first these sessions 

surrounded a ward problem or personal crisis. The primary 

patient, his friends (patients), and involved staff would 

meet with us to contend with the acute upset. We functioned 

as co-therapists to the small group (hospital "family") as 

a whole. In the process, we emerged from our depression. 

Initially an approach to an acute crisis, this orien¬ 
tation was extended to other patient problems and ward 

developments. Several examples come to mind. A most 

withdrawn schizoid patient asked for help with the problem 

of being unable to get close to anyone. He had been able 

to discuss this with only one person, a fellow patient. 

These two friends were then seen together weekly, and soon 

they were able to share this experience with the ward group, 
leading the group and the schizoid patient to a more 
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meaningful relationship. Suicidal patients were coupled with 

those "who cared" and were seen together. There were several 

examples of paranoid impasses where the therapist, by in¬ 

cluding important others with the paranoid patient, was able 

to break a stalemate in the doctor-patient relationship. 

We were excited over these experiences and the results 

and have continued to handle crises and other milieu problems 

in this manner. However, this in itself had limitations-- 

mostly in terms of being temporary and crisis-oriented. The 

obvious advantages are numerous, but we were most intrigued 

by the growth potential in the natural selection of relation¬ 

ships. We therefore extended our approach to include the 

psychotherapy of natural relationships independent of con¬ 

flict and of crisis. We began to have sessions with natural 

subgroups (cliques and friendships)of the milieu. Staff 

members were included if they were considered to be part of 

the subgroup. Groupings of 4 to 6 people were seen on a 

regular basis in one hourly session per week for a three- 

month period. The kinds of subgroups and their problems have 

varied. One grouping Included four male patients with latent 

homosexual problems who were clearly drawn to one another as 

they struggled in the milieu to work out their shared problem. 

Another grouping evolved around a desperately lonely, un¬ 

communicative, depressed patient whose only contacts were with 

the three patients with whom he ate dinner each night. The 

four were started in treatment. A third grouping was chosen 

during a ward meeting when only three patients in the total 

ward population responded to another patient's plea for help 

concerning incestuous experiences. A fourth grouping included 

four patients who were evacuated from four different countries 

in Southeast Asia and met on the evacuation plane in the 

Far East. They were seen in a group intake and continued to 
meet weekly thereafter. 

Our current ground rules for the three-month psycho¬ 

therapy of natural subgroups include (1) a statement that 

we respect their ability to help each other; (2) that we are 

available to the members only as a group (once weekly and 

for emergencies); (3) that they will work together on problems 

outside of our therapy hours; (4) that if one or more members 

are too upset to leave the hospital alone, the group will 

assume that responsibility; and (5) that the group decides on 

inviting new members (patients or staff) into the meetings. 
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CONCLUSIONS 

Our work has been excicing and stimulating, ant; 

probably this satisfaction has served as thi* impetus for 

reshaping our original psychotherapy models. We noticed that 

one of the major shifts was to the recognition that therapeu¬ 

tic benefit and growth could result from a short-term, 

intensive, small group experience when the influence of the 

therapist's support and involvement was added to the impact 

of the forces in already-existing natural relationships. In 

addition, we have extended our personal thinking about 

co-therapy to include the psychotherapist, staff members, and 

other patients working together in the combined effort of 
psychotherapy. 

DISCUSSION 

DR. LUDWIG: In my opinion, the paper by Dr. Graller and Dr. 

Crabtree, as well as Dr. Burstein's paper, illustrates 

graphically what one might call a sort of culture 

shock which the young civilian psychiatrist experiences 

when he finds himself operating in a military setting. 

Dr. Graller's experience reminded me of a visit 
to a group of surgeons in Italy in an evacuation hos¬ 

pital during World War II. This unit was doing about 

150 operations a day using several teams who operated 

in four-hour shifts. They were standing in the mud 

with a nurse holding a dish over the operative field 

so that rain would not drip in the wound. The results 
were very good , and often they were even better in the 

field hospitals where nontransportable wounded were 

being treated. These physicians, at first, were furi¬ 

ous anJ much disturbed not to be working in the marble 

halls of their parent institutions at home, but out 

of frustration and necessity came the ability to 
adapt themselves to the war situation. 

It seemed to me that Dr. Graller was being 

unduly modest in his presentation. He had much to 

do with what happened that didn't Just come about by 

accident. In the first place, like all young psy¬ 

chiatrists who come into the service, he was an 

intelligent and highly adaptable person. More than 

that, however, he exercised a high degree of leader¬ 

ship in his ward. Thereby, he set up an environment 

and atmosphere and a morale in the unit that produced 
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the results he described. I believe that as psy¬ 
chiatrists, we come into the military setting from 
civilian life with a number of misconceptions which 
Simply don't work very well in the military setting. 
If we always remember that our function (that the 
function of all medical officers and of the Medical 
Corps in general) is to preserve maximal fighting 
strength at all times, we would operate in a much more 
effective manner. Furthermore, we have to operate 
within an authoritarian setting. This isn't always 
a negative factor. Not only is the psychiatrist in 
charge of the ward as a physician with all of his 
skills in psychiatry and with all of his knowledge of 
emotional disorders, he is also there as an officer 
who is required to maintain military discipline in 
that ward. This can be very supportive and limit¬ 
setting and thus can counter the tendency of the 
patient to regress. The need for limit-setting would 
be necessary anyway in a civilian ward as well as in 
a military hospital. In the military setting, the 
medical officer can sometimes do it bettar. 

There are many other functions which the psy¬ 
chiatrist fulfills in the military. For example, in 
his consultative capacity, those of you who have 
worked in mental hygiene clinics have experienced 
being asked all kinds of questions as to how to deal 
with soldiers who have behavior problems and what shall 
be done about them by the line officers. You will 
have noted that when the case load suddenly increases 
in the clinic from certain units, often there is 
something wrong with the leadership and morale of that 
unit. By bringing this to the attention of conmand, 
it can be corrected. 

Perhaps the most striking lesson that I learned 
in World War II as a military psychiatrist was that 
with good leadership and morale some very marginal 
people can be utilized for military service. We had 
units in which there was very little psychiatric 
breakdown, although they had the same number of people 
with character disturbance and neuroses as other 
units, but had such superior morale of leadership that 
these marginal people could function. Conversely, 
when morale broke down, psychiatric casualty rates 
always rose. 
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With reference to Dr. Burstein's paper, there 

Is no question whatever that intensive insight therapy 

does not fit into the military setting. However, 

short-term intensive psychotherapy does fit. I be¬ 

lieve that the more psychodynamically oriented we are, 

the more we use our knowledge of psychodynamics, the 

more successful we will be in this kind of treatment. 

You may be asked, at times, what to do with material 

from our military patients which Indicates certain 

unconscious conflicts. Perhaps, the best answer to 

this is "Note it, but do not interpret it to the 

patient," and attempt to utilize it with whatever kind 

of treatment you wish to institute with the patient. 

Dr. Bürstein has mentioned the matter of con¬ 

fidentiality. This is a problem that concerns us in 

civilian life as well. One of the things we have to 

teach our young residents in psychiatry is not to 

write everything down in the records that the patient 

tells you. One must be circumspect about what is to 

be included. There are certain matters which cannot 

be evaded and which are peculiar to the military 

setting. In World War II, we often saw patients who 

had been involved in a single homosexual experience, 

perhaps when they were drunk. Had we recorded this 

and brought it to the attention of command, the man 

would have been discharged. However, we were often 

able to transfer such people elsewhere and allow them 

to go on and have a good career in the new setting. 

Another matter that may handicap us as we come 

into the Army from civilian psychiatry is t'at our 

orientation in civilian life is primarily toward sick 

people and what they are unable to do. One of the 

things that can be learned in the Army is that there 

are a great many things a lot of sick people can do. 

AÇ present, the Air Force is in the happy situation 

of being able to screen out everyone who can't do the 

job. We must not forget, that in a mass emergency 

during war, we have to stop this because manpower 

quickly runs out» and it then becomes necessary to 

screen üi all sorts of people with limitations, to 

find jobs for them and to find the conditions under 

which they can do them. Here again, leadership and 

morale are very important. 

Another unfortunate discovery that we make is 

that as psychiatrists, we are often not as capable in 



iw1"8 0Ut the handicaPPed people who can do a job. 
There are certain nonpsychiatrists who are dolnc 
selection. Line officers often can do it much better 
han we can I believe some of our limitations in 

^«aret 01 ®election ‘“ve to do with directing our 
focus primarily on illness rather than on capabilities 
which may exist in the person in spite of limitations. 

COLONEL GIFrEN:! Relieve the two papers presented complemenl 
ch other, and I wish to thank the authors for elab¬ 

orating some of their opinions and observations during 
their tour of military duty. I am sure that the 
attitudes expressed and the thoughts crystallized in 
the presentations have occurred and been ruminated 
upon b” everyone here, probably more intensively by 
the two-year men, probably in the dim by the Regular 
officers I believe that the sooner one comes to an 
understanding of the structure of the military, its 

c^fnr^i nÍtÍOnS^ the ea8ler ^ 18 t0 take a more 
«rí V and arriVe at a more Productive role 
as a military physician with a specialty in psychiatry. 

* m ^WíÍle certaínly there are problems inherent in 
a rapid turnover of physicians, the service still in 
some aspects benefits tremendously by having for just 

short space of time a large number of individuals 
trained by a variety of university teaching centers. 

enter with preconceived ideas 
rhZ, y reaidenoies and teaching programs, but I 
think it s adequately shown here, and in my experience 
they are ¿lexible enough to be able, in a fairW 

Ind8ren5ftr ^them8elvaa to the situation and render an excellent service. 

„ff .,The milltary establiahment's aim is to keep 
effective men on duty effectively with a minimum of 
interruptions in their duties and training. This is 
true not only in psychiatry but in all branches of 

thf two6' Here at Wilf0rd Hal1 we dapand heavily on 
the two-year men to assist us. We see all stages of 
endeavor to cope with the situation, and we hone that 

"ïoosUe6kly^naCî p8ychlatri8ts to remain somewhat 
tuMon < u íhe^ are m0re with the insti- 

1 imitations^and^ssets? lt8 
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which is the largest teaching hospital in i he United 
States Air Force and the second largest military med¬ 
ical establishment in the United States, the tirst 
being the Naval Hospital in California. The complaints 
of my psychiatrists on the fourth floor do not seem to 
be any different from complaints from my other staff 
on the first floor. The Department of OB-GYN is quite 
upset and annoyed that psychiatry is privileged to keep 
its own records within its department and they are not. 
They feel that the numerous obstetric and gynecologic 
problems dealt with are Just as confidential and 
should be Just as privileged as an individual's psy¬ 
chiatric problems. It is a chronic complaint by 
physicians who constantly voice the "restrictions" 
placed on them by the military service in the treat¬ 
ment of their patients. A point made by these speakers 
concerning the referral process and confidentiality is 
of interest since for some years, starting, as far as 
I know, with Bob Williams at that time ir the Consul¬ 
tants Division of the Surgeon General's Office, an 
attempt to formulate some type of privileged communi¬ 
cation between the psychiatrist and his patient was 
discussed. This, however, did not materialize. How¬ 
ever, I think there are some things which might 
benefit the younger psychiatrists in the service 
concerning confidentiality. I feel many times this 
is breached by the psychiatrist himself in the re¬ 
ports which he renders. Many of the reports are 
detailed with vivid interplay of the patient with 
significant people in his life, his attitudes, thoughts 
(both conscious and unconscious), nd ideas. Surpris¬ 
ingly enough, much of this is unnecessary. The 
physician-patient relationship does have some control 
if the psychiatrist remembers that in arriving at his 
opinion and during some of his treatment verbatim 
accounts of the sessions are not recorded. As you 
know, there are some loaded words in the Air Force 
which raise red flags and set all kinds of wheels in 
motion when they are mentioned--specifically homo¬ 
sexuality. 1 have seon reports from psychiatrists 
who mentioned unconscious homosexual aspects of the 
individual in their written reports whten there was no 
overt activity and very little likelihood that overt 
activity would ever occur. In the department here 
we refrain from using words with these connotations 
unless it is absolutely necessary (for example, when 
the individual is facing charges dealing with homo¬ 
sexuality). Certainly, in dealing with the military 
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dependent population, I think there is more confiden¬ 

tiality allowed as sort of an unwritten law. So care 
must be taken in how the record is written. 

Referral of individuals by a variety of military 
people to a psychiatrist can pose problems. In many 

instances this has protected the man's career rather 

than immediately washed him out. I grant you that 

there is still a reluctance on the part of the airman 

to actively seek psy liatric care on his own volition, 

but surprisingly enc.gh we are getting an increasing 

number of direct calls from patients themselves, and 

it has been a policy of this department that patients 

and patients' wives can call directly without going 
through "normal" channels of sick call, etc. The 

highest ranking individual we have who sought our aid 

directly was a two-star general. I think certainly 

there is still a great problem here, but I tuink with 

proper and continuous education, with the psychiatrist 

meeting the public, much can be done to alleviate the 
stigma which still is present. 

The second paper, as I mentioned, sort of 

complements the first and I think is the readjustment 
phase of the new psychiatrist and his acceptance of 

the inevitable two-year tour and his making the most 

of it, and from my personal knowledge, being quite 
effective. 



THE ROLE OF THE FLIGHT SURGEON AND PSYCHIATRIST IN 
EVALUATION AND TREATMENT OF PSYCHIATRIC CASUALTIES 

FROM THE USAF SURVIVAL SCHOOL 

James S. Robbins 

In the six-month period from June to December 1^66, 
seven patients from the USAF Survival School at Fairchild 
AFB were referred for psychiatric evaluation to the Department 
of Psychiatry, David Grant USAF Hospital, Travis AFi. Five 
of these patient!® had anxiety reactions which resuited from 
being put into the "black box" during the resistance training 
phase of the course. 

Our initial impression on hearing about the methods of 
training and seeing severe psychiatric symptoms in previously 
well-functioning officers was that this program was more 
detrimental than beneficial. Concern about this prompted me, 
the author, to review the case histories oí these patients, 
to review the statistics from the Survival School, to survey 
the literature, and finally, to visit the Survival School. 

In this six-month period 3,817 students were sent to 
the Survival School (1). (All personnel on flying status 
who are scheduled for a PCS to SEA are required to take this 
training.) Seventy students were eliminated from the course; 
36 were for medical (including 19 psychiatric) conditions. 
Seven other patients were diagnosed by the flight surgeon as 
having anxiety reactions but were treated successfully and 
completed the course without further difficulty. After learn¬ 
ing this information, it occurred to us that this was an 
excellent situation to study the interrelationship of crisis 
adaptation and psychopathology. 

In this paper I will discuss the following aspects: 
(1) objectives and methods of the Survival School; (2) the 
psychiatric syndromes encountered with speculations about the 
psychodynamics; and (3) the role of the flight surgeon and 
psychiatrist in management of these patients and problems 
they encountered. 
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SlgViyALSÇHWL^BACKGROUND, OBJECTIVES. AND MFTunnc 

During the Korean War period a1 í fA,iT. lïirjr™ c?ncerne<-about ^ p”»™ i“ sru:‘;“‘ri„rr' 
with artitle”,Irii’‘?' .Thls “ss brought to public attention 
North Korean d b0°kS 0n P°0r conduct by American P0W'S in 

iah!;„g:r:".c;"pe3,tur:n:' naue 
at Camp Carson, Colo in 1951 whl V*' UP * l:r'’lnlng Program 
dev later tlLt , ' "c 951 ' hli:h "as •’“’'O'1 to Stead AFB 
years uñtl? ^ / i The P™8™" »Poetad there fourteen 
years until the transfer to Fairchild AFB Wash ^ loir ; 
he interests of economy. The Air For" ¿rñgram’ls tíe ' 

longest (three weeks) and most intensive of all i-h 

apbeursh:p:„Se^d.ehi‘yl:r8 —r1 — ^th:r^r- 

problemr^ï„drtlîéKorr::rU‘“StInP"9P5rdt^sd:r02”lth 

»aX8a0nndest0(r“,Idrf16 U"£rPrable ^Holty In the natîônal 
Zãlcâí brutaHt ïwS "odlfled all forms o£ 
relatively^nchaneed Pr°8ram and Pataonnel have remained 
chanL .; “"Î 8î ln the Pa“ te" years, excluding the 
change in ecology from Nevada to Washington. 

There are three phases to the training The first- 
week consists of lectures films „ j j 8' itle tlrst 
elements of nh„a< , j films* and demonstrations on the 
elements of physical survival, resistance evasion ami 
escape technics: one week is u * » evasion, and 
fabout mn mil e . pent living in the wilderness 
faoout 100 miles from the base^ where t-hs a ^ 
his own food, build a shelt.r .„u.í »Codent muât capture 
lesson, learned earUer tÍI'i ? P“81"“ PC«ctice the _i-earnea earlier. The last--and most stressful--is 
the compound phase or resUtance training laboratory Jl, g, . 

Physical difficulties are commonly encountered in m, 

î:a^ïïiirelStede?r:ppr":::p:Æ"‘-d- 
d pííri pLttetr rtefetrettot ^Llí^rd. 

(Note. Most of the students are anticipating this 'i The 

ipped, searched, interrogated frequently, made to wear a 
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light-concealing gunny sack over the head, put in a small 

cell, told to stand at attention, and given constant 

harassment both physical and psychologic. One of the most 

effective forms of harassment is the "black box." This is 

a small wooden cabinet about 2 by 2 by 3 feet, and to get 

inside, one must assume the fetal position. While the student 

spends no more than twenty minutes at a time in the "black 

box," the majority of the psychiatric problems arose when 

the student was required to enter the box a second time. To 

add to the realism, the guards and interrogators wear foreign- 

looking uniforms, speak with foreign accents, call each other 

"Comrade," and have communistic-looking props. 

To dispel the idea that this experience is all harass¬ 

ment, there are times when .the basic purpose of the training 

is clearly demonstrated to the students. If a student shows 

some grossly inappropriate behavior, he is taken aside by an 

instructor and a critique is given. (There is also a critique 

after the final part of this phase.) Following the twenty- 

hour interrogation, the student is put in a large PCW camp 

with all the other students in the class. (The number of 

students ranges from 130 to 200.) The activities in the POW 

camp are the stereotypes portrayed in movies and on tele¬ 

vision. The objective here, as in the interrogation phase, is 

to encourage the students to develop resistance technics, and 

to formulate an escape. The avowed purpose of the interro¬ 

gation and harassment is to show the student his vulnerabili¬ 

ties and to psychologically prepare him for the possibilicy 
of being captured. 

PSYCHIATRIC SYNDROMES ENCOUNTERED 

The individuals who showed psychiatric symptoms did 

so after several hours of confinement and being put in the 

"black box." These symptoms were manifestations of acute 

neurotic reactions or traumatic neurosis and included: figh’:- 

ing and combative behavior, uncontrolled crying, generalized 

loss of muscular control, hyperventilation with carpopedal 

spasm, dissociative reactions, catatonic posturing, and 

pressure of speech with flight of ideas and auditory halluci¬ 

nations. Within minutes after removal from stressful 

situations, the patient usually reconstituted. He was then 

given supportive treatment and sent to the dispensary for 

evaluation and treatment by the flight surgeon. By the time 

the student was seen by the flight surgeon, the acute 

symptoms had diminished and his main concern was not to 

return to the "black box." 
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As cited earlier, seven men responded to supportive 

treatment by the flight surgeon and returned to complete the 

course. Unfortunately, complete psychiatric evaluations were 
not performed on this group. Eighteen patients did not 

respond and were handled in the following manner: Seven were 

sent to Travis for psychiatric evaluation and the remainder 

were sent to duty with a change in profile or reconmended for 
a new AFSC. 

The following case histories are on patients who were 
sent to Travis for psychiatric evaluation. They presented 
problems in diagnosis and disposition. 

1. Captain P. was a 33-year-old, married father, with 

twelve years of service. He was a helicopter pilot 

who took additional Air Force - sponsored training 

(AFIT) in data-processing, and requested to be removed 

from flying status, but was refused because of shortage 

in his field. When the patient was forced to get into 
the black box" for the second time, he reportedly 

hyperventilated, repeatedly beat his head against the 

floor, and became mute. Later he remained in a state 

described as staring into space, hesitant in speaking, 
and frequent crying. When seen at Travis, he was 

quiet, thoughtful, and very precise, and firmly 

refused to complete the program. This man was diag¬ 

nosed as a chronic anxiety reaction with an acute 

exacerbation. He was returned to duty with a profile 
change and reconmended for grounding and a repeat 
evaluation in one year. 

2. Lieutenant P. was a 26-year-old, married, Air 

Force Academy graduate, with 1,900 hours of flying 

time. He admitted to feelings of claustrophobia 

beginning at age ll--unknown to the Air Force. In the 

"black box" he experienced uncontrollable crying, 
hesitation of speech, trembling, and helplessness. 

Past history revealed tha<: the patient received a 

surgical operation at agr. 7 which involved tonsillec¬ 

tomy, adenoidectomy, anl circumcision, for which he 

was not prepared. He recalled having many repetitive 

dreams afterwards. The first episode of claustro¬ 

phobia occurred while riding in an elevator in the 

police station while attempting to get a bicycle 

license. The patient reported that he had spent many 

hours practicing tolerating closed spaces such as 

closets, in order to get over this feeling, but became 

overwhelmed when he could not fight his anxiety. The 
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patient was diagnosed as having a chronic anxiety 
reaction (phobic type), mild, and was recommended to 
have a waiver for flying. 

3. Lieutenant B. was a 26-year-old, married pilot with 
600 hours of flying time. He was the son of a retired 
Air Force colonel (pilot), and had an appointment to 
the Mr Force Academy but dropped out after three 
months because of dislike for hazing and regimentation. 
He entered another school and dropped out after one 
year because of dislike for engineering. He tried 
again at accounting and was able to complete the pro¬ 
gram and at the same time became an Air Force cadet. 
He experienced much anxiety in the "black box" but 
attempted not to show it, so that he might be able to 
escape it a second time, and when interviewed by the 
flight surgeon refused to go through this phase again. 
Significant in his past history was that he recalled 
two episodes of severe anxiety. Both times he was 
trapped in a closed setting and was momentarily 
helpless. The first occurred when he was locked in a 
closet by a cousin against his will at age 9, and the 
second episode occurred on a camping trip with his 
family at age 15. This time he was momentarily unable 
to release himself from a mummy sleeping bag tied to 
a tree. Also, of significance was the fact that the 
patient's wife was scheduled to undergo cosmetic 
surgery on her breasts within a few weeks. Psychologic 
testing revealed a UA1S IQ of 146. There was much 
dissent among the staff about his diagnosis and dis¬ 
position, but as a compromise gesture he was diagnosed 
as an adult situational reaction and returned to duty 
with an S-2T profile anJ recommended for DNIF status. 

4. Captain S. was a 31-year-old, married navigator 
with ten years of service, whose wife of six months 
was three months pregnant. He volunteered for 3EA 
duty rather than receive the assignment unexpectedly. 
He gave a history of fearfulness of the dark since 
childhood, and increasing anxiety over the past three 
years after a serious auto accident where he was 
trapped in vhe wreckage for three hours. He was fear¬ 
ful and unable to sleep before starting the course and 
ra^uested tranquilizers and sedatives from the flight 
surgeon. He became acutely anxious during the first 
part of the compound phase and never experienced the 
"black box." The patient related that he had an overly 
protective mother and had put off marrying until he 
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found the "right girl," end his wife turned out tu be 

similar to his mother. On psychologic testing, the 

patient had an IQ of 136. He was diagnosed as a 

chronic anxiety reaction, moderate, given an S-3 

profile, recommended for DNIF status, and returned to 
duty. 

The other patients were referred for psychiatric 

evaluation. Two showed psychotic symptoms before starting 

the course and were diagnosed as paranoid state and chronic 

paranoid schizophrenia and were referred to PEB for discharge. 

The third initially complained of back pain, was then thought 

to be malingering, and finally admitted to claustrophobia. 

On reviewing the record he had a history of previous psychi¬ 

atric treatment for nervousness and had also had some legal 

difficulties. This patient was diagnosed as a chronic 

anxiety reaction, given an S-3 profile, and returned for 
limited duty. 

DISCUSSION OF PSYCHODYNAMICS 

In considering the psychodynamics of these patients, 

one can find several points of view in the literature. 

Freud, in Beyond the Pleasure Principle, wrote that the main 

factor in a traumatic neurosis was the breaking through of 

the protective barrier and flooding of the psyche with large 

amounts of stimuli (9). He later amended this concept by 

stating that objective danger alone can't give rise to 

neurosis without participation of the deeper unconscious 

layers of the psychic apparatus. His conception was that an 

event is traumatic because of its relation to the individual's 

unconscious conflicts, rather than because of its Intensity 

(10). Fenichel wrote that the personality of the individual 

determines whether or not a sudden influx of unexpected 

stimuli has a traumatic effect and mentioned the following 

pertinent factors: the state of preparedness, the condition 

of the ego at the time, and the entire infantile history (11). 

He appeared to emphasize the childhood history and suggested 

that potential victims of traumatic neurosis be excluded from 

military services (11). 

Other writers, such as Leopold and Dillon, place more 

importance on the nature of the trauma than the previous 

personality organization in the development of traumatic 

neurotic symptoms (12) , This position is supported by psy¬ 

chologists on the basis of animal experimentation (13). 

Saul and Lyons (14) place equal Importance on the 
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précipitât lag «tress sad the preseace of a specific emotional 

vulnerability. 

Crisis theorists tend to look at this proble~i in 

another light. Rapoport (15) cited three interrelated 

factors which react to produce a state of crisis: (1) a 

hazardous event which poses a threat; (2) a threat to an 

instinctual need which is symbolically linked to earlier 

threats that resulted in vulnerability or conflict; and 

(3) an inability to respond with adequate copiag mechanisms. 

Tyhurst, a social psychiatrist, maintains that a state of 

crisis rather than being an illness, is a unique opportunity 

for personal growth for the individual (16). 

The fact that only 26 students out of 3,800 (0.63X) 

broke down would imply that the intensity o£ the stress was 

not the crucial factor in the production of the traumatic 

neurosis. Thus, the initial Impression that che Survival 

School was more detrimental than helpful was erroneous. It 

would appear that this experience is also helpful as a 

screening method to eliminate potential psychologic casualties, 

in addition to the main function of survival training. 

Why these individuals broke down can only remain 

speculation. Current life situations (viz, pregnant wife 

and assignment to SEA, wife facing mutilating surgery, or 

Inability to change from a hazardous career field in spite 

of advanced training in another field) plus unresolved 

unconscious conflicts appear to be most important. While 

data on the successful students are not available, it is 

assumed that they would have many of the same unconscious 

conflicts, but presumably their expectations and interpre¬ 

tations of the Survival School experience would be different 

from the casualty's. 

ROLE OF THE FLIGHT SURGEON AND PSYCHIATRIST 

The main task of the flight surgeon in management of 

the psychiatric casualty is evaluation of the severity of 
the symptoms (i.e., determination whether the individual is 

neurotic or psychotic) and helping the casualty to deal with 

the problem. The motivating factor behind this is the 

expectation by the flight surgeon that the casualty will be 

helping himself and the Air Force by mastering his anxiety 

and vice versa. Seven of the 26 casualties responded and 

were able to successfully complete the course. 
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P*tienti not responding to treatment and 
specifically refusing to make an effort to tolerate the 

.ttu.tt«, „.re tontUÖ .. 

íuu'wuhout P«-*«.« .wt«r 
were treated administratively with a change in career field 

fieídíe(niÍUttÍOnH 0r b0th* 0ffice" in critical career ’ 
were referíed8fõr iTl8it0r8) Wtth ai*nific«t symptom, 
positif? intensive psychiatric evaluation and dis- 

The problems encountered by the psychiatrists in thi« 
°1' ■iíPlHc.nt .M there «.ch ïl.e^Jt “vír 

of füô’î’ dI''fK',m<m *t t11' medfcel boards. Only 
one of the four casas described in thi. paper showed a clear- 
cut psychoneurotir. disorder. While the others n-d a nistorv 

tloínth¡vt!h','yCh°“*Hr0íi<: r“CI:l0,,> “ th' i*“' »£ exMlna- tion they snoweu predominantly characterologic traits 

iôd-ÎÎLÜ LhÎ7r0^’ í" i"°th'r P'r*P'“£ve. sino; these 
r-eactinn 1 ¡“d functi0‘led W*H prior to Survival School, rhe 
Reaction could be considered a transient situational 

fí80r?!r /:VÍZ* * gr088 8tre8B action)! The 
« . . cu th®n* since there is no specific Air Force 

policy about this matter, is that the psychiatrists were in 
a quandary whether to separate the individual from service 

môd?f/dPr0prÍ!Je regulat:lon8 or r®turn him to duty in a 
modified capacity, such as a flying officer returning in a 
onflying capacity. There was considerable disagreement 

^sÄsL1^1“0” in aaCh Ca8C 8ince Psychi¬ atrists emphasized the contribution the officer could make 

cWlÍn Vn°difi*d caPacity, while others felt that AFM 35-4 

wirK ly^8tate8 that indivldual8 with psychoneurotic reactions 

Al iTlT^0 “rk*d ‘"P*1™"' «»-H b. r.f.rr.d “ . 

Mtlfnt. ^ Í .,;P‘T*tl0n- The f*ct P1“1 *11 flv« of the 
p tienta presented were returned to duty probably reflects 
the convicti0« by the psychiatrists that ?his was an arti! 
ficially created transient stress reaction; however Ills 
remains a very complex issue with no pertinent regulation. 
It is specifically for this reason that this paper is beiná 

7lt “ rd,sir' .o8g..tiop;rfro: 
b. prê.ôôtéd îôr'fT ‘nd 0th" memb'" °f th« dudlence 
cases? d f h m°8 aPProPrlete management of these 
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DlüClSSION 

COL. GRISSOM (for Col. Flinn): Before commenting on this 
paper per se, I would like to express my great admi¬ 
ration and, I think, the respect and gratitude of the 
entire group here, to Dr. Perry, for, indeed, one of 
the most stimulating programs this symposium has ev^r 
had. The symposium, is date, has been extremely well 
integrated, and obviously well planned. I'm not sure 
just how Dr. Perry managed to get the papers and 
discussion*» to dovetail in the manner that has been 
demonstrated here, but I think he has done a magnifi¬ 
cent Job. As past president of the organization I 
want to express my deep appreciation. 

ï think that all of the papers here, those in 
tho psychiatric section yesterday afternoon and those 
we heard today, have reflected unusually for this 
symposium (and I have now attended sosts 13 sessions), 
an acceptance of what has been referred to as Air 
Force or military necessity, and in general have been 
directed at an understanding of the problems generated 
and solutions to those problems within this framework 
rather than being merely protests against the military 
systems and realities, often accompanied by impotent 
lamentation at our inability to remold it nearer to 
our heart's desires. I think that is characteristic 
of this particular session. 

Is it really necessary to subject these men to 
these stresses? We see here at least on th¿ part of 
some individuals, a destructive kind of influence that 
could potentially terminate their career. Now is this 
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really necesaary? la thia thing really worth what it 
la coating? Col. Fllnn» who unfortunately atlll cannot 
be here because he la still trying to deliver a small 
atone, comnented rather briefly to me on this paper. 
The substance of his Intended commenta here concerned 
his own experiences as an American on a maneuver with 
the British Air Force. I can't recount it in the 
detail with the color that Col. Fllnn would have 
presented it to you, but the gist of it was this: He 
was given along with a number of other men an assign¬ 
ment to progress through supposedly enemy territory 
for a space of 100 miles ln 5 days, constantly being 
subject to capture, living off the land so to speak, 
evading capture to the extent that he could, and making 
his way towards a rendezvous point with the under¬ 
standing that if he were captured he would be subjected 
to interrogation methods. Col. Fllnn got wlthla 
roughly 100 yards of the rendezvous point finally, 
discovered that the rendezvous point Itself had been 
determined by the supposed enemy, and that they had 
Just sat there and waited for the evaders to arrive. 
He states there were several points along the way at 
which he was almost captured. Just before arrival at 
the rendezvous point it was necessary to ford a river 
by removing one's clothes and holding them above the 
head and getting across. Part way across he discovered 
the captors were waiting on the other side, reversed 
his field, ran and got away, but in the process lost 
his pants, shoes, and Jacket and was that much more 
miserable from fatigue. During that night he recalls 
very vividly that he could have cared less whether he 
was captured or not, that in the presence of this 
fatigue, that in the presence of this cold miserable 
situation his estimate of his own stamina decreased 
greatly, that as a result of this experience in 
looking back on it he learned two major things—one, 
that he could indeed make his way through supposed 
enemy territory and manage to survive under adverse 
conditions and that he knew now some of the technics 
for doing this. But more than that, he knew of his 
own tendencies, what his own reactions would be, and 
that it. the event that he had to play this game for 
real, he would not only have to utilize the knowledge 
of actual survival that he had gained but he would 
have to be on guard against the tendencies that he 
came to recognize in him&elf. 
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child Î/î11* tl“t1_the experiences at Stead and Fair- 
child, aa far as I have calked to some of the graduates 

of the course, some of the first to have gone llrouT 

1 thinkeuhisVddldidUÄl? 80“ewh<lt the ««me feelings. 
is Indeed a valuable experience from t-M« 

standpoint in addition to the fact that here we have 

a number of individuals (and I happen to have exneri- 

*nJ*wit?l additional ones that apparently DrP 

ï* n0t f4millar with f°r reasons that I will 
xplain in a moment) who were and should have been 

screened out. I think that the course gives a type 

íCreeüíng proce*8 £or individuals who are goi^ 

The DrõhlJeCtftí Capture ‘nd interrogation in Vietnam. 
The problem of how to handle these people is at this 
ti», further co«pllc.t.d by th. f.ci th.t now .o.t Sf 

nií ÏT,u?rV W*U that they 8r* 'n their way to Viet- 

stíésí?d hi* 80“eti’:‘e8 pl*y* * P*rti in reactions to 

I refer to a particular case that I saw at 

fLm« wîtrh°b:ïîy the ïeâT that Dr- Robbi- £8 not amiliar with this man is that he broke down during 
the first day, prior to being subjected to any of 
th... .tr...... Th. only .tr... co 

.th* ttpl.n.tion that h. w» given of whet wea going 

«.«tin V”-“ th“ pUc'' “d thl* h' itftiy 
resented. He became quite panicky and saw the flieht 

thI8hOI\WÍíhÍn íhre® h0UrS after his ‘rtivsl and after 
He waí8íhníng îf the orient*tion to the whole process. 
He was obviously panicky and at the suggestion of the 

f^hî 8uyjeon* .w*8 returned to the Washington area 
to his unit, and was referred to me for evaluation 

This young man was a captain who had approximately six 
months before been recalled to full-ti¿e fly^g „ ã 

helicopter pilot after having completed a course in 

ií8theeAi?8F He ‘“î 80tten hl* degree in «peering 
bLÍ I.ÍÍ îrCe Un er Alr Force au8Pite8 and had 
eníov!2 “i! en*ineerin* J°b «hich he greatly 
enjoyed, thus, he was quite resentful when he was 

recaileâ to active flying. He was even more resentful 

sÎrviÏirâchool ahH f^ be g0ln8 t0 thi8 Partfcular urvival School and following that would be on his 

ay to Vietnam. He very much wanted to continue in 

and Hituítí^ i* CM8ídeíCd il b0th “ perao“al nd a situation in which obviously the Air Force did 
not know what it was doing because he was such a 

valuable individual in his engineering capacity. They 
paid for all his training, paid fo. all his education 
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and here they were having hin fly around In a heli¬ 

copter which really was much beneath the potential he 

had to offer to the Air Force. In discussing what 

panicked hi* on arrival at che Survival School, he was 

very Indignant at the attitude of certain of the 

noncoemissioned officers there who gave hi* his 

initial orientation and indoctrination. One of the* 

had dared to to the fact that unless he *ade it 

through, unies*, che participants *ade it through this 

course which was going to be quite difficult to do, 

they would likely find themselves grounded. The 

captain responded to this with intense anger saying, 

"Well, if this kind of thing is all that the Air Force 

gives in recognition of *y services and superior con¬ 

tributions to the Air Force, then they can take their 

wings and you know what they can do with then and to 

heck with the Air Force anyway." The prior discussions 

among the other participants there concerning the 

little "black box" had been extremely frightening to 

hi*. He discussed the fact that he had always been 

afraid of closed places but nostly what he was afraid 

of as far as he presented it was that he didn't trust 

the staff of Survival School. He claimed to know of 

persons that had usen allowed to have very serious 

accidents and injuries while going through this 

course, owing to the Incanpetence of the staff. He 
was certain that he would probably panic if he were 

placed in the "black box," particularly if this gunny 

sack were placed over his head, that he would be sure 

to lose control and that he would almost certainly 

hurt himself and that nobody would stop him. He 

further stated that this whole procedure was quite 

useless in that any person, any really sensible person, 

flying a helicopter in Vietnam who was shot down would 

make very certain that he was not captured, that he 

personally would either get himself shot or shoot 

himself before he would allow capture. He argued 

further that this whole business would make cowards of 
the individual who had to fly helicopters in Vietnam 

because you had subjected him to an experience about 

which he was going to think constantly while he was 

flying. This would frighten him greatly and would 

impair his performance of duty in Vietnam. Mostly, 

however, this man demonstrated a great fear of loss 

of control over any situation in which he was involved. 

As you may suspect, from the comments that I have given 

you, psychologic testing on this man showed a very 

distinct underlying kind of schisophrenic illness which 
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resulted In eventually his retirement from the Air 
Force through medical channels. 

A second case demonstrates something a little 
different. A man was told that he was going to 

Vietnam but he would stop at the Survival School on 

the way to temporary duty and then he would proceed 

to hi. port of embarkation out of Travis. He took 

off from Washington and went directly to Travis ; when 

he got there, It was discovered that his orders were 

»lightly in error, but they did Indicate that he was 
supposed to stop off at the Survival School. He was 

told that corrections in his orders would be forth¬ 

coming and that he should go on down to the Survival 

School; then he would report at a 1/ e- time to Travis 

He decided that this wasn't satisfactory. He had to 

go back to Washington to talk to the person who was 

responsible for the mistake in his orders in the first 

? ue‘vjHe therefore *ot 00 ^ airplane and went back 
to Washington and en route was obviously quite confused 

uncertain where he was supposed te be; he reported into’ 

his unit and when they said he was supposed to be out 

at the Survival School, he explained the situation 

and they became a little alarmed at the rather confused 

story he told. He was therefore sent to the psychiatry 

service at Andrews. There, his confusion was such 

that he was not sure whether he had told his wife to 

move elsewhere or what the situation was. We contacted 

the wife. She reported that he had been preoccupied, 

obviously confused, and had some memory problem for 

several weeks before—ever since he learned that he 

would be going to Vietnam. In further checking we 

found that he had managed to get himself off orders 

to Southeast Asia on at least three previous occasions 
over a period of approximately 18 months. In the 

hospital with some reassurance that more than likely 
his days in the Air Force were numbered (and this was 

reassuring to him) he cleared rather rapidly from his 

confusion and talked considerably about the fact that 

he had never been separated from his family throughout 

13 years of military service. He could not quite* 

picture how he would survive this stress in addition 

to the stresses he foresaw in Vietnam. Here, too, there 
was considerable fear of loss of control if he did go 

through the survival course and particularly if he 

were placed in the "black box" situation. The combi¬ 

nation of factors here, the dread of family separation 



and the fear of Southeast Asia assignment and the 

"black box" all played a part in this man's disruption. 

I think, however, that we have to be careful and 

consider, at least at the present time, that a person 

going through this course is indeed en route to South¬ 

east Asia and the part that this expectation plays in 
his reaction to the survival course. Dr. bobbins 

has brought up some rather knotty questions that he 

hopes some of us can answer--the matter of what to do 

with these people. We are all familiar with the con¬ 

cept of the fear of flying regulations which was 

brought into great prominence when a number of indi¬ 

viduals, pilots, a large number of them who were 

recalled for the Korean conflict suddenly became quite 

anxious and had to be grounded as a result of it. 

This amounted to something in the neighborhood of one- 

third to one-half of individuals, pilots from World 

War II who had remained in reserve and when recalled 

suddenly found that flying duty wasn't for them 

anymore. They were scared to death, shaky, and 

anxious. The fear of flying regulations concept was 

essentially this--it is all right for a man to be a 

little bit neurotic about this or that or the other 

thing, but the fact that he is anxious about doing 

hazardous duty when he is a soldier and is being paid 

as such, or as an airman and he has been paid to keep 

his proficiency up for the purpose of flying, that we 

can't really allow his fear to be considered an illness. 

We have to treat it as though it is a type of cowardice. 

I don't know—I would like some discussion as to 

whether or not in some of these case8--selected cases— 

at least, where the problems are predominantly 

characterologic, if our attitude toward going through 

this survival course should not contain some of these 

elements. I'm not saying that we fake a person who 

obviously has a phobic reaction here and say we will 

force you to do this, but I'm not so sure either that 

we can afford to retain too many of these people 

reassigned to other jobs within the Air Force. I think 

that in many cases they should be treated very much 

like the individuals who have been discharged from the 

Air Force under administrative regulations as a result 

of so-called "fear of flying." 
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SHORT-TERM GROUP TREATMENT OF LATE-ADOLESCENT AIRMEN 

A Followup Report 

Allen W. Davis 

INTRODUCTION 

nf íhÍ8 symP08iuin one Fear ago I presented a report 
y irst attempt to offer treatment services in the 

Sfl8ítUa“0n 1° late"adole8cent airmen, often labeled as 
the Air Por«80^8’ eXperience adjustment problems in 
the Air Force. Today, I present a followup report of my 

tonthpUHd ef^0rt-t0 J161? these y°un8 airmen make adjustments 
to the demands of military life so that they may satisfac¬ 

torily complete their enlistment and improve their inter- 

persona! re ationships. Also, I have surveyed pertinent 
per o ical literature and will present a review of that 
survey. 

his firsr «M- ♦. f?Tiliar With the y°un8 airman making 
tíviní to atten,pï. at l ife ^-dependent of the family unit an 
t ying to learn the customs and adjust to demands of milita 

Inrf h- He i*! U8“ally 19 years old, has finished high school 
«oho I8 en^ist®d in the Air Force immediately after high 

twppn h?rKdUaíÍ0?‘ So,netiine8 he has worked for awhile be- 
refnnhi« 85h°o1 entering the Air Force or occasional! 
e has attended college classes. Sometimes he has enlisted 

on impulse to leave an unpleasant family situation or as pa] 

of a peer group impulse to enlist. Not infrequently he has 

consulted the recruiter in his home town who described to h: 
progr.«, of Interest end excitement end chaUenge and 

hi sis ut rihr";"vhe you"e air,,,a“ ^ he has little choice in his eventual assignment and that 

ignment frequently is made on the basis of supply and 

demand H the air™,. Is assigned to a technlcalschlll of 

clmollil il “"d aptitude, he may fall to satisfactorily 
complete the training. On the other hand, young airmen 

often report no difficulties during their basic trlilllg. 

hi. h..The “lrma” begins to get Into trouble when assigned t 

Îe s I c^iirT810" *1° been repU<;ed ^ -I 
Zu lpU • He sometim«8 reports a disappointment in 
the difference between the basic ¡raining expIIIelcTlnd Î,f, 
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on an Air Force base. With the reduced control and greater 
freedom comes overt disrespect and an apparent lack of inner 
control over his own behavior. He argues with his supervisor, 
he dresses shabbily, and his uniforms do not conform to 
regulations. He is tardy for work, he is disorderly in his 
off-duty hours, and he projects the responsibility for his 
behavior onto others--often claiming an inadequate supervisor, 
a dissatisfying Job, or discriminâtion--and sometimes he 
totally denies any problems. Sometimes he is lonely and trys 
to make friends, and sometimes he is homesick but denies it. 
No doubt these descriptions all sound familiar--perhaps all 
too familiar. Attempts to help these airmen often prove 
frustrating and are plagued by the refusal of the airman to 
face responsibility for his behavior. 

For airmen convicted of offenses and facing discharge, 
there has been for several years a program of rehabilitation 
at Amarillo Air Force Base, Tex. For less serious offenders, 
commanders and supervisors frequently have attempted to 
counsel the young airman in a fatherly and firm way, and to 
show him the fruitlessness of his behavior and the self- 
defeating direction it takes. It is rare that the squadron 
refers a man to our clinic without first having attempted 
counseling on at least one occasion. The problem of keeping 
young airmen on active duty has long been recognized. The 
Air Force has an investment in these young men which is both 
financial and educational. In September 1966, the Air Force 
published new regrlations, AFM 39-12, which provide for an 
official rehabilitation program. Unfortunately, professional 
services are not outlined in such a rehabilitation program, 
and commanders and offending airmen are left to their own 
devices to seek a solution to their common problem of the 
young airman's troublesome behavior. 

REVIEW OF THE LITERATURE 

I have sought references in the literature which 
describe the usage of treatment groups in the military, the 
problems of acting out and adolescence, and attempts to deal 
with adjustment problems of young airmen. 

The literature contains numerous references to use of 
groups for treatment of combat psychiatric casualties. These 
references seem to be particularly present in the literature 
following World War II and in that during and following the 
Korean conflict. Shaskan (19) reported the use of groups for 
treatment of anxiety and tension in neurotics. Dynes and 



Hamilton (6) reported that use o th,. or,, 
sion of effects of war on the nerJ^ P methoJ f°r discus- 
improvement among 82% of their 8y8tem resolted in 
-O return to 50ï oi "h“ »«re .b!, 

of the group «ethod and an uîtLÎ \rep0rte,J 

^T¿\XnVrlVt°rÍ grOU|,S ^^"ap" '80 
total regimen for patthe 

partícularl^dlacouraoed aboV^nf#r^eider <21> • ««'"«O 
ric service. 'The proposal /lsff^!Ct:1Veiy offering psychiat- 

intensive psychotheiapy among a t^dur ^ > 
is not feasible and perhaos nnt ^ á V military personnel 
raised the issue of divided lova^M" p088i^le*" Thia author 
his patients and his employer the miHt 6 theraPl8t between 

imnovable stumbling bloc\TêfLctïve t^a^"1^' 88 8n 

With adoleacenta ^atresaea the“^* % irOUP l>“),ch»tl«r.py 
factor of development ln adolesced '"“th* I'"e"',«rln8 the 
tudes and behavior oatt-pmc È d the fact that atti- 
Such an attitude lends a more hon°f f6*1 f1ixed as ln adults. 
behavior problems in airmen th* p®ful to work with 

in his wo?k with a psyc£Zt££nh held’ Cor8ini (5), 
use of a psychodrama sequence designed6?0^6? hlf 8uccessful 
discover the self-destructiv* »1 8 d t0 helP the boy 
of severe acting out. An attem^TVV 8Peciflc episode 
destructive activities bv th»^Pt t? deal With 8uch self_ 
hibition) ratherVthanStransferencpCfCt^nterVent^°n (pr°- 
in an article by Frank (8). 0 erpretat^on is discussed 

hospitalized patients^Macdona18°nsf character disorders by 
point about attitude toward actina o^t"^^8 80 impor,:ant 
disapproved behavior cones to b* f c ! Vi°r: * • the 
feature of the underlying chararf- 88 80 lnevltable 

attitude, so often^e^d^o t^a ^ 
apist s perceptiveness, diminishes his th ' dUl18 the ther- 
thereby contributes to further acting out'W?^ "a ^1, 8nd 
ing report is made bv Rannnnv»- j « °Ut • An interest- 

incorporation of pa^l^^nl s"nt0aaP°nP<>rtbi17) ^ th' 
program for treatment of adult act 

•everity of Poa“ri}eàsrdíffic‘ltie“CÓf°" Í" fre'5uenc>' and 
counseling during the imm-ic« lties of Prisoners to group 

I" reporting onWet ^rolT"^ (I0) > 
o treatment of nonconformists 



in the Navy, describe favorable post-institutional adjustments 

after placing confinées in small, closed communities and 

confronting them with their interpersonal problems by con¬ 

tinuous association with the same fellow confinées and 

supervisors. Such association resulted in a discomfort that 

helped to bring about personality change. Shulman (20), in 

his article on group psychotherapy in a post stockade, says 

that he found voluntary sessions a valuable service to the 

confinées. Cavanagh and Gerstein (3) also report valuable 

use of therapeutic groups within a disciplinary institution-- 
a U. S. Naval disciplinary barracks. 

Dr. Joseph D. Noshpitz (16) describes the therapy of 

five adolescent inpatients between the ages of 12 and 16, 

boys and girls, on a closed ward (cottage-styled building). 

All had been diagnosed as having "character disorders"; all 

had created tremendous management problems in the hospital, 

and all had had serious social difficulties prior to admis¬ 

sion. The technic of supporting the patient's antisocial 

behavior was successfully used in developing a therapeutic 

bond and effecting a change of symptoms from those of 

character disorder to those of neurosis which then permitted 

the use of conventional therapy. One wonders what would 

happen if the method were adapted to the outpatient militar'» 

airman and during his treatment the therapist sympathetically 

supported his antisocial impulses. It is strongly suspected 

that without the control of the institutional setting an 

increase in antisocial behavior or anxiety instead of a 

therapeutic relationship and bond would result. In a more 

conventional setting it is possible to empathize with the 

patient's bitter and resentful feelings toward authority 

symbols and figures, both current and past, and at the same 

time to point out the reality which demands @t least outward 
conformity. 

Futterman (9) investigated differences between confined 
offenders and nonoffenders in the Marine Corps. He found 

"the offenders admitted to significantly greater past delin¬ 

quencies than the controls. They also rated themselves low 

in sociability and self-esteem. ... The fathers of the 

prisoners were described as unreachable, punitive, inconsis¬ 

tent, harsh, and dependent. The mothers were seen as weak, 
sickly, emotionally unstable, and long-suffering. . . . 

Strong dependent longings were suggested by the data." In 

his clinical observations Futterman (9) found that while 

these men manifested problems of dependence and independence 

as well as impulsive behaviur, many of them appeared to be 

trying to control their socially unacceptable behavior. 



While generally found to have histories of juvenile delin- 
queney the majority of offenders had displayed truancy 

delinauAW?L) ^ ^ ^ Temainin& manifestation of such 
delinquent pasts. And, Futterman noted, these men were in 
transition from adolescence to adulthood and, therefore 

sideíed De^nrer 0fHtheir Per80nalities could not be cón- 
whn He quoted another author, Berman (1) 
TrL ^ the mai°ri ty (delinquent adolescents) ^ ’ 
gradualiy contain the behavior in the form of serious 

aíhíüv 1 adulthood is reached and are able to 
chieve a marginal social adjustment." Futteman's obser¬ 

vations certainly add another hopeful note to the usually zitun crrd h^in8 the g military man. It also tends to clarify some of the 
psychosocial developmental problems of these men. 

the useS^f0a8train^aCkt0n (18> de8cribe in detail and depth 
tralning f ouP composed of all members of the 

services^t^n^rmy^ost!"he °f th-aP^ 

.kThe Cutbors concentrate on the training group rather 
e^r ïh aCïUal ae7ÍCe offered to the military man^ Hov- 
each’with^o^h^ therapy 8rouPs were maintained, 
Three of thr^eraP ** °f eight Patients, 
the re^iíín. ir158 ^ 8ervice8 for dependents, and 
to onHf íh % Weí! °r military Personnel. Assignment 
diavnon^f 8°ldler grouP8 wa8 determined not by 
?hrS areasUof y T'ï a88<l8nment (roughly categorized into 
îhf Í Î c°d® trainir‘8 school, infantry brigade, and 
he stockade) end then by military status. The dfaftee with 
/ to 3 year obligation was grouped separately from the 

career enlisted man or noncommissioned officer. 

These authors (18) conclude that even though certain 

follad ."“"íí tm, ff0“? p,ych0ther“P>’ »«« not .Iw.y. 
an™’ / ‘ * the «hilarity of sex, military assignment 
nd rank status served to promote group stability and co- ’ 

hesiveness and helped to offset, to some extent the 

t^reassiffnmen*'" °Th‘ “Z tUrnover of «roup member« due ssignmen.. They also comment that the use of co¬ 
therapists was found advantageous to provide stability in the 
ZrZZTC,! °r rea8fl*8"®«nt of Sue of the tíerípíete 
píete Ub0[ ““ by »«ing t»o there- 
pists. One was free to handle the clinical responsibilities 

withheJ!I0US<and ïî® 0ther t0 consultive liaisons 
ith corananding officers whose continual support was found 



necessary. They found that without auch support, treatment 

programs frequently collapsed. 

Engel (7) points out particular problems in her treat¬ 

ment of adolescents who had been hospitalized for character 

disorders. The patient's low self-esteem and his difficulty 

in trusting, combine in his efforts to manipulât: the rela¬ 

tionship "in such a way that the essentially negative 

concept of self need not be reorganized." Dr. Engel notes 

that manipulation characterizes the first part of the treat¬ 

ment phase, and e.t the transition point into the second 
phase, a sharp rise in the patient's anxiety may be noted or 

observed when "vaguely and weakly, the question arises from 

within the patient: 'If you are not like the others whom I 

have been able to mnip.ilate, then who are you and what are 

you to me?' Thi? question foretells the third phase when the 

burning question uecomea: 'Who am I?'" (7). 

From his expei ience at the U. S. Army Hospital, Fort 

Ord, Calif., Lindsay (13) reported on "the problem of in¬ 

creasing psychotherapeutic efficiency in the military service 

(which) is of far-reaching sociologie as well as military 

importance. A maladjusted person who is separated from the 

service is in most cases permanently lost from the manpower 

reserve, and those salvaged not only represent manpower 

conserved for defense but also a stronger, healthier society. 

A great advantage offered by group therapy is a marked 

increase in psychotherapeutic efficiency. A psychotherapist 

can confer with 80 to 100 patients a week in group therapy in 

addition to his other duties. Thus the function of the 

military psychiatric clinic becomes oriented more toward 

salvage and rehabilitation than toward disposition and en¬ 

vironmental manipulation, with its resultant problem of 

secondary gain." 

One of the main disadvantages he found with group 

therapy was the constant change of patients in a military 

setting. However, his work apparently was with Army 

trainees who were available at the base for only sixteen 

weeks at a time. He also found it difficult to get 8 

trainees together at the same place and at the same time. 

But this problem was solved by close liaison with line 

officers and noncommissioned officers. And here is where the 

Army social worker was particularly helpful since such 

liaison is his specific responsibility and the Army structure 

so facilitates it. But because of constant change and turn¬ 

over due to reassignments and poor motivation, Lindsay (13) 

found it helpful to start blocks of four groups of 8 members 
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each and planned to get one long-term group from it. "The 

therapy ia at first directive and superficial with gradual 

progression to more advanced, nondirective technics. After 

the first three to five meetings, the four groups are con¬ 
solidated into two therapy groups. These two groups will 

remain from 10 to 12 weeks in a basic training center. When 

it becomes necessary to consolidate these two groups, the 

result is a group that is motivated for therapy and physically 

able to continue." He used groups of patients with mixed 

types of problems ranging from somatic complaints to adjust¬ 

ment difficulties to ic'tieve the best balanced and most 
effective operating situation. 

The problem Lindsay (13) found most difficult to 

handle, and also most important to the success of the group 

treatment, was that of handling hostility. "If the group 

feeling is directed so that the therapist is the center of 

attention and each member talks to him, or through him to 

the others, although the group is less anxious and absentee¬ 

ism is lower, the possibility that he will have difficulty 

with the problem of hostility later is increased, and he will 

have difficulty getting the members to accept his interpre¬ 

tations. If the therapist stays on the periphery and forces 

the members to deal with each other (for they will instinc¬ 

tively try to force the therapist into the center), there is 

initially as much or more hostility toward him, but he is in 

a much better position to impart insight and work members 

against each other. In the military situation, with poorly 

motivated patients, the latter method, if used early, often 

produces so much anxiety that absenteeism is a problem. An 

early directive, superficial atmosphere shading gradually 

into a nondirective one is perhaps more practical." This 

particular problem of anxiety and absenteeism is one that 
I found also in my work with groups in the military. 

Cook (4), in an article on group therapy in a military 
community, found the group method to be an effective psychi- 

atric service to enlisted men and dependents. He emphasized 
that this method was specifically chosen as a treatment of 

choice for the military man with adlustment proolems both in 
his military and personal life. Thvt is, he found the 

problems to be problems of adjustment in group interaction. 

He found it also to be helpful in preventing administrative 
separations of older enlisted men with more than 12 years 

of service. In the over-12 category, problems frequently 

were alcoholism, anxiety relative to impending retirement, 

or problems relative to marriage with foreign-born nationals. 

In the under-12 category, problems frequently were adjustment 
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problema to the service, early marital problems, or problems 

related to training of recruits, all of whom commonly ex¬ 

perienced adjustment problems to group living. 'Tfany fears 

developed concerning his (the recruit's) ability, security, 

and identity, and he has many tensions and anxieties" (4). 

He found that most adjust without help but some require 

assistance, and the group method was found to be a helpful 
way of extending such assistance. 

In this review of the periodical literature, I have 

concentrated on those articles which were relative to prob¬ 

lems of acting out both in regard to everyday living (where, 

for example, the airman gets into a fight) and the treatment 

hour; on the different treatment approaches, both outpatient 

and inpatient, for the range in severity of disorder from 

that which requires hospitalizatlori to that which does not; 

and those which report specifically on attempts to help the 

military man control his nonconforming behavior and make 

adjustments in interpersonal relationships. I also attempted 

to show In this review the extensive use of the group method 
in the military setting. 

CLINICAL OBSERVATIONS 

During the period from April 1965 through December 

1966, I treated 18 men in three separate and successive 

groups. A short-term treatment experience of under 5 months 
was planned in each instance, although the more specific 

length of service was not set until near the end of each 

separate group. In the first group the treatment was ter¬ 

minated abruptly after the loss of support from squadron 

supervisors. But in retrospect it also seems likely that 

my anxiety level was high since this was my first experience 

with the group method and therefore the termination was more 

abrupt than perhaps necessary. In the second group, treat¬ 

ment was offered with a stated length of from 3 to 5 months. 

The decision to terminate was left with the group within 

the stated limitation. However, the group put off making the 

decision and wanted either to stop impulsively when the 

subject was introduced or simply to avoid the subject alto¬ 

gether. In the third group, several factors were present 

which effected the termination. Two members were transferred, 

and a third member was sent to a referral hospital. Of the 

remaining 3 members of that group, 2 are awaiting formation 

of a new group and 1 is awaiting discharge. 
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Of these 18 raen, 8 were nineteen years old, 4 were 

eighteen, and 4 were twenty years old. The remaining 2 were 

respectively twenty-one and twenty-two. Fourteen of the men 

graduated from high school, 2 respectively had tenth and 

eleventh grade educations, and 2 had one year of college. 

Thirteen of the men had 18 months or less of active duty time 

and 5 ranged from 2 to 3 years of service time. Squadrons 

referred 9 of the men, doctors referred 4, and 5 referred 

themselves. Their problems Included nervousness, homesick¬ 

ness, anxiety, difficulties with supervisors or with their 

jobs, Job dissatisfaction, disorderllness, a history of 

disciplinary offenses, and difficulty in socializing either 

on the job or during off-duty hours. A typical group patient 

was nineteen years old, had graduated from high school, had 

18 months or less of active duty, was referred by his 

squadron, and had one of a variety of problems of which one 

was often characterized by acting out behavior. The problems 

also roughly fell into two categories--one which dealt with 

the demands of military life and one which dealt with demands 

of separation from parents and friends. The typical patient 

also tended not to consider himself responsible for his 

problems and tended to look toward a concrete solution to his 

problems such as cross training, reassignment closer home, or 

a different supervisor. He characteristically was impulsive 

and did not customarily think ahead to the results of his 

actions. 

During the first part of the treatment process for 

each of the three groups, there was a tendency to talk about 

casual matters unrelated to problem areas although the third 

group had an opposite tendency toward plunging into problem 

areas without first getting acquainted with each other. The 

time spent in casual conversation was frequently interpreted 

as time spent getting acquainted with each other and the 

phenomena of group meetings. During the second part there 

generally was a transition from casual conversation to dis¬ 

cussion of problems. In the third and final part of the 

process there was generally evidence of guilt for antisocial 
behavior as seen in members' relating to the therapist. For 

example, during the first two parts of the process, the 

members often attacked the therapist with hostility--with 

claims of his either not understanding or not doing anything 

to help These kinds of responses changed eventually to 

expressions of guilt for such hostile attacks and a more 

respectful manner. Usually improvement in behavior was 

reported during the last part of the process from supervisors 

and from the men themselves in terms of personal comfort and 

increased sociability. Usually there was evidence of at 
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least partial attainment of Individual goals by the end of 

the group. For example, some members possibly accomplished 

the cross training that they had desired, a change in super¬ 

visor, or satisfaction in interpersonal relationships and the 
development of friendships. 

In terms of L:inal disposition, 12 were returned to 

duty. Of these 12, at least 8 were likely prospects for 

administrative separation; 2 have requested continued 

assistance and are being seen individually while waiting 

for a new group to be formed. A third person later returned 

to the clinic with marital problems, and a recommendation for 
mrrriage counseling was made. 

Of the 6 men with other dispositions, 1 was returned 

to duty and later administratively separated by his squadron, 

2 were recommended for separation, 2 were recommended for 

continued therapy and are awaiting such, and the remaining 

man was discovered to have a more serious illness, was 

hospitalized, and transferred to a referral hospital. 

Of the 2 awaiting separation, 1 is a patient from the 
second group. He requested continued help and it was given 

in the form of casework. Later, after two hospitalizations 

which followed severe acting-out behavior, recomnendation for 

separation was finally made. During the second hospitaliza¬ 

tion treatment, the remainder of his active-duty time was 

changed to psychotherapy three times per * 'k. In this 

process there has been evidence of beginning change from 

behavior disorder characteristics to more neurotic ones. 

So the effort to extend help to the enlisted man and 

to keep him on active duty can be counted as fully successful 

in two-thirds of the cases. It is felt that of the remaining 

third, at least half received some benefit from the service 

offered. With perhaps only 2, it is thought that there was 

no evidence of benefit from the service offered. That is, 

there was no change in behavior, and there was no improve¬ 

ment in the patient's recognizing, identifying, or trying 

to deal constructively with his problems. 

It is thought that by being offered help in the group 

setting, young airmen can learn that there are others who 

encounter similar difficulties and that they can gain a 

measure of under»sanding and support from eacl other as well 

as from the therapist. They are helped to look for and 

identify their problem areas particularly as they relate to 

those tendencies toward acting on impulse and the difficulties 
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Which result frou so Jotn&. /gain, this is done both by 

pointing out to one another their self-defeating tendencies 

and by help from the therapist. And in the process of the 

group, they begin to show evidence of interjecting thought 

Detween an impulse and an action which Engel (7) emphasized 
as necessary for more mature behavior. 

The men are able to ventilate much reeentment and 

dissatisfaction with military structure and authority figures 
and they express their disappointment in failing to find the 

fiiiUre Identification whicn they perhaps 

ln their fathers but had hoped to find while in 
the military. This is in keeping with the description that 

Futterman (9) obtained from the histories of military 

offenders in their references to their own fathers. It is 

also thought that the patients used the group experience in 

strengthening interpersonal relationships, achieved personal 

growth in the process, and then reached out to make friends 

and develop relationships outside the group setting. 

Absenteeism, anxiety aroused by the treatment process, 

niP!p0?lein! ln POOr motlvation «ere all observed. Lindsay 
U-J) felt that there was a relationship between incorrect 

handling of hostility and absenteeism. I am more inclined 

to relate absenteeism to fantasy about the power of the 

therapist or to poor motivation. Absenteeism was a problem 

with the third group in which there were several expressions 

of patients fantasies about the therapist's authority 

power, and ability to sway their minds or influence their 

lives. Absenteeism was manifest in all three groups 

but was more prevalent in the last group. It is thought that 

the lapse of time between the first contact and the start of 

the group may have been responsible for some of the absen- 

teeism. Several months elapsed for some of the patients in 

the third group between their evaluation process and the 
actual beginning of the group. 

There is no question that closer liaison with squadron 
supervisors and commanders would be helpful. So far there 

has been no formal liaison, and the Air Force structure it- 

self is not conducive to such a liaison. That is, the medical 

unit is a separate entity, and with the exception of the 

flight surgeons, there is no formal relationship or associa¬ 

tion between us and the command--at least not at the level of 
psychiatrist and social worker to squadron unit. This is 

contrary to the structure in the Army where a social worker 

may be assigned to a unit and thus have a channel in which 

to develop a close working relationship. However, supervisors 
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and commanders are found to be generally Interested In any 

attempt to extend help to one of their men un ass that man 

has committed so many nonconforming acts or o. ærwise has 

made himself so troublesome to his supervisor c commander 
that they want him separated. 

Contrary to some other reported experiences and 

attitudes in which the group method is seen as being a 

timesaving one, it hes been used in these three instances as 
a method of choice. On an empirical, oasis, it has proved 

successful in helping young airmen deal with their problems 

in adjusting to military life, to its demands, and in 

improving and strengthening interpersonal relationships. 

The advantages of beginning several groups with the idea of 

obtaining one long-term intensive and well-motivate-’ group 

are obvious. While each time it has been apparent to me that 

should the group continue, there would be greater opportunity 

for enhanced interpersonal functioning, enhanced social 

functioning, and personality growth. The goals of these 

groups have been purposely limited to helping the enlisted man 

make a sufficient adjustment so that he might perform his duty 

and satisfactorily complete his enlistment as well as achieve 

some increased personal satisfaction. In view of the 

favorable results of these three groups, it is thought that 

a short-term group experie.ice can be used effectively. 
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INTENSIVE SNORT-lSIíM GROUP THERAPY 
FOR PSYCHIATRIC INPATIEtTO 
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choice, has increased significantly during the past few years. 

The literature revealed a variety of applications of group 

therapy in the treatment of patients. Outpatient groups for 

dependent wives at the Department of Psychiatry, Tachlkawa 

USÀF Hospital, Japan, are described in an article by Colonel 

Jack A. Davis in the February 1963 issue of Social Casework 

(2). The July 1960 issue of Social Work presents a group 

therapy program at the Colorado Psychopathic Hospital (3) 

which is very similar to the ward meeting groups currently 

held on the closed ward here at Wil ford Hall USAF Hospital. 

There were a number of articles presenting examples of group 

therapy (both inpatient and outpatient settings) for enlisted 

military personnel experiencing difficulty adjusting to the 
military environment. 

Although the group program presented in this paper is 

not thought to be a pioneering effort in the use of group 

therapy, no article presenting a similar short-term intensive 

group therapy program has been found. Most of the programs 

presented in the literature were ongoing or long-term studies 

while rhis program provides a short-term closed-group experi¬ 

ence. However, many of the findings and-recommendatlons of the 
cited articles support the findings and recomiendations of 
this paper. 

DESCRIPTION OF PILOT STUDY 

Purpose 

An intensive short-term group therapy program was 

proposed, approved, and initiated. Selection of a pilot 

group was aimed toward providing intensive group therapy for 

the individual patient and evaluation of the therapeutic 

potential of the proposed program. The objectives of the 

proposed program were (1) assessment of individual's progress 

for disposition, (2) improvement of reality testing, (3) aid 

in socialization, (4) motivation for additional therapy, and 
(5) the training of staff members. 

Staff Involvement 

In a psychiatric setting where the team approach is 

used in the treatment of patients, the involvement of staff 

members in the proposed group program was an important con¬ 

sideration. In addition, the training of staff members was 

one of the stated purposes of the program. The most signifi¬ 

cant area of involvement and training of the staff was in co¬ 

therapy. The pilot program was conducted by two co therapists, 
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individual progress were transcribed onto a single tape. This 

tape will be a valuable tool for future training of staff 

members. 

Physical Arrangements 

An important f”ct r in the success of any therapeutic 

experience, individual or gro-.p, is the physical environment 

in which the therapy takes place. At the time this group 

program was proposed, there was no designated group therapy 

area in the Department of Psychiatry. Arrangements were made 

to use a dayroom on one of the wards for the sessions. Al¬ 

though a door was shut blocking off the ward, there were 

occasional disturbances caused by patients passing through 

the area to or from their rooms. In addition, there was 

almost continual outside noise such as typewriters, a tele¬ 

vision set in the other dayroom, and other common hospital 

noises such as gongs, doctors being paged, etc. One wall con¬ 

tained windows and a closed door which was shared by a 

secretarial office. During the group sessions, the group 

members and therapists were seated in a circular arrangement. 

One other note regarding the physical arrangement was the air 

conditioning. On occasion it was so cold in the therapy area 

that the session was an unpleasant experience. 

Duration 

Because the hospital's mission is one of evaluation 

and disposition, it was determined that any group therapy 

program would have to be short-term. In order to make it as 

intensive as possible, a maximum number of sessions was desir¬ 
able. It was, therefore, determined that the total group 

experience would last eight weeks. Sessions were held three 

times a week, Monday, Wednesday, and Friday, and each session 

lasted ninety minutes. This gave the patients a total of 24 

therapy sessions and 36 hours of group therapy. 

Composition 

The next process was the selection of group members. 

It was decided that the group would be composed of six to 

eight members selected by the following criteria: 

1. Length of stay - Those patients who were expected 

to have an extended length of stay at the hospital were con¬ 

sidered as candidates. This included patients who were being 

transferred to a Veterans Adninistration Hospital, patients 
who were receiving extended treatment before removing to duty, 
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and patients awaiting medical separation for administrative 
reasons. 

2. Physician - An effort was made to select patients 

assigned to the same physician to enhance collaboration and 
consultation between group therapists and the physician. 

3« Diagnosis - At the liscretion of the physician, 

those patients who were unable to benefit from group therapy 

or whose presence in the group would interfere with the 

treatment potential of the group were not referred for group 
therapy. 

4. The final step was an individual interview by the 

group therapist. This also prepared the patient for involve¬ 

ment in the group. Membership was Involuntary since group 

therapy was prescribed by the patient's physician as the 
treatment of choice. 

The pilot group was composed of six white male patients. 

Two were 18 years old, two were 19, and the others were 24 and 

35. There were two airmen basics, two airmen third class, one 

OTS student, and a staff sergeant. Four of the members were 

still completing their initial training at the time of hos¬ 

pitalization while one member had had four months of service. 
The remaining member had completed 18½ years of active duty. 

The four youngest members were single while the OTS student 

had been married five days prior to entering the service. 

The remaining member had been divorced and remarried. None of 
the group members had children. 

Only three of the six members remained in the group for 
the complete 24 sessions. One member entered the group during 
the third sessiont and two members left the group early as 

they were discharged from the hospital at the conclusion of 
the 16th and 21st sessions. 

During the first group session, each member stated the 
reason for his hospitalizat1;n as he understood it. At that 

time only one member gave psychiatric difficulties as his 

presenting problem. The other reasons ranged from physical 

injury to psychosomatic complaints. The range of diagnoses 

of the six group members was wide and Included depressive 

reactions, schizophrenic reaction, passive-aggressive per¬ 

sonality, manic-depressive reaction, and psychophysioloKlc 
cardiovascular reaction. 
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Group Process 

As group therapy progresses, it is thought that some 
type of group development takes place since the terminating 
group is seldom, if ever, the same as the initial group. The 
characteristic phases of group development which closely 
resembled those seen in the pilot group are presented by 
Trecker (6), 

1. Beginning 8tage--lndivlduals together for first 
time. 

2. Emergence of some group feeling, organization, 
program. 

3. Development of bond, purpose, and cohesiveness. 

4. Strong group feeling; goal attainment. 

3. Decline in interest; less group feeling. 

6. Ending stage--declslon to discontinue as a group. 

The first phase of the group, the beginning stage, was 
simply a meeting of individuals for a common purpose. There 
was no real "group feeling" as the patients had little regard 
for the needs of one another. This phase continued through¬ 
out the first three sessions. It should be noted here that 
one phase doesn't necessarily start where the other leaves 
off but rather tends to overlap and may occur simultaneously. 

The first session was very therapist-directed and 
consisted primarily of defining the purnose and goals of the 
group. Participation on the part of the patients was more 
active and spontaneous than was expected for the first session. 
During the second session one of the members made the first 
personal investment in the group while others realized that 
the group provided an opportunity and desire to express feel¬ 
ings, which up to this time, they had kept to themselves. 

The third session was highly influenced by the entrance 
of a new member into the group. This experience made the 
group aware of the need for mutual trust before further In¬ 
vestment could take place. The impact of the new member was 
observed by a lack of personal investment or exposure of 
feelings. In addition, the group discussion became super¬ 
ficial on a number of occasions during this session. The 
group was made aware of this and attempted to deal with it. 
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The entire session was devoted to the acceptance of the new 

member by the group and the acceptance of the group by the 

new member. It la felt that the goal of this session was 

accomplished and enhanced by playing the first 15 minutes of 

the first session from the tape recording and then allowing 

the new member to introduce himself and state his presenting 
problem as if it were his turn in the first session. 

The second phase in the development of the group-- 

emergence of some group fee1 <ng--was noted during the fourth 

session when the group members identified a common feeling 

of inferiority. There was still no meaningful investment on 
the part of any member during this session. The group feel¬ 

ings continued to develop during the next several sessions. 

The fifth session was sumnarized by one member as a "story 

telling hour" during which each member made a significant 

investment in the group. This was felt to be healthy at this 

phase of the development in that it increased the group feel¬ 

ing and initiated cohesiveness as the third phase of develop¬ 

ment began to take place. During an evaluation at the 

conclusion of the fifth session, the group members became 

aware that their expressed desire for something more mean¬ 

ingful could bo met by focusing on one individual or problem 
and following through for a total session. 

The third phase of development--development of bond-- 
took place during the next several sessions, although the 

group did not became aware oí its completion until the 

emergence of the fourth phase during the fourteenth session. 

From the sixth session on, the group experience was 

more therapeutic and satisfying for the members as they began 

to follow through on areas of focus. During the seventh 

session the group attempted to refocus on Sergeant S who had 

been the focus of discussion throughout the sixth session. 

However, Sergeant S found such intense involvement too 

threatening and refused to became involved. The group then 
shifted the focus to another member. Although Sergeant S 

was unable to become further involved at this point, he was 

able to verbalize that during the previous session the group 

did enable him to bring out, discuss, and evaluate many things 

that he otherwise would have overlooked. The value of group 

therapy, as recognized by the group members, was again brought 

out during the eighth session when a member who had been 

exposed to one and one-half years of individual therapy prior 

to entering the service was the focus of discussion. He 

stated that the questions asked of him by the other group 

members enabled him to bring out things that he had missed 

during his one and one-half years of individual therapy. 
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A new level of development was achieved during the 
tenth session when the therapists Initiated "role playing" 
*• * group method In assisting Sergeant S to experience an 
emotional response. This patient had been the primary locus 
of the group up to this point and had an Inability to experi¬ 
ence emotional response. The entire group united throughout 
the session In attempting to stimulate an emotional response 
In the patient and experienced a great deal of satisfaction 
in the patient's first successful emotional Involvement. 

A very significant «tage of development was achieved 
during the eleventh seesion when the group approached the 
therapists for more therapy. They recommended meeting five 
times a week Instead of the current schedule of three sessions 
a week. In conjunction with this, the grou> realized that 
almost half of the total program was over and that eight weeks 
of therapy really wasn't very long. Only one of the members 
had received any significant attention at this point , »nd 
there were still five others to discuss. 

During the thirteenth session, active and direct 
intervention on the part of the therapist altered the focus 
of the session. The group attempted to shift the focus from 
Sergeant S because of his failure to put forth what they 
considered to be a minimum of effort. The therapists shifted 
the focus back to Sergeant S and then assisted the group In 
evaluating this patient's behavior ir the group. It was 
recognised that the patient was using the same behavior pat¬ 
tern he used with all people or groups In his attempt to make 
them reject him and thus support his feelings of being re¬ 
jected. 

The emergence of the fourth phase, strong group feel¬ 
ing and goal attaineent, was noted during the fourteenth 
session. One of the group members was 45 minutes late to 
thl3 sesslm. His Initial absence almost totally Innobllized 
the group and made the group aware of the strong group feel¬ 
ing and bond that did exist. 

The fifteenth session fell on a legal holiday and was, 
therefore, an optional session with the group meeting without 
the therapists. The session itself was void of meaningful 
investment or exposure of feelings as the majority of the 
session was devotad to a "liked and enjoyable discussion about 
sex." The Impact of the optional session was felt during 
the following session when the group regressed--the members 
experienced difficulty In getting back to work and had a 
resultant feeling of frustration. In addition, one of the 
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members left the group *t the conclusion of this session due 
to his discharge from the hospital. 

The fifth phase, as presented by Trecker--decline in 
interest--took place during the final group session. Trec¬ 
ker' s final stage, the ending stage, did not occur in this 
group as the length of therapy was defined at the beginning 
of the group experience, and a decision to discontinue the 
group was not made during the course of the group development. 
However, a very important phase of the group development was 
initiated at the conclusion of the sixteenth session with the 
departure of a member from the group. I will call this the 
termination phase. 

The intense degree of therapy that was achieved by 
this group is exemplified by the great impact of termination 
upon the group. Just prior to the seventeenth session, 
following the group's first direct confrontation of termina¬ 
tion, by the departure of one of the members, Sargeant S 
approached the therapist and asked to be withdrawn from the 
group. Further involvement would have intensified his fear 
of termination. During the seventeenth session, Airman R 
became very emotional in expressing an intense desire to get 
out cf the hospital. As a result, the group united in ver¬ 
balizing their desire to get out of the hospital. 

The nineteenth session was significant in that the 
group recognized a continued primary focus on the same pa¬ 
tient throughout the total group experience; the group eval¬ 
uated this as avoidance of personal involvement by the 
remaining members. Airman H then stated that on two occasions 
he had attempted to invest himself in the group but that he 
had been "left hanging" on both occasions and that he didn't 
dare risk further investment for fear of the same thing 
happening. Airman R expressed similar feelings. Although 
n°t- recognized at this time, the first signs of an intense 
rivalry among the patients for the attention of the group 
appeared. The remainder of this session and the following 
two sessions focused on Airman H who, up to this point, had 
feared further investment due to the group's failure to be¬ 
came interested and follow through. 

The twenty-first session was significant for two 
reasons: (1) Airman R failed to attend the session, and (2) 
the gaining of insight on the part of the member under dis¬ 
cussion, Airman H, was a classic example of the value of 
group therapy. 
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During the twenty-second session, the sibling rivalry 

Âí^/r6 .for thr ®tt*ntion of the group was exposed. 
Airman R who was absent during the last session, was 30 

minutes late to this session. During the discussion follov¬ 

ing his late arrival, the group became aware that three 

Pyevio“8ly Aira*n R *nd Airman H had competed for 
the attention of the group and Airman H won. As a result. 

Airman R acted out iiis feelings of having been rejected by 

rejecting the group (i.e., missing the last session and com¬ 

ing late to this one). As a result, the remainder of this 

session and the following one were focused on Airman R. The 

KÜÏlent.|Wî! *ble t0 v*rballze • cl°»e correlation between his 
home and the group. Two examples which he gave were: (1) He 

?**»!< a"yching at the dinner table as tho youngest 
chiid in his family; therefore he felt that he couldn't say 

To C^niVZlh\fr<MP‘, (2) When he reiUrned fr0B 8 lon8 triP 
Í ^ ’ V8 m0.her treated hl8 «turn with ambivalence. 

When he returned to the group after Kissing a sessioo, the 
group waa also ambivalent. 

The impact of termination had a marked effect on the 
group during the next to last session. The group was con¬ 

stantly aware of the remaining time during the session and 

appeared to "overwork" to complete the tasks of the group by 

the end of this session. There was an increased feeling of 

pressure and anxiety which was manifested by the tendency of 

outside disturbance to immobilize the group temporarily. In 

addition, some of the group members began to withdraw to 
avoid further involvement. 

The extreme impact that termination can have upon a 
group therapy patient was seen at the commencement of the 

final session. Sergeant S, who had approached the therapist 

prior to the seventeenth session asking to be taken out of 

the group, failed to attend the final session. Termination 

from the group and its members was so threatening to this 
patient that he elected to avoid the situation. 

The final session was completely void of personal 

investment, /or all practical purposes, the group considered 

therapy as being over at the conclusion of the next to last 

session and felt that they could not be expected to invest 

themselves during this final session since they would not be 

provided an opportunity to work through their investment. 

The fina! session was used to evaluate the total group 

patient summarized it very well when he said, 
It was like Columbus getting his ships." The group then 
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used this illustration to conclude that they were on their 

way but that they still had a long yay to go; that they didn't 

know where they were going, nor what they would find upon 
reaching their destination. 

Following the completion of the pilot group, each of 

the remaining members was seen individually to evaluate the 

meaning of the group therapy experience to him. All of the 

patients felt that participation in group therapy was a 

positive and rewarding experience. The majority said that 

they became aware of the impact of past events upon their 

current problems. Other statements that sunmarlze their 

evaluations are: "I understand myself better;'5 'To become 

aware;" "I found out others have similar problems." 

CONCLUSIONS 

An evaluation of the pilot study wae made. It con¬ 

sisted of a review of the tape recordings and written records, 

interviews with group members following termination of the 

group, and solicited and unsolicited conments of staff mem¬ 

bers representing the various disciplines. In addition, the 

development of the group process was understood in terms of 

the theoretical framework. It is recognized that the con¬ 

clusions made are not based upon a scientific research 

method but rather on the observations of the writer. 

1. The stated purposes of the group were accomplished. 

2. The degree of therapy achieved was very intensive 
and is accounted for in part by-- 

a. The hospital setting. 

b. The living arrangement whereby the group mem¬ 

bers were almost continually exposed to one 
another. 

c. Preparation of the patients for group therapy. 

d. The fact that the group was a closed group 

and small in size. 

3. The group expressed a desire for more group 
therapy than was provided by this program. 
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4. The use of co-therapists was successful and 
enhanced the total group experience. 

5. The positive influence of a "non-participating 

1" hi. coU.bor.tlo« «1th thrÎlurî. 

b.“:.: ....loî"*0“ i”voiv“*nt with th* —>«■• 

RECOMME NDATIOMB 

The following recomendations are made for future 
intensive short-term therapy groups conducted under this 
program: 

1. The success of the pilot group indicates maximum 

ïoîü thl* Pro*r">- Tl»i* will be dependent 
upon availability of group therapists and the number of 

criteria 4CC0rdin* to th* «roup therapy selection 

2. It is recommended that the group size be set at 
six members. 

f-n ••••io“* of group therapy were found 
to be the minimum of therapy needed to meet the goals of the 
program, and it is recoranended that this be expanded 

4. To ... the expansion of the group therapy 
program, it is recommended that the Social Work Service 

more responsibility for the selection and preparation of 
group members. 

assume 

K» a result of the negative Impact of the early 
of the pilot group, it is recom- 

mended that all patients involved in group therapy remain 
hospitalized for the duration of the program. 

the 
6. It is recommended that staff involvement remain 
- with the use of co-therapists and observers. 

7. The use of the ninety-minute session was very 
successful and should be continued. 

8. It is recommended that a control and an exper¬ 
imental group be initiated among the future short-term 

therapy groups to study the use of alternate sessions as a 
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means of increasing Che amount of time group members spend 
in therapy. The control group will be conducted the same as 
the pilot group, meeting three times a week with the thera¬ 
pists while the experimental group will meet with the 
therapists three times a week and, in addition, meet twice 
a week in alternate session« "The alternate group meeting 
is established by the therapist, though he does not attend 
it, occurring between the regular meetings and held for the 
purpose of forwarding the group psychotherapeutic process. 
And, although the therapist suggests the meeting, he neither 
controls it nor prescribes how the patients are to act at 
these times" (5). 

SUMMARY 

The need for an Intensive short-term therapy program 
at W11 ford Hall USAF Hospital was recognized and a program 
proposed to meet this need. A review of the literature re¬ 
vealed that group therapy has been used as a method of 
treatment in psychiatric settings for a number of years and 
that articles present a variety of group therapy programs 
that have been used in the treatment of psychiatric patients. 
The completed pilot study that was used to initiate the pro¬ 
posed program was then presented and evaluated. The various 
phases of group development were presented along with sig¬ 
nificant examples of stages of development. The conclusions 
of the pilot study indicate that the group did achieve its 
planned objectives. As a result of the pilot study a number 
of recommendations were made, the primary one being that the 
intensive short-term therapy program should be expanded in 
the treatment of psychiatric Inpatients at U11ford Hall 
USAF Hospital. 
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THE MIDDLE CLASS FATHER'S ROLE IN HIS 
DAUGHTER'S SEXUAL ACTING OUT 

Richard R. Abidin, Jr. 

What I am attempting to exp'.¿in is not some perverse 
sexuai behavior in middle class father* and daughters but 
rather how the probability of socially unacceptable sexual 

developmental^ ^ tef"age feMalfi: b« increased. The 
developments1 personality, and environmental stresses which 
I believe to be operating are generalization; regarding one 
possible etiology of sexual acting out in middle^lass^een- 

the bÍrní0detreVhe 0888 °f 13 and 17* These ideas are 
the by-products of my experiences with 7 middle class and 

Mith th- —ption ori:.cí:::,a"n 
of th« families were seen aa aelf-referrala. The presentios 
problems were either the parents' awareness of their ? 

wa«^ 8 ÎT;1/8“"8 0Ut 0r the fact that in the pa»1: 2 
5 fC0,ne increasingly hostile toward the 

parents and, particularly, toward the father. In each c se 

actr "Tí81“0 that the gtrl8 were involved in sexuai 
terDret°th beha^l0r* ?efore 1 attempt to explain and in- 
terpret the problems these familie. were having, as I see 

fíndínõr1 1 ï? t0 Pre8ent 800,6 aignificant generalized 
findings regarding the social histories of these families as 

»nt. ofth1".“1*1 “”k hi‘^y i.> 
íatíííl Í ï® ^ena8°r ^Ported having a relatively 
ãla If y “rital relationship. Both parents appeared 

VT “tJOr ^10081 disturbance, and both reported 
financia?*1 5elatlvely childhoods. Th« educational and 

tÍT t^?íaÍ ;CUm?tanCe8 0f the8e f80,ill68 «ere above average. 
c^sSíaM eVel0pmfntal hl8tory of «ach case was that of 
uïïfÎmW ?>,Païeîîa involvem6nt «Ith these children. 
r*aí£! y> er Wa8 activ6ly Evolved in the ehild- 

ous socla?00*^8’ and the family» as a unit> engaged in numer¬ 
ous social and recreational activities. The families renort-od 

».»T i»roblr “í^the durin*th« Éîr.” itprcei 
nn / of life* The girls involved appeared to have a pre- 

t°* «I “‘rí*1 £"ini”* .«ch.. 
°ffcJiP8tick- and hair styling. All of these giris 

indicated that aa preadolescents they had very close 
relationships with both parents; however, they felt that the 
father was the most significant parent and the one mOst 



capable of understanding their problems, needs, and wishes. 
In short, these families presented themselves as the "ideal 
American family." Yet, each found themselves asking, "How 
could this happen to us?" 

The remainder of this paper will be devoted to pre¬ 
senting one possible formulation concerning sexual acting 
out behavior in middle class teenage females. The problem 
is a highly complex one and involves cultural, sociologie 
and individual dynamic factors. Ky attack on the problem’ 
will proceed in three steps: first, the specification of 
some background historical sociologie factors; second, the 
specification of some of the predisposing psychologic 
developmental factors; and, third, a presentation of the 
stresses and dynamics which appeared to be operating at the 
point of psychologic crisis. 

SOCIOLOGIC FACTORS 

For several years the philosophy of "having fun " 
"enjoying life," and "being popular" has pervaded our 
educational and child-rearing practices. 

In child rearing, fun morality is expressed by the 
belief that whatever the child wants is good for him. As 
less and less distinction is made between what he needs 
and what he wants, the two become merged in the child's 
mind. The permissive child rearing of today is producing 
adolescents who believe that whatever is wanted is needed and 
whatever is fun is good. Everywhere they see, hear, and 
read (in novels, plays, movies, and other mass media) that 
sex is fun. Advertising today uses sexual enticements for 
selling everything from perfume to oil furnaces. The coosnon 
advertising theme of today (Come Alive! Have a Blast! 
Live a Little!) promotes having fun as the sole evidence of 
psychologic health. 

Another Important sociologie factor of the mid¬ 
twentieth century is the changes which have taken place in 
middle class fathers. They are characterized by higher 
educational levels and greater awareness of psychologic 
issues than any of their predecessors. In addition, they 
generally have more time available for involvement in the 
process of child rearing. These fathers are generally aware 
of their major role in the psychologic development of their 
children. The middle class fathers feel particularly respon¬ 
sible and guilty if their children meet with psychologic 
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Th? ,,over-Protective-permissive father 
ce- ;r7 il !Jw i1!!13"“111?116 Phen<»enon of the twentxeth century, in each of the families studlod 
to be susceptible to strong guilt feeling^ regertí^^hê" 
behaved in relation to his child. He had to be a "good" 

whííh ’ and/;rhlng fr0m Wlthln hün8elf « frooi without 
t£ veneré qUe8tion his «« a father seemed 
to generate excessive anxiety. In many ways the functioning 
of these fathers was complementary to the previously 
suggested twentieth century concept of fun morality. 

It is my belief that one source of external sf-rana 
and stimulated Internal stress tor these £.^, í.“í. 
increased eroticism of twentieth century society. The 
nature of this eroticism is particularly distressing for 
these fathers, since the literature, advertisements! movies 

which Mo T8 medi^create an ideal female sexual object ’ 
U iï resembles the teenage daughter. I believe that 
tanlñ thãt ln contra8t to the voluptuous, mature 
obTíct íf ÏÜ ni"feenth century, the ideal female sexual 
media is a «n™ 111 , century> as presented by the mass 
of thÁ tUffaaü11^’ rUthful* teenage female. The destruction 

ference between the ideal sexual object and the 
teenage femaU appears to make the dissociation of incestuous 

ide®ti0" 80n>ewhat more difficult. The modern teenage 
od lf eorf° ht0day closely approximates the ideal sexufl 
. J nf„eL„:h~5h CentUry than dlli h" «unterport In 

PSYCHOLOGIC DBVELOPMENTAI, FACTORS 

The families of these 7 girls reported family 

iaí! íhri E8,.!!8 eing Very 8°0d’ and the children seemed to 
pass through the various preadolescent developmental stages 
without marked difficulty. These females disced a * 
reasonably good feminine identification and a strong desire 

£ tTnlTlT? int*TaCti0nS- ^ c]loaer examination^©* the reported close family relationship," it was found that 

b«^vlorU8 BÓtb en8*8'd ln i hl«h de8ree °[ «80-dnp.nd.nt 
Ü3! ™ JB0'h,pa"nl:*’ and pottlcularly the f.ther., 

fbUdfinii f°! the 8irl,• Th‘ l>ou..hold. »e« 
Jhlld‘ce"t®red and permissive with parents trying to 

* - y 01"8 fop «>« 8lrl., by giving thM .d™t.g.., 
nL ofí 8dt l8Ure thelr happiness and by not saying no and 

t fÄ .“ t0 ‘r‘TU,Cr‘elm‘- Th' »..ic n.8rfu“d 
««at H^ ír ?88 the8e glrls never 8een,ed to cause 
great difficulty in the families owing to the complementary 
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permissive roles played by the parents. After interviewing 

these girls, I realized that "father understood me best" 

really meant that "he helped me to function; he was my 

exterhal ego, and he helped me get most everything I wanted." 

It i« posited that any significant deficiency in ego- 

dependent Interpersonal interactions and any curbing of 

narcissistic impulsiveness will motivate the girl to seék a 

new Interpersonal relationship which will allow these needs 
to be met. 

PSYCHOLOGIC CRISIS SITUATION 

In each of the cases studied, a common phenomenon 

appeared to occur after the onset of puberty with regard to 

the father-daughter relationship. All members of the family 

reported an estrangement between father and daughter. The 

basis of this estrangement appeared to be the father's with¬ 

drawal from close interpersonal interactions with the 

daughter. These fathers seemed to expect greater indepen¬ 

dence on the part of the daughter and appeared angry because 

the daughter did not function in a somewhat more adult 

manner corresponding to her unusually mature physical appear¬ 

ance. It is interesting that the previously permitted 

dependence and narcissistic impulsiveness now seemed to be 

a great irritant to these fathers. There was also some 

suggestion that the father's withdrawal from Involvement with 

the daughter and hostility toward her was a reaction forma¬ 

tion to his sexual attraction to her. A* I have pointed out 

previously, there are many current social pressures which 

set up the young teenage girl as an ideal sexual object, and 

these fathers appear particularly sensitive to any internal 

or external stress which threatens their self-image as the 

ideal father. Incestuous thoughts or ideation probably 

represents an enormous threat and stress for these fathers. 

To date, I am aware of two phenotypic reactions of 

these permissive, overly protective fathers to their daugh¬ 

ters' entering adolescence. The first, and apparently most 

common reaction, is severe and relatively sudden withdrawal 

of involvement with the teenage daughter and, generally, 

increased involvement with other, younger siblings. The 

second type of reaction on the part of the father is to 

become increasingly hostile and critical toward his daugh¬ 

ter and teenage society in general. 

In each case the daughters were, apparently, acutely 

aware of the father's withdrawal, and there were reported 



feelings of depression. The daughters of the fathers who 

displayed the first reaction showed a chronic depression of 

varying degrees, whereas daughters of the fathers who 

displayed the second reaction suffered from a short-lived 

depression which was replaced by counter-hostility toward 
the father and adults in general. This depression is 

understandable in light of the oral nature of these girls' 

personalities. The loss of the father carries with it not 

only the loss of needed narcissistic supplies but also the 
loss of the external ego and its reality testing and irapulse 

control functions. These losses uniformly caused a loss of 

self-esteem, and there began a process of self-devaluation. 

The self-devaluation appears to take place on the basis that 

the girl "loves" and "needs" her father very much and knows 

he is a good person, and he remains her ideal love object. 

Hence, his rejection must be due to a defect or deficiency 

in her. in short, "he is good; therefore, I must be the 

one who is bad." This depressive nucleus in girls with 

sexual acting out behavior has been reported frequently 

(1, 2, 4). It is interesting that the inability to reject 

the father also operated in relation to the boys who rejected 

two of these girls when they learned that they were pregnant. 

At this point, the stage appears to be set for the 
possibility of the daughters' sexual acting out. These 

teenage girls possess a good feminine appearance, and with 

the loss of the fathers' complementary role, they developed 

a strong drive to re-establish a narcissistic, ego-dependent 

relationship. This statement indicates that a condition 

exists in these teenage girls much like that suggested by 

Segal (4) in his discussion of impulsive sexuality in adults. 

He hypothesized that "Sexually impulsive behavior, precip¬ 
itated by imagined or real object loss, is a desperate 

restitutional measure to re-establish a symbiotic relation¬ 
ship upon which ego integration depends." 

After this disruption of the father-daughter rela¬ 
tionship, these girls did, in fact, become very interested 

in obtaining the "exclusive companionship" of a boy, usually 

only a few years older than themselves. None of these girls 

chose to play the field, nor were any of them blatantly 

promiscuous. Rather, they usually had only one steady boy 

friend. Their relationship was characterized by the girls' 

almost exclusive preoccupation with the boy, talking to him, 

talking about him, and being both jealous and restrictive 

regarding the boy's free time. They all reported that after 
6 or 9 months they had become sexually intimate. It is 

interesting that none of these girls reported any great 
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enjoyment from sexual relationships, and all saw the boy as 
being more interested in sex than they were. They were all 
able to verbalize feelings that they thought their sexual 
involvement was wrong and bad even at the time it was going 
on but that they could not do anything about it. This impo¬ 
tence appears to be related to two factors. The first factor 
is the oral, impulsive, narcissistic personalities of the 
girls. These girls appeared to be as unable to say no to 
their impulses as their parents were unable to say no to them. 
The second factor apoears to be related to the need to main¬ 
tain the ego-dependent relationship with the boy. 

In his work with adults who engaged in impulsive 
sexuality after perceive^ or real object'loss, Segal (A) 
found: "Any interpersonal conflict with a needed object 
mobilizes a narcissistic response. So important is this to 
them, that such patients prefer self sacrifice or Jeopardy 
of self interest rather than to incur dislike of the object 
they deem to be essential." 

If these speculations are accurate, they would 
suggest that in some "ideal middle class families" there 
exists a hidden pathology which is only manifested in the 
child who must assume adultlike self-responsibilities when 
entering adolescence. The years of permissive, overly 
protective child rearing and of fostered ego dependency 
appeared to have produced narcissistic, impulsive, ego- 
dependent individuals. The father seems to play a special 
role once the girl enters adolescence, and it is his with¬ 
drawal which seems to be the precipitating factor in the 
sexual acting out behavior of these girls. On the basis of 
the analysis presented here, this behavior is considered to 
be largely asexual in motivation. 
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MANAGEMENT OF HYSTERICAL DEPENDENT WIVES 

James A. V. Galvin 

I trust by now you have all been adequately instructed 
on the proper treatment of consultants who come to visit you. 
This is a fairly complicated game of one-upmanship and a 
bit safer than the game you routinely play. Probably the 
best known technic in this game is, first of all, to exhaust 
him with a long trip in a bad airplane and then soften him up 
with courtesy, booze, and other things to which we have all 
long since become immune. Then when you have lulled him into 
a sense of security, you present to him the most miserable 
case you can possibly find--cadavers from the morgue. The 
last time I went to Alaska, this is exactly what happened. 
Most of the cadavers I interviewed had not yet admitted 
their condition. So pending the admission, we generally made 
the diagnosis in them of hysteria. You are all aware of the 
historical change which has taken place within this century, 
that once upon a time there were many more conversion reac¬ 
tions than we now see, and what we now most often see are 
hysterical characters manifesting in various ways. Hysteria 
has become a diagnostic and dynamic syndrome. Let us remind 
ourselves that both sexes can be involved. I sometimes wonder 
if we are continuing to overlook hysteria in man. It 
certainly exists. I don't know what its Incidence is, but 
we think of it more often in women and perhaps we'r, con¬ 
tinuing to practice the classical error. You know, Freud once 
upon a time when he returned to Vienna from his work with 
Charcot, presented a paper in the Vienna Medical Soclety--the 
Chamber of Doctors, as they call it--on male hysteria. 
Afterwards a senior doctor decided to shoot him completely 
out of the water with the remark, "My dear young man, don't 
you realize that hysteria is derived from hysteron?" In Greek 
this means "uterus." That was the end of the argument. It 
may be that partially we are continuing to do that. I am not 
sure. 

In any case, these people are characterized, first of 
all, by a very driving kind of sexual ambivalence, with even 
more fascination than is normal with sexuality in its initial 
stages. These people are terribly Interested in flirting, 
courting, dating, and this kind of thing, but much less 
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Interested in the more meaningful parta of sexuality which 

involve intercourse, child-bearing, and child-raising. There 

is a peculiar compulsive quality to the sexuality of these 

people as far as it goes. They are theatrical and exhibition- 

istic primarily in the service of their kind of sexuality. 

One of the awkward by-products of this, as far as we are 

concerned, is the extraordinary publicity they give to their 

complaints. Now once again there may be some kind of 

sociologie disease involved. I also wonder if we don't, in 

our choice of theater heroes or heroines, provide some kind 

of secondary gain. A fair case can be made for the idea 

that many movie stars and opera stars are typically hysterical 

characters. They seem to be the people whom we adulate 

this social arena. Although the people with 
hysterical characters are terribly interested in trivial 

sexuality, they generally do badly at real love-making--in 

genuine, unselfish relationships. It is striking that these 

people have more amnesia, immediate and past, than does the 
average patient. 

Only two weeks ago I saw a young woman of 22 who was 

functioning very well, abouc to graduate from a uni/ersity. 

She told me that she could remember absolutely nothing before 
her twelfth year. Now this is considerably beyond the 

limits of normal and is typical of these people. Also--and 

this is infuriating in any kind of psychotherapy--they are 

awfully good at repressing from one day to the next something 

you think you have worked through. I am sure many of you had 

the experience of sort of signing a contract with such a 

patient: Now X subject is solved; we've decided about it and 

we understand it; future behavior has been decided upon, also. 
Then the next time they come in, they say, "Who are you? 

What is your name?" An extresiely important part of this 

psychologic picture is the underlying dependency. It is 

often missed, because we are so impressed by the barrage of 

pseudosexuality that we often do not see the enormously 

troublesome dependency which is very close beneath the surface. 

Once again, when Freud first began to treat hysteria, he made 

two major mistakes in his darly formulations. The first one 

as you know was that he failed to differentiate between 

fantasled sexual traumata and real ones until finally he had 

the good fortune of having a patient who had told him of some 

sexual abuse at the hands of an uncle. After he had published 

this, the uncle became his patient and informed him that he 

hadn't even been on the same continent when the abuse 

supposedly took place. The other kind of thing which Freud 

did not see early was this dependency which is probably more 

costly psychologically--more costly in terms of robbing the 
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patient of nor®*! •atlefectlon» In living--than any other part 
of the eyndrone. So nuch for generalltle». 

Now let ne tell you a little bit about the particular 
vmen to whom I refer. The patients presented to me there 
as hysterlacs were all women--depending on your definition 
somewhat. But In any case they were all femalest and I was 
told there that there were very large numbers of them In a 
medical situation which was shorthanded, one in which travel 
was difficult, and the methods which they had used had not 
seemed to provide any solutlin to the problem. Now, first 
of all, these women were, as one would expect, physically 
exhibitionIstic. By this I mean their dresses were low cut, 
tight, and hitched up o,sr their leg.. Whatever they had to 
wave about, they did. I think we nre having again a national 
phase of heavy makeup, but these womer. in general, outdid 
anything. Theirs was thicker, pur^lfi, wider; their hair was 
piled higher and glued larder, and everything was done a 
kittle more. In this physical exhibitionism, however, they 
demonstrated their ambivalence because to the taste of most 
of the men who saw them, who Joined me in examining them and 
thinking about them, the exhibitioniam was not attractive. 
It was repelling. For example, If a woman puts lipstick a 
half inch above and below her lips, it becomes mawkish; it 
puts you off instead of attracting you. They also had a 
tendency to be exhibitionistic of somewhat unfortunate 
physical feature8--extremely bony legs and other gans which 
more decently should not have been exhibited. Now they 
act out their ambivalence very nicely in this way, because 
what they do or what they consciously believe themselves to 
be doing is to make themselves attractive. I didn't have a 
fair sample of the total male population, but ï believe that 
most men would not, in fact, be attracted by this kind of 
maneuver. Almost all of them had made very early marriages 
Now for people who wish to marry early in these United 
States, one method is to Join one of the armed services, 
because in this way a young man without training has a mod¬ 
icum of money more quickly than he would have otherwise. In 
spite of official efforts to discourage this--not providing 
quarters, etc., for Junior enlisted men, as you know--in 
every post in the country it is an enormous problem that 
entering-stage enlisted men do have wives and families and 
do not have enough money to manage it; so it becomes a very 
complicated and difficult social problem. To go back to the 
generality, one of two patterns is usual. Either there is 
very early marriage ov there is a great deal of passing from 
man to man, and among those I saw. early marriage, very early 
marriage, waa the rule. In Alaska there are restrictions on 
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-he people who may bring their families to the theater with 

them, but these restrictions can be circumvented because 

private travel is not restricted. Vary often men who would 

have been better off without their wives and families did, 

in fact, have 1 hem thete with the added complication that lots 

of things are a little more expensive in Alaska than else¬ 
where. They all or almost all had pretty severe financial 

problems. In this there was unmistakably a large proportion 

of reality, but this is also an excellent way in which one 

can express one's feelings about dependency, and the usual 

expression is simply to say to the husband, "I don't care 

what your problems are. I don't care what your pay is. I 

need more money or I need a television or I need something, 

and it is up to you to get it." The fact that the guy is tied 

hand and foot or serving time in the stockade ia not an 

adequate excuse. I might also add in parentheses here that, 

as the marriages became more difficult, many of the men 

escaped from them--a kind of de facto escape without divorce 

or without any open and recognized rupture of the marriage by 

taking extra Jobs--sometimes for money if they cculd be 

found (that type of job is not easy to fii.d in Alaska) , but 

even more successfully in some kind of good works. You know 

your wife may be able to complain if you want to go every 

evening to attend bar or do something of this sort, but if 

you are saving the world for democracy or leading the local 

boy scout or girl scout troop, or doing some other volunteer 

work, the old girl doesn't get off the ground. 

The ability to repress seen in amnesia also worked very 

well for these people in weakening their duty to test reality. 

If young people without much money wish to marry, it would 

then seem logical that they postpone having babies for a 

while. These women did not, and very often at the eg* of 19 

or 20 they would already have two or three babies. In 

addition to the reality of the young woman having several 

babies, which has to be a burden, by exploitation of their 

ability to repress, these women were badly informed about the 

nature of babies and about the technics of taking care of 

them; so the Job was doubled--more laborious than it need 

have been--and the children were fairly routinely neglected 

in a place where housing is less than desirable and where the 
climate is rigorous. This meant again, a secondary by¬ 

product- -unnecessary disease in th' children because of 

"ignorance" (I mean psychologically determined ignorance) in 
their mothers. 

As you could predict, their husbands tended to be 

somewhat ineffectual. Frequently the marriage had been a 
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supposed contract for dependency gratification of each. Now, 

as you know, courtship tunong us is a time of concerted lying 

and what these people frequently did was represent themselves 

falsely to each other before marriage, and then afterwards 

obviously (not as crassly or as obviously as I state) each 

said to the other, "I was only fooling about wanting to be 

married. Really what I want is somebody to take care of me 

and baby me." When both say this, the results are unfortu¬ 

nate. There was frequent complaint against the husband on 

many fronts, but among them was the complaint that the husband 

did not help the wife and did not help care for her children 

nor take care of her house. Now this, I suppose, can be 

traced to the beginning of comic strips in this country and 

is a continuing battle of the sexes for all of us, but it was 

mu-h more marked there. I think it was Theresa Benedek who, 

some years ago, made the point that there are women who can 

function adequately as mothers, provided they have an assistant 

mother. Now this means their own mothers come in and lend a 

hand now and then, or an aunt or anybody who can come and sort 

of let tt.tm out of the cage from time to time. With the 

mobility of our population nowadays this kind of thing is more 

and more difficult to find. As a poor substitute, we have the 
baby-sitting system. This is a recent invention, an inven 

tion of the last 30 or 40 years. When we were somewhat less 

mobile, there were almost always maiden aunts or cousins or 

somebody around who would be willing or even anxious to take 

the kids on rare occasions when the mother would permit it. 

Under all of the presenting complaints could be heard a kind 

of drone bass which really represented frustration and 

dependency needs. There are people I'm glad to see by 

looking over the audience that not one of them is represented 

here) who joined the military forces thinking of them as a 

kind of welfare state. "I don't have much gumption; I don't 

have much education; and I don't have much ambition; so I'll 

Join the Horse Marines and just sort of float gently upwards 

and offend nobody until after 30 years. Then I'll retire 

with an adequate pension." Wives can also be involved in 

this. We saw a small number and tais does not represent a 

trend from the total group, but we saw a small number of 

women whose husbands very badly wanted to get out of the Air 

Force. In general, these were people who had acquired some 

kind of marketable skill in the Air Force, vented to leave, 

and go elsewhere where they thought they ccild make better 
lives. 

Another thing which was coamon among these people was 

the assignment of extremely heavy responsibility to small 

children. A couple who would somehow struggle along for 6 or 
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8 years generally doing badly, and doing what they did 

unhappily, until one of the kids got to be 7 or 8; particu¬ 

larly if this were a clever kid or an energetic kid, the 
child would then be made the executive of the family. It 

was perfectly ordinary to see women of 30 who always came to 

the clinic or the hospital accompanied by this 8-year-old 

child. In Alaska, again, you see this is a particularly 

interesting thing. The child had to be taken out of school 

in most cases to accompany the mother. As soon as the child 

showed the slightest ability to cope with life, in many cases 

father and mother said, "O.K. It's all yours. We quit.” 

Eight-year-old girls did major parts of the housework and had 

major duties in preparing food and caring for the children. 

Again, as we know, there is a well-known pattern of premature 
maturity in children, so that they may seem to do very well 
at this kind of thing. Then when the time arrives for them to 

take up these tasks normally, they are par My exhausted and 

partly disillusioned and they cease to function in a domestic 
way. 

Practically without exception these women, without 

understanding the nature of their frustrations, presented a 

sizable number of complaints and frustrations; they were 

almost never reasonable ones, but very commonly they pro¬ 

jected their frustrations, their disappointments, and their 

unhappiness first on the husbands with the idea of "I don't 
know what the solution is, but get me out of this theater, 

or rid me of these children, or get more money . . . I don't 

care if these are the quarters which we've been assigned, 

I want better quarters . . . I know the tour is what it is 
but I wans, you to go home with me earlier . . . I know we ’ 

are broke but I want to go stateside for Christmas "--this 

kind of thing, and always with the implication that there 

is nothing unreasonable in the request and the husband is 
a bastard if he doesn't come up with a solution. The 

projection then goes farther, I suppose, with the defensive 
help of the husband, but then it is the comnanding officer 

who becomes the agent of the devil in Alaska. It's he who 

assigns the quarters, determines the tour, assigns duty, 

a d does whatever other malevolent things that are happening 

to the poor defenseless girl, and eventually it becomes the 

Air Force. I think in my life I have heard a fairly repre¬ 

sentative sampling of "bitching” about the Air Force, but 

this particular group were the world's champions. Time 

after time, in trying to interview them--of course, this was 

always in pretty limited time--you would have to catch them 

with a butterfly net and bring them back from their complaints 

about the Air Force to get them aimed at the interview again. 
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Almost always they had first come to medical attention 

because of hypochondriacal complaint. I mean loud, repetitive, 
unceasing complaints about one or more physical matters. 

You know it is possible to construct a psychologic 

continuum between stoicism, at the one extreme, in the presence 

of real phypical discomfort--through normal complaint--through 

obsessive complaint--through exaggeration of the physical 

conditio-a--and then on until you have frankly hypochondriacal 

delusions. These patients almost always had had long periods 

of experience in the family care clinic before they came to 

the attention of psychiatrists. Another thing about them was 

they had learned, and learned very well and very accurately, 

how to make their complaints extremely loud and effective. 

They had consulted with the air inspector, the chaplain, and 

the base commanding officer. They wrote their semtors. They 

had this armamentarium extremely well developed. 

There were two usual ways in which they were referred 

to psychiatrists. The first was the general practitioner 

simply couldn't stand them anymore. They liad seen him twice 

a week for 6 months, and he had given them all of the colors 

of aspirin he had, and nothing had happened. This wat not a 

thoughtful referral. It was, "Just go away. I can't stand 

you anymore." The other way was when they had come to public 

attention, when the post commander got a letter from a 

congressman. An excellent way to come to attention is by 
suicidal gestures. These women made gectures dramatically 

and repeatedly. There was the small incidence of bad technic-- 

by which I mean the girl who takes pills not really knowing 

the pharmacology of the pills, or sticks her head in the oven 

because her husband is erming home in 15 minutes, and thit 

day he doesn't. In this way a certain small proportion of 

these suicidal gestures by mistake resulted in suicide. 

Well, this is at least a partial description of these 
women, and I emphasize again there were very large numbers of 

them. In most caaeu they eventually gravitated to the psy¬ 

chiatric clinics. They were seen as infrequently as could 

possibly be managed in groups, which were called "therapy 

groups." Diagnoses were almost always made by exclusion. For 

weeks and months they are treated for headaches, backaches, 

toothaches, dysmenorrhea, upset stomachs, or whatever. They 

are treated symptomatically without accurate dir gnosis--cer¬ 

tainly never with a diagnosis of hysteria. The diagnosis of 

hysteria as such was made only at the end of a long course 

of chronic complaints. By the time such a woman came to the 

attention of psychiatrists, she had already had a long time 



of unsuccessful and, she thought, unfair treatment by other 
doctors who wear the same kind of uniform. I offered these 
thoughts to my colleagues in Alaska. In general, I think 
they agreed that there are major problems in countertrans¬ 
ference in the treatment of these women. The psychiatrists 
for the mast part were relatively young aad relatively in¬ 
experienced in the practice of psychiatry. There were some 
psychotherapeutic traps to which they had not yet been 
sensitized. 

It can be expected of hysterical patients that there 
is an enormously active and complicated fantasy about any 
therapeutic agent. These fantasies were practically never 
examined. In some cases at least, romances were going on in 
the minds of the patients while the psychiatrist was completely 
unaware of them. One particular group deteriorated into a 
completely nonmoving, repetitive recital of complaints and 
aspirations., The psychiatrist out of whatever motivation, 
boredom or disinterest, had practically ceased to be a factor 
in the therapy group. They met once a week, and week after 
week did exactly the same thing, taking it carefully in turns, 
being extremely ladylike about it; but each one had her little 
10 minutes to recite what a hopeless jerk her husband was, 
what a person like her deserved of this life, and how soon 
she was going to Hollywood. Month three was exactly the same 
as month one. 

In the days of Freud's collaboration with Breuer you 
remember that Breuer had exactly this problem. He was 
treating a young woman hypnotically when she developed a 
pseudocyesis with the fantasy that he was the father of the 
pseudo-baby. When finally after quite a long time Breuer 
became aware of this, he immediately terminated the treatment 
and took his wife on a 6-month vacation to Italy after which 
she came back pregnant. 

Breuer's reaction is typical of a reaction in which 
we often engage with these patients. When we finally find 
out that we have made a series of mistakes, we indulge in a 
kind of angry and dismissing reaction to the former unaware 
indulgence. Some of our colleagues do this more frankly and 
easily than we do. I am sure that you have had the experience 
of consultation when making a psychiatric diagnosis causes 
anger and rejection. 

A major frustration which the psychiatrists had was 
that the patients would not get well. You know we all view 
ourselves as healers. We are envious of the surgeon who sees 
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very clear results of treatment. We are very grateful to the 
patient who will say, "You cured me." These women using the 
allegedly therapeutic situation as an arena for acting out 
are not about to get better or about to get well, although 
they may teasingly get better from ti -e to time. 

We are all aware of the importance of style in psy¬ 
chiatric treatment. It is an extremely stupid thing for any 
teacher to say to any student of anything psychiatric, "I do 
it this way; therefore, you do it this way." It can't possibly 
be done by any two people in the same way. There are always 
differences on the basis of the personality or skills or 
limitations of the two people involved. One of the things 
which I think ought to be more generally known among the young 
men who are dealing with the problems is this danger of acting 
out in a situation which is called therapeutic. There is 
danger of repetitively nurturing the neurotic character 
structure while labeling the process "therapy." One of the 
reasons for the pessimism which exists among some of us about 
our psychiatric methods or psychotherapeutic methods is that 
we have not been careful about really evaluating the results. 
I think it might be useful that these therapy groups not be 
homogeneous--that is, not be made up all of young hysterical 
women. There are all sorts of secret transactions that go 
on in therapy groups which are never mentioned. Little secret 
treaties are made which very often escape the attention of the 
therapist or therapists. In these groups there can be a kind 
of conspiracy of applauding hysteria and of being firmly 
against anything else, and this I think might be helped if 
the groups were not homogeneous. It is also useful to increase 
the number of therapists. We have, however, begun to learn 
a little bit about using adjunctive personnel so that these 
people can help with the therapy. Group activity in the whole 
United States now tends to be automatically permissive and 
this is not as it should be. There can be very great passivity 
in the therapist when in fact a great deal of confrontation 
and activity is called for. 

I don't think we are doing well enough about sharing 
experience--the experience which we have currently or the 
experience which has happened in the past. I think it would 
be a useful thing if we could, first of all, make a concerted 
effort to put together the real facts. You see, what I have 
been talking about are impressions. These are worth about 
as much as impressions are generally worth, but what we ought 
to have is some information about the morbidity of this kind 
of disorder, about the fact (if it be fact) that there are 
conmon trends in the psychodynamics, about the ways we go 
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astray, and about methods which have been demonstrated to 
benefit the situation. Such information should be available 
in published form. 
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CULTURE SHOCK AND THE PROBLEM OF ADJUSTMENT 

TO A NEW OVERSEAS ENVIRONMENT 

Vincent Wallen 

Imagine youvaelf In a strange new land, a land where 

a completely different language is spoken; a land of flimsy 

wood and paper houses, where people drive their cars on the 

left with the steering wheel on the right; a land where one 

reads a newspaper or a Book from back'to front, from right 

to left, and from top directly to bottom; a land where a 

house on a street may bear the number 5 and the ones on either 

side the numbers 374 and 5406; a land where you will pay for 

a meal before it will be served; a land where when you ask 

a question it is always replied to in the affirmative, "Yes, 

I do not have the answer," "Yes, I cannot do it," "Yes, you 

are not on the right road." Add to these the many sights, 

sounds, and smells, and the other cacophony and you might 

begin to experience a sense of loss of well-being, a sense 

of confusion, and bewilderment. You might be experiencing 

the initial stage of onset of what is commonly called 

"culture shock." 

What is culture shock? 

Culture shock is a psychologic malady that has afflicted 

man in varying degrees from time immemorial. It occurs when 

a person is suddenly transplanted abroad. It has its origin 

in the anxiety that results from the loss of the familiar 

signs and symbols of the person's basic culture. The signs 

or cues are the thousand and one ways in which each person 

learns to orient and adjust himself to the basic situations 

of daily life—when to shake hands, what to say when one 

meets people, when to give tips and how much, how to make 

purchases, when to accept an invitation and when to decline 

it, when to speak and when not to speak, when to take state¬ 

ments seriously and when not. The cues, which may be words, 
facial expressions, gestures, customs, or norms, are acquired 

by each person in the process of growing up and are as much 

a part of one's culture as the language spoken or the beliefs 

one has learned to accept. Each person's peace of mind and 

emotional balance and efficiency depend on hundreds of such 



cues, most of which are thoroughly Ingrained and of which 

the person is usually totally unaware. 

When the individual enters the new overseas cultural 

environment, all or most of his learned cues are removed. 

No matter how broad-minded or full of good will a person 

may be, props are knocked out from under him. He feels like 

the proverbial fish "out of the water" and experiences 
frustration and anxiety. 

First comes the rejection of the new environment by 
verbal epithets and criticisms, "the customs of _ 

are bad" or "the people of_are__. " 

Next comes regression through the benign mental images 

and pleasant fantasies of the previous culture. Everything 

from the past suddenly becomes inflated and wonderful. All 

of the person's serious and past difficulties and problems 

are forgotten and all of the good things are suddenly 

remembered. The individual may then start to experience some 

of the symptoms of culture shock. They may be: (1) excessive 

washing of the hands; (2) continuous concern over drinking 

water, food, dishes, and bedding; (3) fear of physical contact 

with the hired help; (4) a feeling of helplessness and 

increared dependence on fellow nationals^ (5) great and 

inappropriate anger over slight delays and minor frustrations; 

(6) refusal to learn the host country's language; (7) pre¬ 

occupation with fear of being molested, injured, cheated, or 

robbed; (8) concern over bodily functions, minor pains, and 

skin eruptions; and (9) the terrible longing to be back home, 

to be able to have a good cup of coffee and a piece of apple 

pie, to be able to walk into the corner drugstore and order 

a chocolate malt or a hamburger, to visit one's relatives, 

and, in general, to be able to talk again with people "who 

really make sense." 

Individuals differ greatly to the degree in which they 
are affected by culture shock. Although not too common, 

there are those who cannot live in a foreign country. These 

are the individuals who become quickly and profoundly 

traumatized in the new environment. A quick return to the 

previous environment is the only solution. Then there are 

those individuals who never have to cope with the real con¬ 

ditions of life in the new country. They stay in the large 

hotels, responding in fascination to all that is new, and 

they associate and deal with foreign nationals who can speak 

their language fluently and who are polite and gracious to 

all new visitors. Such a honeymoon stage may last from a few 
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days or weeks to months depending on circumstances. If one 

is an "important" person, he or she will be shown the show 

places, will be wined and dined and pampered, and will, upon 

returning home, speak glowingly about the progress, good will, 

and the amity of the country and its people, and may talk at 

length about the pleasant and superficial experience abroad. 

The individual who remains in the new country, however, 

and who has to cope with the real conditions of life reacts 

much differently. He quickly becomes beset with transporta¬ 
tion problems, maid problems, language problems, house 

problemst shopping problems, and the fact that the people in 

the host country appear to be largely indifferent to all of 

these problems. The locals try to help but they just don't 

seem to understand the newcomer's great urgency and concern 

over these difficulties; therefore, they are perceived as 

being insensitive and unsympathetic. The individual may 

then band together with other fellow countrymen and proceed 

to criticize the host country, its v-.ys, and its people. 

The criticism, however, is not an ojective one. It is not 

an honest analysis of the actual conditions and the historical 

events and circumstances which have created them. The people 

f the host country might then be perceived as stereotypes, 

caricatures of a negative type. The "stuffy Englistman," 

the "nearsighted Japanese," the "lazy Latin American" are 

some examples of mild forms of stereotypes. The use of such 

stereotypes might soothe the ego, but it does nothing for 

adjustment since it hinders the paths of reasoning and under¬ 
standing of the host country and its citizens. 

If the visitor succeeds in learning some of the 

language and can begin to get around by himself, he may 

find the way into the new cultural environment. Also, if 

thare is someone else who is worse off, helping him can pro¬ 
vide the confidence needed to improve the ability to speak 
and get around. 

If the new visitor is able to accept the customs of 

the host country as Just another way of living, he may begin 

to respond within the new milieu without experiencing the 

former anxiety, although there may be moments of strain at 

times. Only with a good grasp of all of the new cues of the 

host country and its people, will this strain disappear. 

With a good adjustment comes the acceptance of the foods, 

drinks, habits, and customs and then actual enjoyment of 

them. When the visitor finally leaves for good, he may take 

many things back with him and will generally miss the country 

and its people to whom he has become accustomed. 
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In some t,istfnces, however, what might appear to be 

good adjustment might actually be fair or marginal adjustment. 

The new arrival might begin to deny consciously or uncon¬ 

sciously the fact that he is in a completely new environment 

and might repress and suppress his true feelings of dis¬ 

comfiture and anger at the many new frustrations. The indi- 
vidual might, for example, be depressed without being aware 

of it and might superficially appear to be interested and 

active in the new culture. When the prospect of returning 

home looms large and draws closer, it is accompanied by an 

automatic "uplifting of Epirits" and the individual begins 

to talk about reaching the "halfway mark" or entering the 
"downhill portion' of the tour. 

At times, it appears that even those persone who are 

considered to be well-adjusted, might, if the stresses and 

frustrations continue over a long period, exhibit signs of 

sialaise, disintt^estedness, and listlessness coined by some 

observers as "rise-paddy depression," a malady which seems to 

occur more often in wi/es than in husbands. The depression 

is usually dispelled by a move into government quarters or 

government app. oved housing where the physical facilities* 

lighting and plumbing and the cultural cues and symbols are 

adequate and also familiar to the Individual. A sense of 

relief and release usually accompanies the change and the 

family members became energetic once more, especially the 

wife. This phenomenon appears to be quite prevalent and does 

nut necessarily reflect any basic emotional inadequacy or 

psychopathology in the individual, for recovery is almost 
always Immediate and complete. 

The importance of the impact of culture shock on 

personnel in the Armed Forces and on their families cannot 

be minimized for experience has shown that culture shock 
acts in many instances as a stimulus to marital discord, 

excessive drinking, and numerous hypochondriacal concerns. 

It also precipitates excessive sick-call visits to dispen¬ 

saries and to family clinics, and may result in psychiatric 

referral, psychiatric hospitalization, and abrupt or early 

termination and cancellation of the military member1n 
overseas tour. The results are usually costly to both the 

military member and to the Armed Forces in terms of moving 

expenses, man-hours lost, and the requisitioning of a 
replacement. 

An example of extreme emotional reaction which is 
sometimes referred to as "travel psychosis" is the case of 

Mrs. X, who at the present time is a patient in an overseas 
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military psychiatric ward. She is a 47-year-old female 

dependent, a mother of three teen-age children, who arrived 

with her husband and children at the overseas International 

airport. On debarkation from the airplane she exhibited signs 
of mild confusion. On reaching the hotel room she became 

increasingly confused and disoriented and later began to 

wander from her room, walking into rooms occupied by others 

and informing the occupants that her husband was beating her. 

She informed strangers in the lobby and in the hallways that 

people were putting arsenic in her food. On ataisslon to the 

hospital she appeared to be markedly disoriented and displayed 

pressured speech," talking continuously and nonsensically. 

She was attained with the diagnosis of acute paranoid schizo¬ 

phrenia. At the present time, despite the large doses of 

medication which she has received during the last two weeks 

she has shown only slight improvement. Prognosis for her ' 

complete recovery and for her living in the foreign country 

is described by her physician as being "extremely poor." 

J,** 18 al8° to point out that many of the 
difficulties that the newcomer experiences are real. An 

individual coming to a tropical Area from a temperate zone 

may suffer from intestinal disturbances, excess temperatures 

excessive humidity, skin irritations, and other disturbing 

conditions. Strange food and various tropical food parasites 

can upset the newcomer. Local standards of health may be 

different. The m;ilk may be unpasteurized and "night soil" 

might be used as the basic fertilizer. Spitting on the side¬ 

walks and in public buildings might be permitted. Urinating 

in public open urinals or alongside busy highways might be 

sanctioned. Toilet facilities and plumbing might be primitive 

and unsanitary. When these physical difficulties are added to 

those arising from not knowing how to cceammlcate and the un¬ 

certainties presented by strange custoois, compounded by the 

problems and emotional fatigue of moving one's family and pos¬ 

sessions thousands of miles, the emotional stresses and 

anxieties become understandable. Consequently, the individual's 
physical and emotional tolerances are lowered, making him 

susceptible to physical illnesses and emotional fatigue. 

Through the course of time most individuals learn to 
make the necessary adjustments. They learn to adapt to the 

difficulties through a change in attitude. The individual 

learns to shift his perception of himself and the environment 

and he learns to accept those things that he cannot change. 

Another important point is the attitude of other per¬ 

sons toward the individual who Is experiencing culture shock. 

If the individual is frustrated and angry toward the people 
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of the host country, they will sense the hostility end will 

either avoid him or respond in an equally hostile manner. 

Anger begets anger and hostility begets hostility. 

One of the difficulties with culture shock is that it 
has never been studied carefully and objectively. Hence, 

there is no body of organized information that can be applied 

successfully and there ere no systematic rules to follow. 

Each individual therefore must learn to make his own adjust¬ 

ments, and until he makes the necessary adjustments, he is 

not able to fully play his part on the Job or as a meaiber of 
the community. 

It also appears that culture shock affects wives more 

often than husbands. The husband has his professional duties 

to occupy him and his activities may not differ sharply froai 

what he has been accustomed to. The wife, on the other hand, 

has to function in an environment which may differ totally 

from the environment where she grew up and to which she has 
been more accustomed than her husband. 

To overcame culture shock a person should realize that 

each individual lives in a unique cultural environment 

consisting of man-made physical objects, social institutions, 

and ideas and beliefs. An individual is not bom with 

culture but only with a capacity to learn it and to use it. 

There is nothing in a newborn child which dictates that it 

should eventually speak French, German, Japanese, or 

Hottentot, nor that he eat with a fork in his left hand 

rather than in his right, or use chopsticks. All of these 

things the child has to learn from his parents and the 

culture into which he has been bom. It is by means of the 

culture that the young learn to adapt themselves to the 

physical environment and to the people with whom they 

associate. Once learned, culture becomes a way of life--the 

sure, familiar, largely automatic way of getting what the 

person wants from his environment, and as such, it also be¬ 

comes a value. The Individual learns to accept his culture 

as both the best and the only way to do things, and carries 

this unconscious training and conditioning with him wherever 

he goes. This indicates that when a culture and its values 

are well ingrained in the individual it is not a simple 

matter to acquaint oneself and adjust to the culture of 
another nation. 

Successful adjustment seems to require the reslization 

that each culture has to be perceived objectively and through 

the "eyes" of the native citizen. The solution lies in 
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getting to know the people and their customs, their ways of 

thinking and tneir ways of doing things, and the philosophy 

that lies behind them. Once the person can learn something 

of the new language and learn to communicate with the maid, 

the new neighbor, the storekeeper, and others, he will gain 

confidence, and the whole new world of cultural meaning may 

open up for him. He may then begin to find out what and how 

people do things and what their interests are. These interests 

which are usually basic and habitual are almost always talked 

about and discussed in conversation and can serve as a 

vehicle or as a basic point for acceptance into the group or 

culture. In addition, it may be helpful to be an observer 

or a passive participant in local activities, whether it is 

a carnival, a "bean-throwing" ceremony, or a "bon-odori" 

dance. 

Yet, the individual must always remember that he is a 

visitor or outsider and can be expected to be treated as 

such. He should view his participation as a form of "role- 

playing," realizing that the understanding of the ways of the 

people are essential, but that he does not have to give up 

his own basic patterns of thinking and patterns of behavior. 

Given a good attitude, a willingness to learn about 

oneself and others, and time, the great healer, each indi¬ 

vidus 1 has the potential for his own recovery from the 

malady of "culture shock." 

DISCUSSION 

DR. BRILL: I think that the only excuse for my being asked 

to discuss Maj. Wallen's paper is that I have been to 
Japan and have seen all the scenes that Maj. Wallen 

Just showed. Unfortunately I was one of the individ¬ 

uals that he alluded to in his paper who "comes over 

there, is wined and dined, protected, sheltered, and 

never is exposed to any of the hardships or any of 

the difficulties that really exist if you have to 

live there Just ca y mir own." So I feel that I am 

not very well prepared to discuss his report except 

that I do have some little feeling of sympathy by 

having had experiences where I couldn't read a sign, 

didn't know where I was, couldn't communicate, and 

felt very frustrated. About the greatest experience 

of that nature that I had was coming back with one 

of the Tachikawa psychiatrists from a visit which we 

undertook on our own to the University of Kanazawa 



which is on the other side of Japan, across the 
Japanese Alps facing the Chi i. Sea. On the way back 
on a commercial airline our i ght was grounded in 
Nagoya. It was Just after they had two very bad 
crashes in the Bay of Tokyo and the airline was being 
very cautious. We had to wait in the Japanese airport 
for another plane to get back to Tokyo. We had a 
terrible time trying to find out which flight we were 
to take and when it was going to leave. We didn't 
know how to get word to the Tachikawa AFB, that we 
were not going to be arriving on time; we wanted to 
inform the driver who was to pick us up that we would 
be late--but we didn't know how late. This really 
turned out to be an experience! When we arrived in 
the Tokyo International Airport we didn't know how 
to contact anyone; didn't know where the driver was; 
we were about five hours late; and I can see how, if 
you multiply experiences like that a thousand-fold, 
which is what people experience when they live in a 
foreign country, they can suffer the culture shock 
Haj. Wallen described. He has painted such a nice 
picture of it that the few remarks I make will be 
around the periphery. 

First of all, the unfamiliar and the unknown 
universally produce anxiety which can be clear-cut 
and exist in a situation that is ¿ven as little of a 
change as moving to another city in the United States 
(where one is not familiar with the public transporta¬ 
tion system, where one isn't familiar with names of 
the streets, and where one will practically always 
experience some increased tension during the initial 
period of adjustment). This interestingly enough has 
its physiologic or neurophysiologic counterparts. In 
animal experiments it is very easy to demonstrate with 
EEC recordings from various parts of the brain that 
exposing the animal to a novel stimulus or to a learn¬ 
ing situation results in increased activity in all the 
leads, creating an impression of an electrical counter¬ 
part of anxiety. It's interesting that, once the 
animal becomes familiar with the situation and learns 
to respond appropriately, you can see little or no 
evidence of this in the electrical activity as recorded 
from the various parts of the brain. The whole brain 
quiets down and even the stimulus hardly even registers. 
So it appears that there is some counterpart in the 
nervous system of the tension and nervousness that an 
individual experiences in a new or unfamiliar situation. 
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In some respects culture shock has some of the 
elements of separation anxiety. One can see some of 

the same symptoms in children when they go away to 

camp. They may show some of the homesickness that 

Maj. Wallen referred to as well as the fright. Older 

children, when they go away to college, may liave 

feelings of anxiety until they become familiar with 

the new environment. Officers in both Army and Navy 

may manifest the same syndrome when ordered to a 
remote base in the United States or to a place with 

which they are unfamiliar. It happens to doctors and 

even (or especially) to some psychiatrists who never 
completely recover from it. 

Someone from a large city and cultural center 
who is assigned to a remote area in the southeast 

part of the United States with a culture that is 

totally different from anything he has known before, 

sometimes suffers greatly; in fact, I've heard it said 

that some people even have a culture shock when they 
are transferred to Texas. 

Maj. Wallen mentioned something about the fact 
that it often is more difficult for the wives, who 

suffer culture shock even more severely than do their 

husbands, who do have some familiar occupation to keep 

them busy all day long. I believe this is true. Dr. 

Galvin this morning described the hysterical wife of 

an airman in Alaska. As one visits various military 

installations one is impressed with the special problems 

in adjustment that the wives have. They don't all 

react by becoming hysterical, but they have difficul¬ 

ties as a result of being taken out of familiar places 

and exposed to the unknown. For example, just this 

past spring I saw one woman who couldn't stand being 

assigned to Scott AFB, which was not more than 200 

miles from her home in Indiana where her sister was and 

where she was agitating to be assigned to. It was an 

interesting thing that there should be such a severe 
adjustment problem Just 200 miles away. 

One other point is worth mentioning briefly. 
As part of the ICA program, the faculty from an 

American university (I think it's the University of 

Chicago) is working with the medical school faculty 

in northern Thailand. The Army psychiatric team 

at the SEATO Laboratory (that's the Southeast Asia 

Treaty Organizatf m Laboratory) has been studying 
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Che Interact ion between the American medical school 

faculty and the students and faculty of this Thailand 

medical school way up In the north. One of the psy¬ 

chiatrists reported the observation thac the American 

men who are most respected by the Thais at this 

medical school are the ones who seem to remain them¬ 

selves; they are the ones who don't adopt roles or act 

overly polite or try too hard to be compliant with the 

new culture. They apparently seem to prefer people 

who act natural, who are themselves and yet who respect 

the culture in which they find themselves. This 

doesn't mean one shouldn't try to understand the new 

culture but it's a mistake to try to Imitate it, 

•specially prematurely, in an inappropriate fashion. 

I would like to ask a question of MaJ. Wallen, 
who has been at Tachlkawa and has had extensive 

experience with this problem. How serious is the 

problem of culture shoe': from a clinical standpoint? 

Is it a major problem9 Is it a minor problem? Does 

he see lots of patients? Is it something that the 

services should be devoting more attention tc in an 

attempt to try to minimize it? I know it hasn't been 

a serious problem for Maj. Wallen himself, whose 

excellent adjustment to Japan and the Far East I had 

opportunity to personally observe. It may well be that 

he has been helped in making his excellent adjustment 

by his very charming wife Phyllis and also by the fact 

that he's a stamp and coin collector, and this interest 

brings him into intimate contact with many of the 

Japanese. 
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SOCIAL PSYCHIATRY AT AN AIR FORCE BASE: 
A MILITARY COMMUNITY MENTAL HEALTH SERVICE 

Thomas F. Ednte 

Robert A. deVito 

Stuart S. Myers 

INTRODUCTION 

The mental health profession owes much, to military 
psychiatry. The experiences of the World Wars gave great 
impetus to the development of modem dynamic and social psy¬ 
chiatry and to the application -»f the mental health team to 
human crises. Although the general demobilization of the 
military services after the great wars has threatened to 
destroy these hard-learned lessons within the military estab¬ 
lishment, the U. S. Army, after World War II and during the 
Korean conflict, again began to apply to principles of social 
psychiatry by re-establishing mental hygiene rUnies at all 
large training bases. This development did nuc affect the 
Air Force, however, as it had not previously affected the 
Air Corps in World War II. But for the ground forces it works. 

Notice (table I) the huge psychiatric noneffectiveness 
rate in the pre-Korea, pre-mental hygiene, Army (24 psychiatric 
hospital admissions per 1,000 men per year) and the very low 
post-Korea, post-mental hygiene, rate (5/1,000/year). These 
rates for the Air Force meanwhile have remained fairly constant 
at 9/1,000/year, with no comparable innovations in the Air 
Force psychiatric program. 

In recent years there has been a crescendo of interest 
in applying these mental health skills and technics to the 
solution of civilian social problems. The late President 
John F. Kennedy gave considerable assistance to this movement, 
and our government has appropriated hundreds of millions of 
dollars in the past three years to aid in establishing 
community mental health centers throughout our great nation. 
Now, whatever else they may be, social psychiatry and the 
coranunity mental health refer to the maximum utilization of 
coumunity resources in the identification and treatment of 
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the mentally ill. Social psychiatry is associated with de¬ 
creased psychiatric hospital admission rates and shorter 
lengths of patient stay in the hospital, and with more 
community-based outpatient care. We have already noticed the 
low Army admission rate with a re-emphasis of social psy¬ 
chiatry, but this was not achieved by simply eliminating all 
psychologic casualties from the Army. A concurrent change in 
psychiatric outpatient visit rates is also shown in table I, 
which, however, does not show that many of the increased 
number of visits are not "patients" but consultations with 
other community caretakers. 

We believe our profession and our nation are headed in 
these directions, and this paper is a report of such a program 
at Sheppard AFB, a large Air Force draining base. The program 
at Sheppard necessarily used only existing local resources and 
owes its existence to the local community leadership, specif¬ 
ically to Maj. Gen. Edward H. Nigro and to Col. Quintano J. 
Serertati. They, like the nation, are looking to us for 
solutions to the problems of human crises in the community, 
and are willing tc do their share. 

Prior to 1966, the Neuropsychiatry Division of the 
USAF Hospital, Sheppard, was primarily a U. S. Air Force 
"NP Treatment Center." It was organized and staffed around 
120 hospital beds to which patients of both sexes were sent 
by air-evacuation from world-wide Air Force sources, and 
around an outpatient clinic to which individuals were sent 
from several nearby Air Force bases for evaluation and occa¬ 
sional treatment. Modern treatment technics, based primarily 
upon the one-to-one doctor/patient relationship model, were 
in use. But, many airmen who could not be fitted into that 

TABLE I 

Army mental health statistics (estimates) 
(rates per 1,000 men per year) 

Pre-Korea Post-Korea 
(pre-MHC) (post-MHC) 

Psychiatric admissions 5 

Psychiatric outpatient visits 90 300 
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treatment model by the available psychiatric staff were 
recommended for discharge from the Air Force because of their 
"unsuitability," and local commanders had come to look upon 
the Neuropsychiatry Division as the disposal unit for airmen 
with paychologic problems. Tnis Image at one point was so 
strong and clear that the base legal officers were refusing 
to approve unsuitability discharges unless they were actually 
recommended by the Neuropsychiatry Division, a practice with¬ 
out good legal or psychiatric foundations. Both the comnunlty 
and the mental health workers were dissatisfied with this 
solution to the community mental health problems. 

As the program to be described below took shape, our 
role and image began to change, and the Neuropsychiatry 
Division became the Department of Mental Health Services. We 
continue to operate an inpatient treatment center and to 
support local bases as before, but to thousands of Sheppard 
Technical School airmen and officers we now provide a Military 
Community Mental Health Service, which we believe could serve 
as a model for such services elsewhere In the Air Force, 
particularly as category IV men begin to wear Air Force blue. 
A description of this service, and some of the early results 
of its operation, follow. 

ORGANIZATION. STAFFING. AND OPERATIONAL DYNAMICS 

The Military Coauunity Mental Health Service (MCMHS) 
was located In a temporary building situated apart from the 
main base hospital facility on 6 June 1966, This location 
nerved three imnediate purposes: (1) it made possible 
functioning outside of the hospital psychiatric environment, 
thus reducing patient resistance for seeking and continuing 
treatment; (2) It reduced patient traffic in the outpatient 

Deparönent of Mental Health at the base hospital; and 
(3) It provided opportunity for functioning as a quasl- 
autonomous unit with squadron commanders and other base 
personnel. Original staffing consisted of two professional 
and two subprofessional personnel--!.e.f one psychiatrist, 
one psychiatric social worker, and two enlisted psychiatric 
clinic technicians. A clinical psychologist was added later, 
working one afternoon per week, and a half-time psychiatric 
social worker joined the professional staff soon after. Red 
Cross volunteers served as receptionists and have functioned 
very effectively, although present programning Includes 
acquiring a full-time Civil Service receptionist-secretary. 
All staff members form what we choose to call a mental health 
team, each with a distinct function and a shared appreciation 
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of the interdependence among the various personnel, 
approach has been a key factor in MCMHS operations.

Referrals

This team

Patients, mostly enlisted student airmen in the 17> to 
22-year age range, are referred to the MCMRS from two basic 
sources: (1) squadron commanders, and (2) physicians assigned
to the various hospital departments. Occasional referrals 
have been received from chaplains, technical school instruc­

tors, and other interested base personnel. A limited number 
of permanent party personnel and dependents are referred for 
group psychotherapy by hospital physicians, most often from 
the Departments of Hental Health and Medicine. Telephone 
contacts are made with the appropriate squadron coemander or 
physician prior to the patient's being seen and after his 
initial interview. In addition, a written report of the 
patient's psychiatric evaluation with the appropriate recom­

mendation is forwarded to the patient's commander or referring 
physician. In the event the patient is placed in psychother­

apy* periodic telephone contacts provide the man's camBiander 
with a current account of his progress in therapy. This has 
served to tie the squadron coonanders closely to the thera­

peutic progress of their pernonnel. The patient's initial 
contact with the MCMHS is In the form of a standard clinical 
interview resulting in a diagnosis and recommendation. A 
system of "on-the-spot" consultation has evolved at MCMHS 
where subprofessional personnel are encouraged and feel free 
to seek guidance from professional staff on difficult diagnos­

tic cases. An interesting corollary of this has been the 
development of the triangular or multiple interview where a 
professional and subprofessional staff mend>er interview the 
patient together. Recommendations typically consist of one 
of the following: (1) further trial of duty under close
observation; (2) duty; (3) elimination of airman from his 
technical school course with reassignment (most often a direct 
duty assignment to another base) ; and (4) discharge from the 
Air Force under an appropriate adninistratlve regulation. 
Occasionally, a patient will manifest an acute emotional 
disturbance requiring hospitalisation, but this has occurred 
in no more than two patients each month. In most cases, 
patients are placed In one of seven outpatient psychotherapy 
groups for treatment. This then provides short-term group 
psychotherapy fer the better than 90% of the total MCMHS 
patient population diagnosed as possessing "disorders of 
character, behavior, and intelligence," a diagnostic categor' 
not usually considered as treatable in a military setting.
When patients are recommended for adninistrative discharge.
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predischarge counseling is provided to encourage patients to 

seek psychiatric treatment, where indicated, in civilian life. 

Some patients whose primary difficulties are such that they 

would not lend themselves to treatment in an open-ended group; 

e.g., certain sexual problems, are offered individual psycho¬ 

therapy as time permits. 

Group Psychotherapy 

Seven open-ended psychotherapy groups are now operating 

at the MCMHS, with at least two more in the planning stages. 

Each group meets once weekly. Five of these groups are for 

enlisted student airmen, one for permanent party military 

personnel, and one for married couples. Membership in the 

student airmen groups has been held to 15, with ideal size 

ranging from 8 to 12. The student groups are arranged so 

that an airman will not be required to be absent from his 

technical school training to attend group therapy. The base 

is presently utilizing three basic school shifts: (1) "A" 

shift, from 6:00 a.m. to 12:00 noon; (2) "B" shift, from 

12:00 noon to 6:00 p.m.; and (3) "C" shift, from 6:00 p.m. to 

12:00 midnight. Student airmen on "A" shift attend therapy 

in the afternoon, while airmen on "B" shift attend morning 

sessions. Students on "C" shift attend either morning or 

afternoon groups. Groups include a therapist and a co-ther- 

apist. All staff members, both professional and subprofessional, 

serve as therapist and co-therapist in at least two groups. 

Each of the sever groups, and any future groups, has at least 

one professional staff member present. Brief pregroup sessions 

involving therapist and co-therapist are held to discuss past 

group developments, patient terminations, and group themes. 

After each group meeting, the staff involved holds 

post-group sessions to discuss thematic material, individual 

progress within the group, group transferences, and the 

ongoing relationships of therapist and co-therapist to the 

group and to each other. These often include didactic ex¬ 

changes which are particularly instructive for subprofessional 

staff members. Student group themes Invariably revolve around 

adjustment to Air Force life, but ultimately evolve into some 

discussions of interpersonal dynamics and Intrapsychic conflicts. 

Cflng to the fact that all groups are open-ended (i.e., member¬ 

ship is fluid) discussion of deep personality dynamics is 

held to a minimum. Many conflicts are transitory and can be 

resolved with a minimum of group involvement. Present plans 

call for setting up one more student airmen group as well as 

developing group process workshops for squadron comnanders, 

as a means of providing them with an opportunity to get to 
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know themeelves and each other better while offering them 

insight into the dynamics of group formation and maintenance. 

Hospital Consultations and Field Visits 

MCMHS professional staff members are often called upon 

to serve as consultants on patients at the hospital who were 

originally seen at the MCMHS. On “‘'.her occasions professional 

opinions are sought on psychiatric inpatients, particularly 

where outpatient followups may be necessary. 

A crucial element in MCMBS operations is the use of 

field visits. As is true in any effective community mental 

health effort, prevention of emotional disorders must be a 

primary consideration, foward this end the following has 

been accomplished: (1) staff visits co squadron conmanders 

and their staffs; (2) staff visits to base legal office, 

teaching branches, such as Aircraft Maintenance Tech School 

and Medical Service School, the base personnel division, the 

stockade, the dispensary, and base chaplains; (3) explanation 

of the functions of the MCMHS to various professional and 

subprofessional groups at the base hospital; (4) periodic 

meetings with student squadrun conmanders en masse. Many 

squadron commanders have visited the MCMHS and been invited 

to be observers in group psychotherapy. Instructional 

sessions with student leaders, themselves enlisted student 

airmen, have proved to be a particularly productive effort. 

A two-hour block held at the MCMHS facility serves to orient 

all these new student leaders on the history of community 

mental health, the functions of the MCMHS, personality problems 

they may deal with among their "charges," and how they can 

increase their effectiveness as student leaders. This orien¬ 

tation, occurring approximately once every three weeks, has 

already paid dividends. Working with the squadron commanders, 

their permanent staffs, and their student leaders has served 

to Increase the quality of their referrals and has resulted 

in the satisfactory resolution of some situational maladjust¬ 
ments at the squadron level. In addition, the MCMHS staff 

has received referrals from student leaders, who, as a result 

of their brief exposure to the MCMHS, came to recognize 

unresolved conflicts in themselves. As was alluded to earlier 

in the paper, constant telephone communication is maintained 

with commanders through initial evaluation observations, 

interim progress reports, and case termination review, on all 
patients. 
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In-Service Programs 

The entire MCMHS staff meets every morning prior to 

beginning the work .day. These meetings consist of discussions 

concerning: (1) dispositions of patients seen the previous 

day; (2) patients to be seen that day; (3) patient case ter¬ 

minations; and (A) exchanges of information concerning admin¬ 

istrative and military matters, as well as any other pertinent 

material. Each Friday afternoon the staff devotes two hours 

to reviewing the group therapy sessions of the past week, 

focusing on group themes, individual progr^sf within the 

groups, and the developing relationships of ttaff members as 

"therapists" and "co-therapists." These sessions are held 

in an informal atmosphere in which freedom of expression is 

encouraged, in consonance with the operational dynamics of 

the mental health team approach. 

One of the highlighvc “t MCMHS is the recently evolved 

Friday academic case seminar in which one of the staff pre¬ 

sents fresh case material on an Individual who poses a diag¬ 

nostic or therapeutic challenge, usually a borderline or overt 

schizophreniac. The individual is then interviewed by the 

staff with the psychiatrist acting as consultant. Following 

the interview, the individual is requested to remain outside 

the consultation room while the psychiatrist documents staff 

observations of the man, including his own. From these ob¬ 

servations, a number of inferences are made leading to a 

diagnosis, various treatment plans (e.g., outpatient group 

psychotherapy, hospitalization, etc.) , and a final recommen¬ 

dation. The discussion that ensues often leads to a brief 

teaching seminar on a variety of related subjects. 

ORGANIZATION AND SOCIAL DYNAMICS OF THE STUDENT SQUADRONS 

The purpose of this section is to acquaint the reader 

with the milieu from which over 907. of the individuals re¬ 

ferred to MCMHS come. At Sheppard AFB, there are 21 student 

squadrons, including one for NCOs on TOY, taking various 

"instructor courses," and two recently formed Medical Service 

School (MSS) student squadrons under a separate titular organ¬ 

ization headed by a full colonel. The 19 remaining student 

squadrons, including the NCO squadron, fall under the direction 

cf »ojther full colonel. Both colonels are directly responsi¬ 

ble to the base commander, a major general. 

Each non-MSS Tech School squadron has a commander, who 

is directly responsible to the commandant of troops (COT), 
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currentijr homing the rank of major, who In turn falls under 
the direction of the aforementioned colonel. The following 

hierarchy: PtÎOn ^ ^ typic&1 8tudent squadron organisational 

A titulé, ?^dr0? COmmandin* offi«r Ost or 2d lieutenant): 
-n * ÏÎ V der ln mOBt 8£luadron8 unless he demonstrates 
ILll lr îere8î ln hiS “en> I,: been observed that 
Srn eie.ífl C0he8ive r«lstionship between the CO and his 
NLO group, the squadron functions more effectively. 

B Squadron adjutant (2d lieutenant): An adnini8tra- 
^nae^a8K t0 îhe C°* In “"y ln®tances, he is in train- 

g to be a CO. This position is not present in all squadrons. 

larv nrn"i ^ 8er*eant (TSgt-CMSgt) : Generally, a titu- 
NC? íeader *n m°8t squadrons, unless again, he takes an 

active interest in the school "troops" as well as in his men 
OccasionaLly, he functions as the "power" behind the organ- 

wírM D‘ *rainínS KC0 (SSgt-TSgt): The main "power" figure 

:iT&nii:rdtonB- ?eadirectune°f ,r Pe,r80n8 above him as well as with most below 

hiTorobW^6 8 abOUt the indlvidual student and 
„,í!.pr°ble™8 than any of the other squadron staff and, as 

, he often functions as a "screener" for the CO. In the 
past, he has selected student leaders to assist him in the 
maintenance and execution of squadron discipline, but with 
the evolutionary expansion of student leader school, thiî 
selection is now much more variable. 

E. Assistant training NCO (AlC—SSgt) • Usually :«r,z;:err" ^to the ^ With student personne!. If there is more than one assistant 

. TI^(Tralnlng*Instructor) í* *"d 

to^the ^squadron £2 “ L 

“*,f '«r P;U> 5* 0ften »* * "““«1 target f” 
both staff and student hostilities. Mso, by geographic 

00 tn the 0rderly roo,n* he 18 frequently thl first 
staff member to see the "problem" student. Most squadrons 

two* ÍTan °ne t0 flVe clerks» with the average being about 
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It is Important to emphasize at this juncture that all 

personnel delineated this far are permanent party, while those 

described in the following sections are students. All pro¬ 

spective student leaders now attend student leader school and 

are chosen for positions in accordance with their ability and 

interest. 

G. Shift or flight leader (red rope): Inmost 

squadrons, there are three, one for each shift (ABC). These 

students are delegated the authority of a technical sergeant 

and rre responsible for the overall supervision of all stu¬ 

dents assigned to their shifts (75 to 250 men). They march 

students to and from school, chow, details, and formations. 

They inspect troops and barracks as well as conduct work 

call. Lastly, they supervise the activities of their barracks 

chiefs. 

H. Barracks chief (yellow rope): Usually, one per 

barracks (5 to 10 barracks per squadron). These airmen are 

given the authority of a staff sergeant and are responsible 

for the overall supervision of all students assigned to their 

barracks (AO to 60 men). They perform the same duties as the 

shift leaders, with respect solely to their own barracks. 

I. Assistant barracks chief (ABC): Generally, one 

per barracks. He is responsible to the barracks chief and 

carries out duties as assigned by him. 

J. Bay chief: Ordinarily, two per barracks, one each 

for the upper and lower bay. He is responsible, housekeeping- 

wise, for all personnel living on his floor (20 to 30 students) 

and is often chosen by the barracks chief. 

K. Cube chief: This position is not present in all 

barracks. When it is, there are six per barracks, three in 

each bay. The bay is divided into three sections partitioned 

off by clothes lockers. Bach section (cube) house 6 to 10 

men and thus, the nan in charge is a leader of the smallest 

divisible unit in the student organizational hierarchy. As 

such, he is often the first man in a position to ’’spot" the 

Incipient trouble maker or psychiatric casualty. He is 

responsible to the bay chief. 

L. Crew chief: On an average, there are two to three 

per barracks, most conmonly appointed by the barracks chief. 

These men are responsible for housekeeping duties in a partic¬ 

ular area such as the latrine (Latrine Queen), the hallway, 

and the stairway. 
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The positions described from this point on carry no 
disciplinary authority but are often sought after for a 
variety of reasons. 

M. Discrepancy chief: In some barracks, this position 

is filled by a man designated by the barracks chief to keep 

records on "status cards" which indicate the student's where¬ 

abouts as well as his Job and detail assignments with respect 

to the barracks. This student functions as the yellow rope's 
"Man Friday." 

N, House mouse: A valet for the flight leader and 

barracks chief. Usually, each "rope" has one to three house 

mice for shining shoes, ironing fatigues, cleaning rooms, and 

making beds. This individual is selected by the student 
leader; he serves for one of two reasons: 

(1) He is staff "scapegoat" and serves as an "easy 

mark" for displaced hostilities. As one might expect, 

these men do not like their positions and frequently 

stimulate sympathy from the general student body. 

(2) He is a "brown nose" seeking a position he views 

as prestigious. In many cases, such individuals are 

trying to earn appointments as flight leader or barracks 

chief. Consequently, many of those men are despised 

by the general student body, particularly since they 

are exempt from routine barracks details. The title 

"house mouse" may have derived from the rather furtive 

manner in which thc<*e students are utilized. Suppos¬ 

edly, the position is a secret among all squadron 

personnel, but like many "secrets," it is widely known. 

O. Chapel guide (white rope): Formerly, three per 
squadron, selected by the training NCO to serve as chaplains' 

assistants in the barracks. This function has been in disuse 

for several months now. Currently, these men serve only as 

church ushers and are not allowed to wear their white ropes 
in the squadron area. 

P. Road guard: A frequently ridiculed position 

appointed by a flight leader or barracks chief. These men 

are used only in marching or for blocking traffic. Because 

they must precede marching troops, they are permitted the 

luxury of being the first students to eat. As such, their 

position has associated with it both scapegoat and prestige 
elements. 
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Q. Right guide: Ordinarily, onn per barracks. This 

man is selected to carry the guidon because he is con¬ 
sidered to be the best marcher. He sets the pace for all 

other students in formation Mthough he carries no admin¬ 

istrative authority or responsibility, he is often admired 
and envied by his fellow airmen. 

In summation, then, it might be stated that in the 

student squadron community, the lines of authority, power, 

and responsibility proceed from the base commander down to 

the cube chief in a linear vertical hierarchy, known in the 

"ranks" as the "chain of command." Within the squadrons them¬ 

selves, the chain of command is vested in two rather hetero¬ 

geneous interdependent groups, the permanent party leaders 

and the student leaders. Because of the numerous positions 

in the chain of command of both groups, there is more than 

ample opportunity for communication breakdown, which in 

itself, can catalyze the emergence of incipient as well as 

latent emotional problems among student airmen. In the 

past some airmen experiencing emotional difficulties were 

never referred to those qualified to help them help themselves 

because of (1) failure on the part of staff or student leaders 

to recognize the difficulty as "emotional" or (2) a communi¬ 

cation breakdown in the chain of command. With the use of 

field visits and phone consults, the MCMHS has attempted to 

promulgate a psychiatric education program designed to help 

staff and student leaders recognize and differentiate emotional 
problems from other types of problems and to enhance communi- 

catione throughout the chain of command. The next, and final 

section, of this paper deals in part with the results of this 
education program. 

RESULTS AND CONCLUSIONS 

This section will give a brief statistical summary 

of what has been done at MCMHS through the first four months 

of its operation and cite examples of some of the more salient 

features of this operation. We can begin by noting the total 

number of community contacts accomplished by MCMHS staff on a 
monthly basis, as in table II. 

The term "community contact" is meant to convey any 

therapeutic, informational, or educational transaction be¬ 

tween an MCMHS staff member and any member of the student 

squadron community as well as /ith permanent party personnel 

directly or indirectly connected with that community, such as 

tech school instructors, chaplains, doctors, and legal staff. 
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table II 

MCMHS community contacts/month 

Group sessions 

Therapy sessions 

Marital therapy 
Family therapy 

Group consults 

Hospital consultations 

Field visits 

Squadron staff 

Nonsquadron staff 
Students 

23 2k 53 23 123 

P;,r“Î3l'‘U^8*!,“adr0n C0"BUnit)r cont“cta = 5.971/ 

Average community contacts/month * l,608. 

ATetrh*S COmmltï «“‘•«•/■onth. mere 
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For the sake of completeness, the term also applies to our 

transactions with a very limited independent coomunity con- 

sistui* of a few permanent party personnel and dependents 

(7.21 of total community count) referred to us by hospital 

physièians for individual, marital, family, or married couples 

group psychotherapy, it is well to note that one cannot 

compare different categories of community contacts with each 

other: e.g., one hour spent teaching 100 student leaders 

about various aspects of community mental health would be 

counted as 100 field visits whereas the same amount of time 

spent with one patient in psychotherapy would be registered 

as one individual therapy session. One can, however, compare 

similar categories of community contacts on a month-to-month 
basis, as in table II. 

As the table indicates, total MCMHS comnunity contacts 
have steadily increased from June through September, despite 

a leveling off of "therapeutic" contacts (individual and 

group sessions) in August and September. This may be attrib¬ 

uted to a continuing increase during those months in "preven¬ 

tive" contacts as exemplified by the informational and 

educational transactions implicit in field visits and phone 

consultations. With the introduction of a "mental hedlth 

block" in the Base Student Leader School in August 1966, the 

MCMHS began one of its most important functions. Every three 
weeks, our staff provides four hours of instruction to 50 
to 150 prospective student leaders, stressing their role in 

helping us and their squadrons by early identification of 

potential "psychiatric casualties." Through repeated field 
visits and phone consultations, squadron COs, NCOs, and 

student leaders have become more adept in dealing with certain 

types of "problem" students, often resolving the "problem" at 

the squadron level rather than, as in previous times, referring 
them, willy-nilly, to the Department of Mental Health. In 

addition, squadron staff and student leaders have become more 

effective in recognizing students with serious emotional 

problems who may benefit from our services. In summation then, 

our burgeoning information and education prograstf, as hall¬ 

marked by continuing increases in field visit and phone 

consultation community contacts through September (see table 

II) , have led to an overall improvement in the quality of 

referrals to us as well as to an increase in the number of 
"problems" satisfactorily resolved at the squadron level. 

Tables III and IV are self-explanatory and deal with 

various aspects of "therapeutic" contact data. In table III, 

the term "miscellaneous" refers to those active cases in 

individual, family, or individual marital therapy, as well as 
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to those hospitalized patients scheduled for followup 
therapy by us upon their discharge. 

4 inJthe case of the Army mental hygiene races quoted 
in the introduction of this paper, early results as recorded 

in table IV, indicate that the development of a Military Com¬ 

munity Mental Health Service at SAFE has led to a significant 

decrease in the psychiatric admission rates of Tech School 

students as well as to a noteworthy increase in the outpatient 

visits of these students. The majority of airmen with charac- 

^Hfnd difiorder8 nave been treated as outpatients at 
MCMHS, who might previously have been hospitalized. From 

January through March 1966, of the 31 students admitted to 

psychiatric wards, 28 were finally diagnosed as character or 

behavior disorders ; from April through June, the rate was 27 

out of 30 admissions; from July through September, the rate 

dropped to 12 out of 19 admissions. Correspondingly, over 907. 
of the total number of students evaluated at MCMHS from June 

through September had either character and behavior disorders 

(most commonly, passive-dependent, passive-aggressive and 

schizoid personalities or adjustment reaction of adolescence 
diagnoses). The remaining group fell into three broad diag¬ 

nostic categories: (1) essentially normal personalities; 

(2) psychoneuroses (most commonly, obsessive-compulsive and 
anxiety reactions); and (3) psychoses (most commonly, schizo¬ 

phrenic reactions). It is our expectation that with the MCMHS 
educational program beginning to take effect, "quiet," process- 

type schizophrenics, some of whom may have been previously 

overlooked, are now being discovered and referred to us. It 

is interesting to note, in this regard, that for the first 

six months of 1966, the student schizophrenic admission rate 

was about one per month, whereas from July through September 
the rate increased to two per month. In October, at least 

four were hospitalized, while two others were being treated 
as outpatients. 6 

Final recommendations are made by MCliHS staff to 

squadron commanders upon terminating students referred to us 

whether it be following their initial evaluation or subse- ’ 
quent to a series of group psychotherapy sessions. With 

each passing month, we have noted a steady increase in the 

percentage of students finally recommended for duty and a 

concomitant decrease in those reconmended for administrative 
discharge, so that by the end of September, close to 847. of 

all students terminated at MCMHS had been recommended for 

worldwide duty (see table V). Included in the 229 students 

terminated, were 12 who had made suicidal "gestures," the 

majority of which were medication overdoses. Of these 9 

were recommended for worldwide duty, representing then* a 
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TABLE III 

S 

PP 

D 

MCMHS case load data: 6 June - 30 September 1966 

Closed 

canes 

229 

28 

11 

268 

Active cases 

Groups Mise. 

56 

11 

3 

70 

6 

1 

1 

Patients eval¬ 

uated and treated 

291 (81*.I*) 

1*0 (11.6*) 

15 ( 1*. 3* ) 

31*6 (100*) 

New cases 

per week 

18 

2 - 3 

1 

21-22 

S - Students. 

PP - Permanent party. 

D - Dependents. 

■i 

* 

TABLE IV 

Student admission and outpatient visit rates 

(rates per 1,000 students per year) 

Jan.-Mar.66 
(pre-MCMHS) 

Apr.-June 66 

(pre-MCMHS) 
July-Sept.66 

(post-MCMHS) 

Psychiatric 

admissions 

Psychiatric out¬ 

patient visits 

Outpatient, student 

count (cases) 

10 

ITKest.) 

37(est.) 

10 

172(est.) 

l*0(est. ) 

6 

552 

73 
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"return" rate of 75%, in contrast to the 20% "return to duty" 

recommendation on all Sheppard student suicide "gesture" 

cases in 1965. These figures indicate that the student air¬ 

man making a suicide gesture does not necessarily get dis¬ 

charged from the Air Force, as some are led to believe. Rather, 

the event itself could be considered as a manifestation of 

a personal "crisis," which, if dealt with decisively, can lead 

to much better overall functioning on the part of the student. 

Table VI represents data collected from our five 
student airmen psychotherapy groups-from 6 June 1966 through 
30 September 1966. 

Data from tables III and VI indicate that of the 229 

terminated student cases as of 30 September 1966, 138 had 

been terminated from group psychotherapy, suggesting that 

MCMHS staff had referred about 60% of all individually eval¬ 

uated terminated students for group psychotherapy. Each 

student referred for group therapy attended an average of 

three sessions and missed one session before being terminated. 

At group termination time, 107 out of 138, or 78% demonstrated 

good to excellent improvement as measured by (1) increased 

effectiveness and improved interpersonal relationships in a 

small group setting, (2) partial or total elimination of 

original symptomatology, and (3) squadron feedback based on 

overall functioning in squadron and tech school, via phone 

consultation, corroborating our observations of each student's 

behavior. The 13 students whose improvement was listed in 

table VI as "not applicable" never attended any group sessions. 

Each was followed up either individually or by squadron feed¬ 

back and was ultimately recommended for return to duty. The 

16 airmen who demonstrated no improvement after a trial of 

group therapy represented a variety of emotional problems 

from severe character disorders, Including sexual deviations, 

to process schizophrenia. The majority of them were recom¬ 

mended for administrative discharge or psychiatric hospital¬ 
ization. 

In general, the airmen psychotherapy groups have be¬ 
come more effective with time, primarily because of the 

increasing experience and maturity of the MCMHS staff as 

therapists in this setting. Ongoing group supervision and 

consultation, along with teaching seminars as provided by 

the staff psychiatrist, have enriched the staff's psychiatric 

knowledge and inersased their awareness of their interpersonal 

transactions with patients, and hive provided the psychiatrist 

with valuable teaching expet fence. To cite one example, in 
the first group in which one of the psychiatric clinic 



TABLE V 

Final recommendation data: 6 June - 30 Sept. I966 

Total students treated 

(closed cases) 

219 

Final recommendations 

Duty: 

DDA (direct duty 

assignment) 

Administrative 

Discharge 

Hospitalization 

Hardship discharge 

192 (83.3*) 

26 (11.4*) 

31 (13.5*) 

4 ( 0.8*) 

2 ( 0.9*) 

TABLE VI 

Student airmen group psychotherapy effectiveness data 

Number of psychotherapy groups 

Total students terminated as of 30 Sept. 66 
Total group sessions attended by these students 
Total group sessions missed 

Level of improvement by the time of termination 

5 
138 
4lo 

155 

Excellent 56 
Good 51 1C! 

None 

Worse 

Not applicable 

16 
0 

15 
31 



technicians was functioning as "therapist," with the psy¬ 

chiatrist sitting in as "co-therapist," the technician 

began" proceedings by having everyone introduce themselves 
and then called for "volunteers" to express why they had 

come to group. Vhen, after a few minutes, he could see that 

this appro ich was net yielding the results he desired, he 

selected various group memberti to talk about themselves. 

Again the group response was minimal. So he employed a 

usually effective technic of promoting group interaction, 

i-e., that of stimulating certain group members to describe 

the behavior of other numbers. Unfortunately, the two patients 

he had selected for this purpose had already indicated by 

their sullen, depressed attitudes that they were too solip- 
sistically preoccupied to be interested, at that point, in 

the behavior of other members. As a result, he got no help 

from them, began feeling frustrated and defeated, and "with¬ 

draw" temporarily from further group transactions. In the 

post-group session, this sequence of events was analyzed and 

it was pointed out that actually, he had been quite resourceful 

in attempting to deal with the anxiety and resistance to 

interacting in a new group, but that if he had "called upon" 

the group "aggressor" he may have gotten more help. He also 

came to realize that his "withdrawal" was not "pathologic " 

but merely a reaction to repeated frustrations in his attemp,” 

to be a 'good" therapist in the eyes of the psychiatrist. 

With time, he has become a much more confident, observant 

transactionaHy sensitive therapist, coming to rely more on 
himself and less on the psychiatrist. 

After having bad the opportunity to participate in 
many student airmen group therapy sessions, the MCMHS staff 

has observed that two of the key factors in the rather rapid 

symptomatic and social improvement seen in the majority of 

the airmen are (1) the therapist's interest in them as 

individuals and (2) the students' gradual discovery that they 

are not alone" in their problems. Despite the wide range 

of symptomatology which serves as the students' "ticket oi 

admission" to group therapy, most of thpm sense themselves 

as being unique, as suffering from problems that seem in¬ 

surmountable, and which no one else could possibly understand. 

By promoting interaction between group members and not always 

focusing on "individual pathology," the group therapists 

subtly attack this sense of "aloneness" and self-pity that 

underlie the need for symptoms. The more healthy patients 

begin to identify with the therapists and start functioning 

as co-therapists," catalyzing further group interaction 

until a sense of camaraderie or "group-ness" is established 

Some individuals no longer feel the need for continued ther¡r:- 
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at this point and drop out, while others, searching for a 
sense of '’personal identity" or for more insight into them¬ 
selves and how they affec' other people, keep coming. Such 
individuals characteristically experience difficulty in ter¬ 
minating therapy, but with well-timed support, are able to 
do so and function quite well. 

CONCLUSIONS 

The results of the first four months of work at MCMHS 
strongly suggest that its tstablishment as a potential pre¬ 
ventive and therapeutic maia'al health operation lias had a 
profoundly beneficial íííecf. on the community it serves, viz 
the Sheppaid Air Force Bane Technical School students, 
numbering anywhere fro® 10,000 to 15,000 men. Certainly 
time and followup studies will be needed to test the long- 
range efficacy of the program. If such studies corroborate 
the initial effectiveness of the MCMKS, then expansion of the 
present facility by the addition cf qualified Mental Health 
Workers should be undertaken as a prelude to enlarging the 
served-community to include the entire Sheppard AFB, military 
community with its dependent population. 

DISCUSSION 

DR. rINAMONTI; I'd like to begin by saying that Lt. Myers 
and his colleagues are to be counended for being 
innovators. I was especially pleased to learn of 
their work with squadron commanders and their staff. 
I think this is the kind of reaching out that is truly 
our responsibility. Also, it was heartening to learn 
that they moved out to other key people in the base 
community. The establishing of contact with so many 
persons and units on the base speaks well of the pro¬ 
gram and its staff. 

Another facet of their service that is especially 
worth noting is the two-hour block sessions held with 
all new student leaders. This use of peers as poten¬ 
tial referral sources is something that needs more 
study. It certainly appears to be à rich vein needing 
more digging. 

I was also very satisfied to note the time spent 
by the team each morning in preparation for the day's 
work as well as the time spent Friday afternoons 
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evaluating the week's work. Too frequently we are 
innovators without accepting the responsibilities that 
go with inaugurating new ideas. Planning and evalua¬ 
tion are significant parts of any service. 

As I heard the paper I was intrigued with such 
coiiidenta as "He is often the first man in a position 
to spot the incipient troublemaker" or "He is the main 
power figure within most squadrons." At first I 
thought Lt. Myers and his colleagues were faking 
cognizance of the various social factors in an organ¬ 
ization that can affect behavior. However, as I heard 
the litany of positions in the student squadron I was 
disappointed because tbjir paper lacked selectivity. 
As a nonmilitary person I might need to learn more 
about the structure of a squadron if I wanted to work 
in this setting. For the person familiar with squadron 
organization I would say the profusion of positions 
listed lent little to the paper. Had Lt. Myers given 
more focus to key positions and how the mental health 
services worked with the persons in these positions 
to achieve certain objectives, I think we all would 
have been enlightened considerably. What I am trying 
to say is that for me community psychiatry takes or 
attempts to take into account social science knowledge 
and concepts. Power, authority, rank, status, etc., 
®re that might profitably have been examined in 
a report such as this. In other words, I would have 
liked to hear how the position of the student leader 
was utilized to enhance the possibilities of quicker 
referrals, or how the lines of communication between 
the student leaders such as the cube chief and the 
community mental health services staff were deliberately 
structured so as to enhance the referral process. 

It is not my intent to stay with this but I do 
think we need to be aware that a community mental 
health program involves more than identifying and 
servicing a geographic or functional community. For 
me it means utilizing what the social or behavioral 
sciences have taught us about community and the variety 
of social forces in a community that can affect treat¬ 
ment. For example, I know that position or rank must 
affect confidentiality. Ao a student-client I would 
wonder how much you tell my squadron commander. I 
cannot but believe, as I am sure you do, that con¬ 
fidentiality is affected by this (rank) and other 
factors. You in the military are in a unique position 
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to study these variables. I could go on with other 
examples such as the effect- rm *5 r W , othar 
theranv - el tect on me if I am referred for 
therapy by a peer as against an officer-physician 
This tho study fall, to touch on. P^^n. 

cn™nan..rd likeLfor a ®«nent to digress. ï began bv 
commenting on the real contribution the writeri mad! 
in d .cu..l„g thelr .{fort> ultll . 

hnnlth approach. A. I lutcc.d j wondaríd 

lh?nsC.-!(ñnl''“lly “Ikin* different* 
things (1) the community mental health approach and 

«rourt “Ser / treatmení: mo<**ltty (¡Lely, the 
fnc„?Í H 1 "us t say I was very pleased to see the 

nïtïL of8thT îeld the here *nd now- The recog- 
ailtZ f* íh®. value of Peer group treatment in that* 
airmen feel they are not alone and that some attention 

However8 * ^ 8Peak8 well for the program. 

honest if Î diS ? 8rOUP WOrker 1 W°uld be ^88 tha" 
oTinfntLli ï eXpre8,, di8aPP°intment at the lack 
of information about such chings as: 

« . . l- GrouP Process. I foukd little in the naner 
which attempted to give the listener any new insights 

^p. Lr”0«*1 and a8",0“1’ Pr<,Ce,”*■ 10 varlouï groups. Lt. Myers and his colleagues speak of "nro- 
mo ng interaction between group members." This is 
me t'co^endabie but the crux of the paper rlïts ^ 
the use of group treatment." I would have liked more 
focus on how to work with th* ^ AlKeo raore 
on certaYn v C S10“?* How do you decide 
on certain things such as ideal size of group fre¬ 
quency of meetings?' I was also disappointed that more 
attention wes not devoted In the p.perUcrl terror 
group ccmposition. P criteria for 

Sion on1^0“^ "T Wanted 800,6 interpretation or impres¬ 
sion on the function of an open end group and how «-he 

group it'inSt'*” ÍS eät“bll«h«<1 1» thl. kind of 
“.i* not "y ‘»tent to euggeet that Lt. Myers 
colleagues should give answers to all the 

questions I have raised. This would be unfairsLe 

su«e!f-?rOUPKWOrker8 d0n,t ^6 the answers. I L 
fo? g; h0Wever* that we all bear responsibility 
To wí?flyZÍ!¡8 °Ur Practlces in a systematic fashion! 
motivât6 8. de8crlPtive narrative about a service may 
motivate others to try a similar approach, but with¬ 
out tested ideas, we all begin at "ground zero." 
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2. Supervision of social workers by psychia¬ 
trists concerns me greatly. I agree this practice is 

not unique to Lt. Myers's program, but as a social 

group worker I would like to have some answers to the 

following questions: (a) What is the psychiatrist's 

background for supervising social workers' practice 

with social work groups? Are we using the psycho¬ 

analytic model or a social work model in our work with 

groups? (b) How does the social worker retain his 

professional identity especially when his work with 

groups is supervised by someone from a different 
discipline? 

3. I was intrigued, also, that group membership 
averaged three sessions; yet such remarkable results 

were attributed to this treatment modality. If you 

check with ray students you will find I have a strong 

conviction about the treatment potential of groups, 

but I do not see them as the only approach to treatment. 

I am not trying to minimize the value of group treat- 

ment--to the contrary, but I must say quite candidly 

that the conclusions regarding the results would be 

seriously questioned by a researcher. I mean by this 

that many variables affecting treatment were not con¬ 

sidered. I recall that statistics of state mental 

hospitals In California showed that during certain 

periods patients returning to the community increased 

significantly in number. This was the result not of a 

new treatment program but of an adbinistrative edict 

to empty a certain number of beds so that the operation 

could function within its budget. It seems to me that 

in this report administrative influences might have 
been overlooked. A return to duty may be no more a 

vaaid measure of the success of a program than return 

to the community from a state mental hospital. 

Also from a researcher's perspective I would 
need to comment on the statistical methods used. Here 

again I am reminded of what used to be called the 

"numbers game" played by Coirammity Chest or United 

Fund agencies. We would record every entrance a "kid" 

made into a community center as another attendee or 

enrollee. Eventually the agencies gave up this 

practice because It was not a valid accounting and 

also because everyone began to play the game. I am 

not suggesting that this report is playing the game 

but I so believe the figures tend to create a skepticism 

about success when they are weighed against the size 
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of staff. I must emphasize they are "honest" figures 

since the authors do acknowledge the particular 

accounting method used. Here I am referring to count¬ 

ing a lecture to 100 persons as the equivalent of 100 
field visits. Also counting telephone calls as 
"consultations." 

In sunjnary, let me state my evaluation as 

follows: the writers are to be commended on developing 
a mental health program in the base community that 

truly seems to be "reaching out" especially to the 

student airman population. They did spell out In some 

detail in their paper how they attempted to Implement 

their Ideas in this area. I would have liked the same 

kind and amount of detail regarding the group treat¬ 

ment aspects of the program since for me this was an 

essential part of the Innovation of service. I think 

a greater contribution would have been made to our 

understanding if more emphasis had been given to group 

processes and a less amount of written material on 

results. Perhaps this last sounds unfair but I am 

convinced we need to strive for greater precision in 

setting down results. Finally, let me repeat: inno¬ 

vation of services carries with it the responsibility 

to record as precisely as we can our strategies of 

practice and an analysis of the processes used. 

.¾ BRILL: I wish that we had a great deal of time to discuss 

this because so many issues have been raised that one 
could look into in much greater depth. But time won't 

permit that, and 1 think, instead, the best thing to 

do would be to look upon the presentation of the work 

that's been reported here as a creative effort, sort 

of a painting and then, after getting an impression 

of the total which is a good one, to focus on smaller 

aspects and parts of the painting and look at some of 
the technical aspects. I think that there is no 
question that a tremendous thing has been accomplished 

at Sheppard AFB, and I am sure that in great part it 

has been due to the enthusiasm and initiative of Mai. 

Ednie and his staff. This has all been accomplished 

in a relatively short time. I was at Sheppard AFB in 

April. The program did not exist at that timo; so a 

very impressive thing has occurred since July or 
August. 

One might suspect that this kind of coamunlty 

psychiatry program was an outgrowth of the comnunity 
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mental heaitb programs developed in civilian life h ^ 
"*J• Ednle, Capt. deVito and t^ u lvlllan llfe» but 
careful to point out th^ y"‘ 

!»<! adopted ft™, clvlH.Í Ufi "u‘t Tel they 
.oot of the experience, ln tKe „UUerT ‘re“ 
ing to see how often the fact U i:,terest- 
programs got their arear»«.- < lUt the 80clal Psychiatry 
..rvlce. f, „ot':crÄ Id.^'--s[- 

paychl.tr, progreme 1„ the mUltary nvôLTr?^''' 
NP rates in various undj . ^ involved following 
unit hed . hlíí r^t. Ô1, .Uher* ^ f^ículer 

NP breakdown fates were fo^fd the proble^, was- 

•»eh thing. .. l..d^r.M¿ .".' ft d.'“"'“'“1 “ith 
Of training, edeguecy of ;.7ï|ï;„r 
many factors that contributed^ rh’ , ?ere Were 
thu indi vidual.--for examníe tL h health °f 
breakdown rate was maJH^ w^r»^ ' 8yatein- The 
into new assignments together than Were 8ent 

• atrenge eltuetlon end hed no ^Sdy to'lÔok to",' 
support. This wan 1 , aay co t0 ^or 

m«nts into units already in^ombiit inT!endlng rePl«ce- 
and wonders what somebody from Mar« ,?nf 8teP® aflld« 
with as he looked at aoml nf would be impressed 

presented here he woulT/ u i8Ure8 Which were 
this program Jas a wonderful wïv p0fS8/bllity ^hat 
patient business, because thf« l f ^ncr6aaln8 °ut- 
aspect of the statistics Th» the m08t ^P1'6881'1® 
akyrocketlng 

»hat th^^nd'r^uu'of0.!! “f‘îhîrî“'“1'""''“ and 
upon by Capt. deVito who Mid 8 Vert touched 

need to have followup studied to Ïef i10"’ Ve 
of this is." At th» V ? What the effect 

is an awareness on the part of*^6 76 f66" acci*,P1ished 
of the social structuf» !f\k he p8ychiatric staff 

attempt to deal with this sofHai”^*0128^100 and the 

understood and described so beautiful!^ that they 
emotional problems that are " tenns of 
highlights, some of th» .m c^eated. Among the 
things that they've don» p°rtant and impressive 

Program, (i have great diffi^^0 the Group Therapy 
»'hy there isn't more group thefa y a" Under8tandin8 

settings in private practice thaíTth0"6 í" ,Civilian 
experience that I haïe íad fn ÏÎ« The 

*nd participating in it tangenUaîw therapy 
has impressed me that thi* ?« , lly f time t0 tlme 
and one which is certainlv m m08t effective technic 

certainly more economical. So this 
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i«, I think, foiiMthlng that Is good, Th® fscc that 

ÎhîftÎ*oî fev*loPed »hlfts to daal v th thï 
•hlfts of train®«a is womfcrful The fact tw- so 

X: 0r.7,7”V0t*d ‘“"“'“'-a cons^andlng 
u •"'I ••"ding report. 

liíhíña ^yifl lf f0r n° rei,s,m otl»er than estab¬ 
lishing this operation on a very firm base. Some 

!h'!; .ndV3L‘i7hocc,,^'<1 to "*ln "“>'«1»» »ith 
„ . ■ ‘ „f1 ““‘f h°P* "»y can be covered Uter on 

in .one of the dlecu.elon. One . reference to 

people^prtorTo th Chat P’yUUtrl,t. 
dUchTrï! tí . î é 8 8lVe" *” «<*»í"l»tr.tlve 
«hôîrlf«!. h fetetesttng how we heve oœ>, the 

.nitîeui ó'prÓtêc?etíe .r* T the r«au1““»«' J' ptocecc tne «.en. It was put fn at the 
rce 0f the P8ychlatrl8ts who found squadron 

c^n?er8H?ï\in my Ca83’ connu,ndir>8 officers of 
ut^itaM« í 8ín8 8chlzoPhreniC8 as unadaptable, 
ut.íuitabie etc., because they didn't know, they were 

at thePwIshi ; TJere1were a great many protests made 
'¡ashington level about soldiers who had been 

sick and who had been discharged without recognition 
f their illness, and it was therefore put in as a 

regulation and a requirement then that no contnanding 

abnír C<*llá dischar8e an enlisted man for unsuit-8 

Now^you b^ k't^hir ^ been 8een by a Psychlatrist. 
ba= K b lk 1 thl retirement because psychiatry 
n» orZh,“0 '‘l1 eBtabIlsha'i bhat squadron conLiders 
now probably send more people to you than you wish 

tMn!e¿b f-1!! the PaSt thiS Was not the case- Another 

that t0 k° With the teara and here 1 think 
11 ^uy COpled civilian Ufe and unfor- 

the socL?0’ I ter 18 traditi°nally mentioned as 
chiatrîai1 ' the Psychol°gist » and the psy- 
íeim L! K and °"e extremely important member of that 
team has been left out (the nurse) because the initial 
team in civilian life was set up in nonmedical sit- 

point"^'the °ld.Child ^idance clinics. One other 
point is the tendency to equate the members of the 

edi^ f ÍÜ?y Were 311 the 8ame* In the unexpurgated edition of this paper which you didn't have the 
opportunity to see, I believe it was stated that 
members of the team were answering consultations in the 
hospital at times, and in other instances answering 

-T nr? °“tside the hospital and deciding whfther 
fr Índ¿VÍdUal should he referred to the hospitfl cr 
from the hospital to the clinic. I wonder Whether all 
members of the team were really of similar competence 
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lon* by IMdlc.l 
corr!T™: k . “y b* th,t ”y lmpre««ion ... «„ 

th« paychiâtrlc “k“1“ *b0Ut *"h*" »f 
toctapici.„:"rlc.i:“; Ttudi.^z: •”ií*t;d 
*• if they were all th* in char*e of th® ««rvice 

medical educator, if they ar/rlVuy ïnte'rcTan^aí!“ 

Zf,:.T :ha,li »-«»In. oor . ^".8 '1“’ 
medical education and particularly in o.vchiatrí, 
education because then» ,u ^ . ^ niatric 
to 4 years of medical school an"?6!- 0 **p08in8 a 
ye-rs of re.iden=yC:î !" ÏTcllT^ TrM 

y* xn a technician1a school produces the same result. 



DEVELOPMENT OF AN OVERSEAS COMMUNITY MENIAL HEALTH PROGRAM 

Barry Grundland 

This la a report of the developtaent and 
growth of a conmunity mental health program in 4 
an American conmunity overseas. The report 
presents a description of the community, re¬ 
sources available in the conmunity, steps in 
the development of the mental health program, 
and subsequent conmunity-wide developments. 

The American conmunity in Ankara, Turkey, is a dis¬ 
connected group consisting of representatives of the U. S. 
State Department, American military services, American 
civilians connected with U. S. Government agencies, and de¬ 
pendents of all these. This conmunity by necessity lives 
on the economy except for AFBX, commissary, and medical 
facilities, since there is uo base as such. The American 
conmunity is a tenant within a hoot country and is subject 
to the host nation’s laws and culture, the host nation being 
a Moslem country, whereas the American community is a Judeo- 
Chrlstian conmunity. 

As in any American community there are a great number 
of mental health problems--chlld guidance problems, adult 
psychiatric problems, children with mental retardation, brain 
damage, etc., but the usual stateside facilities for mental 
health care--family service agencies, community social work 
agencies, psychiatric facilities for children, etc., were 
nonexistent. In many cases, before the initiation of a 
community mental health program described below, the American 
family living overseas would exist in a two-year vacuum Or 
what is more significant, their problems would became worse.’ 
Also missing as a source of support are the family members 
such as grandfathers, grandnothers, aunts, and uncles. The 
resources avallaba to the conmunity before the mental health 
program was initiated consisted of one psychiatrist, one 
psychiatric technician, chaplains, medical personnel, conmander 
two school counselors, and lay personnel. Each resource worked 
Without direction, consultation, or supervision, which are 
needed in dealing effectively with mental health problems. 
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handled on a one^Thot baal^wlfh^o*! ’ i,roblera8 were 
complicate matters of the AnkarÍ planning. To 

responsibilities „ere not onty o^r ^t'^ 
area as „ell an nraa y anKara but to its referral 

Near East. Also presen^in^he1!18 ^ Middle Ea8t and the 
dormitory housingP„hich consists ofthe 
girls „ho come from all over the re ferra f ^ ^°°1 b°y8 &nd 
only high school available to them. t0 the 

chief oIfttLa%s;Îîa1t8rîc0TeUrnvitcyethaw<HrTed my dut-a - 
apparent to me that outside assign. ^11° Week8 lt: became th» «»-«Kl oucsiae assistance would be reauir»^ ir 
the problems presented to me daily „ere to h» lJequired 
The alternatives were referral u 5 b et 8ucce8afully. 
of servie., or dev.L”£" 

SO that they could function more effecUvelTanH h 
resources sud pro^s vith the pr*“":. 

psychiatric Iot co8»«dlef ^ r,i">urce* to offer 
school counselors, r““ service 1 '‘'T”"'1’ Ch*PUI"». *»<1 
consultations from re.ueciZ T sv.Usble by handling 

Petlsnt. and then h.“^ ^ re^e^ y tbs 
the case and the poaelbllltler r present so ss to discuss 
This, !„ turn, p„Plnt*i “t hi ^treatment snd dl.p„.itl„n, 
•nd the s.ttllg up of p^tlcuLr '“"tinning consultation 
to gain the egperlenee^nd S'08™»- ft «lloved me .lso 
work. This aervice V« hroeï a !' °C re*P"tlve Individual 
ccwsnenders, NCOIC’s and OlCa^to to lnvolve the detaclnent 

awareness Li the „nu"IV ** î" Un<,er*“"dl"í *"8 
military para^'eK “"‘“«"t *"<1 the need, of the 

but could be managed In the P’'rehI«trlc treatment 

other hand, t“« „re a nlK. 5rICU" * °itlce- the 
psychiatric evaluation an^ ► ° case8 wbich did require 
and I collaborated ío form Jherefore. Dr. Leaverton 
objectives of which were to eva’^^ Child Guidance Unit, the 
referral clinic for child t0 Provlde a 
dispositional plans forthfcM^6 TlJSL0G, to make 
provide consultation „irh"6 ^ the family* 8"d to 
consultation in tírschool WOrkín8 wlth children, mainly 
Child GuidanceUnit 11* rl ^í61"- ThC lnltial effort the 
that in m» a L. s to evaluate patients, and it „as fmm/4 

ln the Ank*r* «r«« "lone there were 3 deaf Childs", 
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16 mentally retarded children, A with brain damage, and many 

emotionally disturbed children who were being reported to the 

Pediatric Department primarily as problems In behavior, en¬ 

uresis, school phobia, etc. Dr. Leaverton also covered the 

TUSLOG area as consultant in pediatrics and found that at the 

respective bases there were similar problems to those being 

experienced in Ankara. It was therefore decided that we 

would attempt to have only the most severe emotionally dis¬ 

turbed retardation problems referred to Ankara for a child 

guidance workup, and I would attempt to have physicians at 
their respective baaes set up a child guidance team so that 

they could effectively screen certain children with capabilities 

at their own bases. As with the adult psychiatric work, It 

was soon found that resources In the community again could 

effectively work with certain children and that consultation, 

If provided to these groups, could possibly provide a certain 

amount of help to the families and children while they were 
overseas. 

The third step in the program was the establishment of 

a consultation program within the school system. At the time 

that the liaison with the school system was started, there 

were only two counselors, no special educational program, and 

a large dormitory (described above) with the dormitory coun¬ 

selors being primarily school teachers who were custodial 

oriented. The program was developed Initially by having meet¬ 

ings with Dr. Bill Schulthelss, assistant superintendent for 

Pupil Personnel Services for District IV (and who had a Ph.D. 

in educational psychology). An attempt was made to define 

the needs of the school system and what we could offer in the 

way of our help with our yet limited capacities as a child 

guidance unit. Dr. Schulthelss's primary need for the school 

system was to provide adequate and consistent consultation for 

teachers and counselors so that they could function effectively 

at their level. He also felt that there was a need for therapy. 

The initial effort of Dr. Schulthelss and the Child Guidance 

Unit was to do a survey to determine the number of children 

needing psychiatric assistance. This survey revealed that in 

the Ankara schools there were 55 children with speech problems, 

31 children with emotional disturbances, and 16 children with 

mental retardation. A TUSLOG-wlde survey was done at the 

same time which revealed a comparable number of children at 

each facility requiring similar help. It also revealed that 

there was inadequate personnel to provide services needed for 

these children. 

The fourth step in the program was to then develop the 

relationship between the school and the Child Guidance Unit. 
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This was done by having Dr. Schultheisu become an bli Ivp 

member of the Child Guidance Unit so that he couîd oiíer 
assistance in evaluating children Next It a IhlS 

LÍÍÍTtír a;“iUble f0,: within £ir 

G^niiit ¿rZ'Z01 Tret:hrral to the chii-i 
rnfevred by the teacher te the Pedl.tr “‘“P1!' 
we. undertaken and no written report we. u.uaií; gîveû T' 

ihei the chiid who ».. tn need ofMf^ra 

.^p tlre'«:"^ t0 tb° COU"Celor' ”ho wool ^prepare « complete report of the problem, see the parents do a c«n 

£he child êhL1ld'band íhan T"“ ‘‘‘'“l0" "hether or not 
«hl.íÍiT ld be referrecl to the Child Guidance Unit or 

powlble6 oth^r88Cd dUrln8 con8ultatlon sessions. Whenever 
™ Í ’ ^ resource personnel-chaplains, detachment 
ular^hl^’ eîC' invölved vlth the family of the Lrtic- 

d “u,"í theaôrobre inrUtd lnC° the t»"»“l“tio„ ee.eion» to 

rt:0-2-rlora work more effectivelv with thl Z recognize and 
the “veAy wia‘ the children, the parents, and with 

receler« ráfe“:!.“0^?,^^'.1^^^ Z* ^ 
:rx:i hofrhIch rld ba ^zTciTo\Zzziire 
lt.e»frer.^ÎLr,0pr^~ ed ^t^ri^thc^art00; 
there were echool facillti«,. Thi, paired 

âïd rñ ;?8PeCtIVí ba,e t0 Mr™ *• the echool e.edïc.1 off cer 
tefrh dl8CUS8 5he case8 in J°int seminars with the counselor 
Z °r f^h001 PrinclPal* «hen the report was cZued 
the child would be referred to the Child Guidance Unit for ’ 

he'* a*: «Y« ÏÏL*“1“? whether^e chUd ™id 
Thia «mI ? to Änkara or be treated within his own facility 

the reeptu™ ba«. °f C,,lld “““ ^ 

eoo„dip-idortLrrÄ:r:rci:er: iivzzLzua 
required additional eervicee if the problL H all tíê D. 

SFa - 

^t:™—:d»:dtrw^ ^d r Lar¿ab 

lublic Health Nursing Program 
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established. This included three Public Health psychiatric 

nurses to do home visits and a pediatric OB-GYN Public Health 

nurse to do followups on the newborns and assist parents with 

problems that develop within the first six months of a new¬ 
born's life. 

The Public Health psyc:U trie nurses were recruited 

from nurses who were dependents of military service personnel 

but who were not working at the time. All of them had had 

some public health experience but had only limited psychiatric 
experience. They dealt with three major problems. One was 

the followup of patients discharged from the psychiatric 

services, mainly dependent women discharged from the hospital 

but having some difficulty readjusting to home life. The 

second area dealt with a- large number of dependents suffering 
frcku cultural shock." These were women unable to adjust to 

Turkey, afraid of the Turkish nationals, afraid to leave their 

home and, therefore, unable to adapt to living overseas in Tur¬ 
key. Thirdly, the Public Health nurse functioned as a liaison 
between the physician and the nurses on the ward who were 

handling psychiatric patients. They, along with the psychia¬ 

trist, attempted to provide an in-service training program 

so that psychiatric patients within the comnunlty hospital 

could be better treated. The psychiatric nurse helped the 

nurses on the wards to develop more acute observation ability 

and also helped them to be able to Interact vith the psychi¬ 
atric patient when anxiety situations arose. 

One of the OB-GYN nurses was given consultation on a 

regular basis while she was seeing a pregnant mother who had 

recently lost her husband in an accident. This was the 

mother's first pregnancy and she had been rejecting the fact 

of delivering the child and liad made no preparations for what 

would happen after delivery. The nurse was effectively able 

to follow this patient through her pregnancy, through delivery, 

and then through the postpartum period. She also helped the 

mother adjust to the newborn baby and make realistic plans. 

The Public Health nursing program worked so effectively 
that it was decided to hire one of the nurses to work as a 

nurses' aid and be assigned full time to the Psychiatric 

Clinic. This nurse then set up on a full-time basis, an 

in-service training program for the ward nurses, did home 

visits, set up a liaison with the CHAP officials, served as 

consultant to the school nurse, and began to do Intakes on 

new patients coming into the Psychiatric Clinic. She also 

saw patients in brief psychotherapy with consultation. 

128 



Retarded and Brain-Damaged Children’s Program 

tha t b rai ” A ^^^*d i 1 dr er^w i t h in "^6°™ ommun i t y ^ it ^wa s r f oun ^ ^ 
that a large number were unable to attend srhnni k * fCTfnd 
their dl ff » j L to accen<1 school because of 
crowded aní níí . ÎÎ because the school system was over¬ 
crowded and did not have the facfl-fn.»« ».„ u j. 
The Psychiatric Clinic held a c'nfe^ce wi^! 

t«ded8chiídr teaCÍr Whï had 80,ne tralnln8 in handling^e- 
this way Each'childVhen !et UP 3 pro8rara which works in i.ui.8 way. each child is assigned a vnl.m• 

Ine'of th °ne °f îhe chll,iren ln »chool. and under the°tutor- 
‘"f "P"1*1 educational teacher ã apaclal orografía 
handled In relatlonahlp to the child's capabilities ?m, 

ors\ti^el„tr::dtr:r”„eir.ot1;r:nd'thThe 

i:t^;7.^uiiÆatid^Ei f :nr:r-on 

Emotionally Dl.turh.d children's Prn^ 

esIsIhp-sss 
u*o J 1 8ystem* These children were eva’uated and 
child mtny °f them were emotionally immature Six 

Which rinf-^í^^rv^^810" 
volunteered to run the group and she simultaneously ran^ 
parents' group which nt- ‘•«negusiy ran a 

“:2“: 

-ÒS ÎÂ'S.Vï.'iS.-i“,;; 

éníepeerrreerni^5lí"¿u1SÍnytSehLC^<1"rn¿e"cú.^dbne0g.!at 

Special Education Program 

number l) “r^std^l^^rlfc^.L^ 
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within the school system, and these children were beina H..1H 
back and were holding back their classrooms. The Child Guidanc. 
Unit assisted the school in developing social eSucati^al 
lililí elementary „Cool ln Ankere. Aspect.T 

“‘iS«?' UUh 2Ch001 fUni,‘ *"d ^ =1*» 

Counselor Program 

Anir*™ In>,thf past there been two counselors in the 
^h°o1 sy®tem. senior high school and Junior high h 

time pÍ ^nOW WaS POlnted °Ut t0 tht 8choo1 that f full- 
the «ríemÍn y ^nBelor was needed, in the fall of 1966 
the school was able to secure four full-time counselors one 

senior ^^01^0°1 ’ ^ ^ JUnI°r ^h. 

Day and Night Care Center 

Many of the dependent personnel, as well as the militarv 
duty man, when becoming acutely anxious or depressed, were in Y 
morf ^nil-time support. And so, with the nurses becoming 

psíchíatríc nur» /nd Wlth help ,f the Public Health 
eu u ’a y Care and nlght care inters were set 

up within the hospital itself. This allowed for the dependent 

dítv ind dUring the *** if her husband was on duty and then be discharged at night, or vice versa. 

. As the comnunity became more aware of the work that 

r S11"1' “*■ "“‘"S- oí the community 
that th1 ere8^dû 1,1 WaS reco8nlzed by the Psychiatric Clinic 

h e6 W°Tld 6 a need f0r funds and buildings for pro- 
g “ etc* It: was al8° becoming clear that the comnunity 

because 7i\T¿*1*%*?*'^ there Was P0or communication 
within the ff Athat/adl° and television were not allowed 

y 0r American military personnel, and that 
y people, on arriving in Turkey, were poorly briefed had 

heard numerous rumors, and therefore were not prepared for 

seeÍe3ith<alíh l* Wî8 £elt that °f the Problems being 
minîhs th Psychiatric Clinic during the first three 
months of the patient's arrival in Turkey were directly related 
“ —ocLted »Uh coming over..],.. The opportunílí 

pírkírT ^.ír"ínltÍ' ‘'•í"”' ’un°rc c*"e »'■en thí Honor.bl. 
BmÍw "baa“<lor to Turlt«y. «nd Gen. Sam 

Comían der, upon hearing of our work, encouraged 
us 1.0 prepare a long-range program proposal so that the pro¬ 
gram would continue in the American community after our de- 
par ure. Therefore, in April 1966 we prepared a proposal which 
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™ ínclude a Panent child psychiatric unit and naid 
conraunity mental health personnel as a three-year grant 
proposa! The outgrowth of these talks with the coranunity 

"ieded 

Turklsh-AmeTican relations, problems of Americans Uvlne 

I a‘ó th^ lrJrOV^e ade’u?“ '»»»■nlcatlon to Amerîcans living in the area, etc. --could be discussed. 

listed and^ncî,^ \9ÍÍ ^ Ankara Coranunity Council was estab- 
head of irc™ i! dÜd ïhf American Ambassador, TUSLOG Conmander 
Turk■(«h 1,818 ’ head of AID* «chool system, TUSLOG Surgeon and’ 
fHo representatives. The council immediately began to 
discuss the problems of the American cosmainity living over- 

c^: ToMrZH tte^edTV^6; When ^«"“ngXltlries 
w«iM me, ♦. i jtu th needs of Americans overseas, the council 

id meet and have thrm participate with us. This allowed 
Deputy Assistant Secretary of Defense Lynn Bartlett Gen 

and íen* Bohanan t0 ««in an understanding ô/our 
wa^the testab 1 lahm * Out8rowth of th« car^anity council 
To oïï hî! ! hnent Wlthin the Ankara TUSLOG paper (bimonthly) 
to ÍÍÍ8h a sectl<>n 0,1 Ho8t Nation News. The goal here was7 
to provide news to the Americans in Turkey which washardto 
obtain; for example, how to get tickets to the movie haltet 

ntennPHri’ t for housewives, it is also 
planner! to have a column for letters inquiring abiut certain 
problems faced in the daily life in Turkey. As can b^«en 

ÍÍHríhar^UnliinÍ,:ed P°88ibilitie* for the coranunity council’ 
and the direction in which it moves. 7 COUncil 

affectsIwtehinaîhUdrdi,in this PaPer to the fact that the 
Sut tte íísíS Îï!a ^ra COBrnity ^ been attempted through- 
fh-r if hT100 f 1 Can 0017 briefly suranarize the fact 
thríe Sfh.-ha8f ha8 af adUlt Psychiatric team working and at 
•fw! ?f he ba8e8Lthere 18 a child guidance team functioning 

o«: ;r- 
voluntAry^b«*!*0*1-^^10^*** *“ ^ 10 _ y ais. There is a complete functioning Child 

child.'* ""í* at Cme ”Uh »VAliatlon .„d “f 
children going on at the present time. The physicians at 
each base are attempting to set up a community mentalhfílth 

CfT “k PUbllC HeaUh nUrM a"d BchOol „“i,"'p“L!^ 
There has been a continual In-aervice training program for 
general medical officers dealing with psychiatric nrnhi 

r SlSe^rbr6 “t7’ * prychlatr ic'confercnce8 ' 
waa held which brought together 30 phyelclan. from baaes within 
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was devoted to child psychiatric ? ki0"8 ^ the second day 
Guidance Unit in Wies^aL^niitedT* TH? Chief °f the 
child guidance section as well L the ad^lT Ín the 
chiei of psychiatry at Wheelus Air r section, and the 

the panel for both'sessïons tLv iTrt ^ ^ t0 be °n 
physicians that there had b¡en a qn? S ble t0 report Co the 
Ankara, which meant that the malorlL ^"“6, re£err*u to 

wen1««““ preâénHhe^fÍd"8 "£'>> t“.‘arc.'“."!"’” 

theSpast - ZC“8 - C‘nSr““£t^“£ 
Improving the pre.ent 

theonghout^the^TUSLOG^area that°what 
up within the Ankara referral «vat™ of " ???,“ the ««¡“ing 
unit led by a child paychlatrist T äLl«?h“ t.8Uld*nCe 
chologlat on a full-time baala are Ind. a 1 'Tï*1 a"d pay' 

excellan^t^have 

^‘iVÄer" -- 

center ^U'd ^ 8 ’ 

rrmStrïî:*^“1;-,“ 

devei-;„Vc^„eu 0r :Lr“c.0.“:^d..£ttî“0n l" ^ ^ °f the one described, d 8ett:ln8 up programs such 

At the Ankara^Paychiatrle*cIInl^ha° 

Ä £h6^ 
thXîat. 

functlonlng^and ‘-e are 

DISCUSSION 

sä ‘.r, 
it:-B £- 
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tnK “n^er®tandinB and his appreciation of not Just his 
Job but also of hov lucky he felt to be there. líe 
man who had preceded Barry Grundland, named Melville 

thlre ^ hen’ there Were nons- When I was 
here in 1959, an internist was doing the psychiatry 

An^r°Ton 6:1 theî that a P8ychiatri»t be seit to 
Ankara to cover the territory from Pakistan to Ethiopia 
and to Greece Melville was the first. Nothing much 

ÄLuui îrundl?"d *1<m8- The s tascinatiig to me is the man. If he's got it he 
Ul put out and you see the results. All the helo he 

everyõn-geíí ^ technician- He perked up 

r :r: nel e a e place* 1 remen,ber Leaverton who was a pediatrician. He was almost af 
fired up as Barry. The other internists were the same 

Yoi'he T8 a 0f What Barry was able to give 
You have heard Capt. deVito give his and the othfr 

&r;et^k ,íar*devito has a ^ 
as the iUff thi k ^ 18 a matter of quantity as far 
wife !nd COncerned- Dr- Grundland has a 
wife and two children. Obviously it takes 

?° a1} ehls »orlt, and he knew he would loee 

h. ; : uLedafie ?,;d s”'thin8 ^ Forí„„¿°:!y, 
rhfr 1 1 ride 80 he bou8ht her a horse and 
that solved that problem. He is friendly he knows 
everybody, no matter where, through Wiesbaden, Turkey 
the entire European Theater. ’ lurKey’ 

Let me be a bit more serious about this whole 

s thT"rely’ ity’-entai health centers. This 
is the modern psychiatric revolution, the establlshm»«#- 

: iZTuy TtBi he*uh » î» «» 
With his dev i en rr0Ved the re8traints, Kraeplin 
¿I* a development of a nosology, Freud with his 
introduction of a dynamic basis for human behavior and 

WMk ™ in8” Î phyaiologlc therapy. Earlier ?hls 
eek on Wednesday, there were two papers presented 

seií d1ri,Pre8!nted and Graller and Crabtree pre- 
ented the other on psychotherapy, if y0u recall 

Crabtree and Graller's paper discussed their traininc 

«t£t. î"1?“- Their that one g«. 8 

níéí for thi«8'»"" therapi,• kae,>S ei8hC Patients n f three, five, seven years and that is it 
uring military service they were alert enough to real- 

years of th^ra 8 ÎTT"8 t0 patients without three years of therapy and they described it ve-v thoroushi« 
in their paper. The consult, „eot.l heln'h ceouf‘o^. 
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back and picks up the stresses or causes for the dis¬ 

turbance in the patient who comes for help and tries to 

relieve them. In deVito's report he did not tell you 

how much of a Job they were really doing. T was there 

on Monday and Tuesday ot this week. He did not tell 

you how much he, Myers, and Ednie get around to the 

people in their entire caanunity. It isn't Just going 

out to the 12,000 men who are there for training in the 
mechanical aptitudes or whatever. They not only get 

to them but reach the leaders and discuss this material 

with them. They get out to the chaplains and discuss 

problems with them, the JAG, the Air Police, as well as 

teachers. This is where they give a great deal in terms 
of insight, so much so that Capt. deVito mentioned the 

astuteness of referral from a lay person and I saw it. 

It was like having one psychiatiist refer a patient to 

another psychiatrist and describe the patieht's com¬ 

plaints and symptomatology. Of course, Capt. Grundland 

got tround a Tittle bit more than deVito, Myers, and 

Ednie. I know Capt. Dave Berry, psychiatrist at Wheelus 

AB. Dave is a quiet guy, a very nice fellow, but it 

took Grundland to get Berry moving and Dave is gs excited 

as can be. There is an internist by the name of Teronto 

at Karamursel AS. He was all fired up and was setting 

up a program at Karamursel which is a little 36-bed 

unit across the Sea of Marmora in Asia Minor. He is 

medically responsible for 12,000 personnel and depen¬ 
dents. He is doing a great Job psychiatrlcally. 

When you have no psychiatrists in an area as big 
as the United States, except Barry Grundland, using 

anybody to help out is right, under these circumstances. 

He uses nurses and there is no question about the quality 

of their activities and efforts. I think that I want 

to endorse Dr. Brill's, Capt. deVito's, and Grundland's 
appreciation of the contribution of nurses. 

Lakenheath is establishing a program of this 

sort. Who is doing the work? A fellow named Miller 

a social worker who is very much interested and is 

moving. He and the pediatrician are actually getting 

the community mental health program going but the 

psychiatrists are giving support much the way Cant. 
Grundland did. 

Let me give you one example of a civilian pro¬ 

gram. At St. Luke's Hospital we service 168,0CG people. 
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The population is made up of Puerto Ricans, many of 

whom are on welfare, colored or white. We also service 
30,000 Columbia University people. 

One of our psychiatrists worked with the police 
and the Puerto Ricans. He got them to try to under¬ 

stand each other. They began to give lessons in 

Spanish to the police. The Puerto Rican population, 

this lower income group, raised money to send eight 

policemen to Puerto Rico Lo give them a chance to see 

what the culture was like and where these people had 

come from. I want to Just bring this up in terms of 

going out in the community and working it just as Dr. 
Grundland has been doing. 

Finally, I want to tell you about Eli Bower. 
He is a psychologist with NIMH and is a brilliant 

capable man. He was hired to make a consultant study 

by an assistant of the Secretary of Defense of the 

D.O.D. school systems throughout Europe and all the 

way over to Pakistan. This U all of Barry's territory 
plus Europe and Great Britain. He wrote up his report 

and was scathing as it should have been. But, in all 

of this, there was one bright light. He describes 

what Dr. Grundland is doing and has been doing in the 

most laudatory terms--the only note of this sort in 
all of that report. 
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A RESEARCH DESIGN FOR ASSESSMENT OF PERSONALITY 
CHARACTERISTICS OF AIR FORCE PSYCHIATRIC 

CASUALTIES IN SOUTHEAST ASIA 

Vincent Wallen 

The research proposal entitled "An Objective Study 
of the Personality Characteristics, Traits, and Self-Concepts 
of Air Force Psychiatric Casualties in Southeast Asia," was 
approved by the Surgeon General's Research Review Conmittee 
on 1A October 1966, 

It is concerned with the identification and measurement 
of the personality characteristics, personality traits, and 
self-concepts of psychiatric patients in SEA. Its main pur¬ 
pose is to investigate those personality factors which are 
the most conducive to emotional stress and breakdown in per¬ 
sonnel in a basically guerrilla warfare zone. There are no 
pertinent or related objective Air Force or military studies 
on this subject. 

This investigation represents a Joint study between 
the USAF Hospital, Tachikawa, and the USAF Hospital, Clark 
AFB. Specifically, a sample of 100 psychiatric casualties 
are in the process of being identified for this study. 
Fifty patients will be selected at Clark and fifty at Tachi¬ 
kawa. Similarly, a control group of 50 airmen will be 
selected, 25 from Clark AFB and 25 from Tachikawa. Twenty- 
five subjects have been identified and tested at the USAF 
Hospital, Tachikawa, and 18 subjects have been tested at Clark 
as of this date. 

The subjects for this study are being adninistered a 
battery of psychologic tests consisting of an intelligence 
test, a projective personality test, and a self-assessment 
Instrument known as a Q-Sort. The tests employed are* 
(1) Otis Mental Ability (Adult Form), (2) Rorschach, and 
(3) the Q-Sort. In addition, an attitude questionnaire which 
was specifically designed for this study is being administered. 

The special Q-Sort test which was developed for this 
Investigation consists of a large number of self-referent 
statements (76) (appendix A). These statements which have 
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been elicited from psychiatrlr nun 
been categorized into sev... persoÍaHtv ! the2nselves have 
to the instructions contained in an Ltrait areas according 
contains la .ppendl)I 0 LI?■ ^ 
personality and behavior. 78 1 R°8ers 8 theory on 

senior t/SAF Medical^ervice^sychiatrCat®8°ri2ed by five 
psychologists and the results weíf Í k , and ten cl*nica 
designated trait areas aàd tL .Lr.^ (t*ble I> • The 
were as follows: (1) self-anro 86 P®fcenta8e °f agreement 
847.; (3) good emotional control1* Í? indePendence, 

withdrawal^95¾.’ (6) ^ 

recorded for^ach^aíuntf ^e^length ^forma“on la b^S 
Force specialty, marital status’ feJJ8th of service, rank. Air 

completed, total years in AFSC ’and^A^^81*68^®011001 grade 
war zone. ' nd totsl months spent in the 

and theTrheS”u‘Cwn L'“ S'1"! ‘‘'to‘“‘«er«d to each patient 
Klopfer method. The follow Inc ^ tab“Uted '«cording to the 

measured: (!) IntroverM^t^r.^Ó^or"1“6' “1U ba 
maturity, (3) stereotvnv r/s C 0ver8ion» (2) emotional 

(6) dependence-independence (^ide^tíff41*006’ 8Pontaneity 
(») depression, (^egocen^lil^td'^“^!^^^:- 

•nd can be treat^TatatistlMlly bí'me6’' ’‘f“ ’u*"ti£‘«l>le 
mulas and tests of significance ^ °f d0"'1*“»" for- 

o-served'j; hi't^rTít'of Tualitle. 

disposing qualities lead^gt^^íf^í^: 

ioiiovsf'e(fr:rîdepnut^rtho°sfethu 8tu,dy- »»“-o ««., 
ter i.tice „hlch .re the most pre^íê«“^ *"d Ch*rac- 
casualties evacuated from the Soni-h * Air Force Psychiatric 
tions, (2) to quantify and correlaÎr^ íheater 0f °Pera- 
of the self-perceptions and the self con ^618 °f con8fuence 
ric patie.its as measures of oersonsi Î P °f Ur,AF Psychiat- 
(3) to examine morale and atM»- h a"d 80clal sdjustment, 

psychiatric casualties"lard tL^8' faCt0' °f tha 
specialty, peers and .up.^u0r. ‘ „d’r A‘r F°rca 
general, and (C) to reckend on^h ^ sToVotj^i« te«" 
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findings and statistical data a number of methods for the 

prevention, detection, and treatment of psychiatric disorders 

which may be indigenous to USAF personnel in Southeast Asia. 



139 



Instruction Sheet 

Each subject will be handed a pack of cards containing 

^rtn^'S1í ®elf7referent statements. He will be asked to 
sort them into piles according to how well each statement 

likeßthiZeS him* He WÍ11 be required t0 distribute them 

No. of cards 2 

Scale value 0 

5 

7 

2 

8 

distribution"^^6 dlStribUted in a ^ced-choice quasi-normal 

By quantifying the self-description arrays it will be 

possible to correlate each subject's separate self-sorts and 

to correlate the self-sorts of both experimental and control 
groups. 

Each subject will perform three sorts: (l) Actual-self 
(as ! see myself , (2) Ideal-self (as I think I would like 

to be) and (3) Other-self" (as I think others see me). The 

personality trait responses will be derived from the Actual- 

Th« self-sorts will be quantified and correlation 
oefficients will be computed based upon an adaptation of the 

Hearson-product-moment correlation formula, 

r = NEXY - K± 

where 

and 

K1 = (EX)2 

Kp = NEX2 - (ex)2 

Adt’^ough £ correlations will represent the basic data of 
this study, a transformation of them to Fisher's z will be 

made so as to correct for the sampling errors of 7. 
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appendix a 

categouzatton 

ategory (trait) Self-ref.reni- --- 

— -—- 1* I enjoy sports. 

— - 2. I like responsibility. 

- 3. I hardly ever get upset. 

-- A. i look forward to new places and to 
meeting new persons. 

-- 5. I like to be independent. 

- 6* I daydream a lot. 

-- 7. I blush easily. 

- 8. I worry about catching diseases. 

-- 9. I am more sensitive than others. 

- 10. I enjoy parties. 

- U. I am not like other people. 

- 12. I think that I am just as good as any 
airman. 7 

-- 13, My feelings «.e not easily hurt. 

—- 14. I worry a lot. 

- 15. I prefer to be left alone. 

- 16. Life is a chore for me much of the time. 

- 17. I believe that a man should fight for 
his rights. 



18. 

19. 

20. 

21. 

22. 

23. 

24. 

25. 

26. 

27. 

28. 

29. 

I usually feel that life is worthwhile. 

I feel lonely and homesick when I am 
in a strange place. 

I depend on others. 

I have thought of suicide. 

I am calm and undisturbed most of 
the time. 

I am happy most of the time. 

I feel inferior to others. 

I sweat very often. 

I am a good mixer. 

1 like being an airman. 

I like to talk with others. 

At times I have felt that life was 
not worth living. 

30. I like to ask the advice of others. 

31. I feel weak much of the time. 

32. Life is usually exciting. 

33. Many times I feel alone and unimportant. 

34. I feel lonely a good deal of the time. 

35. I have trouble making friends. 

36. I like to meet people. 

37. I feel at ease in most social situations. 

38. I tend to withdraw from others. 

39. At times I feel superior to other 
persons. 



40. I do not sleep well. 

41. I usually try to hide my feelings. 

42. 

43. 

44. 

45. 

46. 

47. 

48. 

49. 

i can usually solve my own problems. 

I am a friendly person. 

I adjust quickly to new situations. 

I like to daydream. 

I usually find it hard 
on a new task. to get started 

i make friends easily. 

»cUvuÎeV01" Ín "“ny di{Urenc 

I can adjust to Just about anythlug. 

50. 

51. 

52. 

53. 

54. 

55. 

56. 

57. 

58. 

59. 

60. 

I feel equal to my friends 
gence and emotion. in intelli- 

At times I feel like breaking things. 

I sometimes feel that I about to 
go to pieces. 

Things are always wrong with me. 

My Judgment is as good as it ever was. 

In the morning 1 usually wake up 
feeling fresh and rested. 

I think that I am a well-adjusted 
person. 

I hardly ever worry about my health. 

I am confident of my abilities. 

I cry easily. 
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61. Deep down I feel unsure of myself. 

62. I can be depended upon. 

63. I ¿im self-confident most of the time. 

64. I feel uneasy most of the time. 

65. I prefer to be alone. 

66. I do things slowly and without worry. 

67. Some days I'm nervous aU the time. 

68. Life is a mistake for me. 

69. I feel that other people do not under¬ 
stand me. 

70. I think that I am quite independent. 

71. I am a nervous person. 

72. I have no real problems. 

73. I need friendship and understanding. 

74. I like to be the leader in sports and 
other activities. 

75. I like to tell others about my problems. 

76. Many times I feel weak and dizzy. 



APPENDIX B

INSTRUCTIONS FOR JUDGMENTS OF PERSCmLITY TRAITS 
^CHARACTERISTICS)

The statements contained below are self-referent 
verbalizations elicited by persons undergoing psychotherapy.
I would like you to cat«>gorize each statement into one of the 
listed personality trait areas (characteristics), according 
to the definitions cf the traits which lie within tho theo­

retical frame of reference contained below.

The judgments are to be based upon Carl Rogers's theory 
of personality and behavior. This theory is basically phe­

nomenological in character, and relies heavily upon the 
concept of the self as an explanatory construct. It pictures 
the end-point of personality development as being a basic 
congruence between the phenomenal field of experience and the 
conceptual structure of the self.

Rogers postulates that every individual exists in a 
continually changing world of experience of which he is the 
center and that the only person who fully knows his field of 
experience is the individual himself. According to this 
proposition, the person is the best source of information 
about himself and the best vantage point for understanding 
the behavior of the person is from the "internal frame of 
reference" of the individual himself.

The major portion of the personality trait areas listed 
below are derived from the postulations of Rogers's theory of 
personality. The balance of the trait areas are those selected 
by this writer on the basis of homogeneous characteristics of 
the item population.

Please read the definitions of the personality traits 
contained on the attached page. After you have completed 
this step, briefly peruse the- list of PSYCHOTHERAPY PATIENTS' 
SELF-REFERENT STATEMENTS.

You are now ready to categorize the statements. Read 
each statement, then decide into which category or categories 
you think it should be placed. Place the c^ltegory designation



that you have selected in the space provided immediately to 

the left of the item. For the purpose of brevity each trait 

categóry may be designated according to its numerical place¬ 
ment on the list of "Definitions of Traits," as 

Self-acceptance = 1 

Independence s 2 

Self-rejection s 4 

Examples : 

Statement 

1* I am a generous person. 

2. I do not depend on others for advice. 

3. Things are always wrong with me. 

146 

ÉÉJÉÉflMIMriÉIÉi 



T maamm 

i 

appendix c 

definitions of traits 

Favorable adaptations to life situations: 

Self-acceptance = Viewing oneself and reacting to 
tbe fieid of experience as a person of worth, worthy of respect 
rather than condemnation. The perceiving of one's own feelingl 

8°Cial and ?ersonal experiences without distortion 

tfrmÎeoÏa^ 8en80ry 3nd being comfo^able in acting in terms of these perceptions. 

2. Independence - Viewing oneself and reacting to the 

°a eXPerience as bein8 mo« s-lf-governing, self-regula¬ 
tory and autonomous and away frcT control by external forces. 
The perception of one s own standards as being based upon his 

of otLT eTVie:Ce' ratïer th3n Up0n the attitudes or desires 
* (Tbe behavior of the organism is more spontaneous, 

e expression of attitudes are less guarded. The individual 
feels he or she is his or her "real" self. 

3. Good emotional self-control ■ Viewlnp nrii.roi f anA 

reacting to fie field—exp*rie„ce is being J.,Znt to 
cope with the affective aspects of life. Most of the relevant 
sensory experience is present in awareness. Sensory impulses 
are accepted and channeled by the self-structure without un¬ 
due strain or anxiety. 

Unfavorable adaptations to Ufe situations: 

.. , . |gÀf reject ion . Viewing oneself and reacting to 
the fieid of experience as an unworthy person, dissatisfied 
with oneself, worthy of c< demnalion or disrespect and char¬ 
acterized by feelings of unpleasantness and dejection, con¬ 
comitant with a lowering of the vitality and functional 
activity of the organism. 

f. . . 1' -ePandence = Viewing oneself and reacting to the 
field of experience as being influenced, sustained, or sub¬ 
jected by external torces for regulation and support. The 
ehavior reflects a lack in autonomy and spontaneity. 
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6‘ Poor emotional self-control = Viewing oneself and 
reacting to the field of experience as lacking in competence 

to cope with the affective aspects of life. Much of the 

relevant sensory experience is not present in awareness. Re¬ 

actions to sensory impulses and external forces are character¬ 
ized by tension, strain, or anxiety. 

"Other" adaptations to life situations: 

^• Withdrawal ; The retreat or moving away of the 

organism from what is perceived a? a threatening or anxiety- 

provoking object, force, or experience. Also the gratification 
of the organism's needs and the reduction of tension by 

vicarious experience, as substituting fantasy for reality. 



AIR FORCE PSYCHIATRY IN VIETNAM 

Larry Morris 

1966 st ÍL aÎ Z87 u try ln Vietnam bfi8an in raid-Febniary 
IftL II I I" !°r?e hOSpltal &t Can' Ranh Eay only 4 weeks 
ií I IÍk bí8t0ric inoeption as the first Air Force hospital 
in a combat zone. Until this time, all psychiatric casualties 

Cllrk ¡¡Lthe An”y ln ■,ietnam and by hospitals at 
Clark and Tachikawa Air Bases. The arrival of a sinale Air 
Force psychiatrist marked the beginning of an in-country Air 

Rrni;Vreatn,ent pr08ram- The hospital facilities at cJ 
Ranh Bay were primitive with simple tents used for wards 

*^ y aud 8ecluded Place 8erving as an office fo^ 
- VeWÍnf¿ WaS n° trained Psychiatric staff. Not 
ntil 6 months later were air-conditioned Quonset huts, 

clinics and psychiatric staffs available. With these 
inauspicious mean!., the department provided support for all 

and i^r Utie8 ^ 8 bod* ” ^,000 lei 
îoeistîc men í0n’ ^ ^ 15 *000 ^ Sneers and logistic men in surrounding area. 

and 990T«írníííer^de8Cr,Íbe8 °Ur ob8ervatlons of 300 inpatients 
oeriod^ î eV8luated durin8 the first 9-mcr.th 

BrrFi :n: ^ w- 
uabrclla or in any shaded place where there was a breeze 

bullt ln “■>“ there are .bout“ix 

ííe th' dIiPen‘*ry' the »"0 

h-ri Kr0m ííe °Ur PurP08es flnd therapeutic goals 
had to be well outlined. In keeping with the principle of 
managing mental casualties within the theater of operatioí 
al! patients were scheduled for treatment on a "heie and 
now" basis, „hat „»old onr goals be? In this s.tmg of w.r 
the principal aim of treatment centered on the welfare of 
the miHtar)! unit, and the therapist had to regard the needs 
of his patients as secondary to the needs of that mÜnV 

^here Di8p08it:ion t0 duty ««s of paramount importance if 
there was any reasonable hope that a man could fulfill his 

12-months conmitment in Vietnam, At the same time, psychotic 
patients whose illness offered little or no hope for return 
to military duty would have to be identified, stabilized, 
and evacuated. Among nonpsychotic patients, however, this 
meant that a man might be returned to duty whether or not he 
had completely recovered from his illness; yet an early dis¬ 
charge could cause an exacerbation of his illness. The 
problem of deciding how long a man should be hospitalized 
before making a final disposition was simplified by con¬ 
sidering the normal 12-month tour. Essentially a patient's 
treatment would be continued until he was judged fit for 
completing his tour or, if this was seriously questioned, 
until no further improvement was to be expected and then he, 
too, would be discharged for a trial of duty. In short, 
nonpsychotic patients would be given every opportunity to 
complete their tour even if this required prolonged hospital¬ 
ization, a change in assignment, transfer to another unit, or 
readmission to the hospital. Whenever there was reasonable 
hope, the urge to evacuate the acutely ill nonpsychotic 
patients would be resisted until all forms of therapy had 
been exhausted. This philosophy had further implications 
when considering the man's family, his career, his financial 
basis, and his honor, to say nothing of his mental health 
which was already compromised. Furthermore, this policy made 
clear to his peers on duty that the psychiatric escape hatch 
did not exist, and this in turn closed the flood gates against 
a group of poorly motivated men and who otherwise might have 
become casualties. 

As we went along, it was remarkable to discover the 
extent to which our policies became known throughout the 
country. So often we found patients evacuated to Cam Ranh 
Bay with a foreknowledge that their problems would be met 
immediately. Even before seeing the therapist, the patients 
had, in essence, initiated their own treatment and taken the 
first steps toward recovery. What caused these men to be¬ 
come casualties? While it is generally known that ahell 
shock, battle fatigue, or what is referred to now as gross 
stress reactions, ire not seen in large numbers in Vietnam, 
it is not lully appreciated that equally acute and severe 
psychiatric problems do occur and that by and large they are 
adjustment problems. A few of our patients were exposed to 
hostile fire and suffered gross atress reactions, but for the 
most part they were noncombatant. While it is easy to 
recognize the stresses inherent in exposing a man to enemy 
fire, it is at times difficult to understand the stresses 
encountered by a noncombatant in the same area of operation. 
The stresses peculiar to Vietnam are those inevitably present 
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AIR FORCE PSYCHIATRY IN VIETNAM 

Larry Morris 

1966 st ÍL aÎ Z87 u try ln Vietnam bfi8an in raid-Febniary 
IftL II I I" !°r?e hOSpltal &t Can' Ranh Eay only 4 weeks 
ií I IÍk bí8t0ric inoeption as the first Air Force hospital 
in a combat zone. Until this time, all psychiatric casualties 

Cllrk ¡¡Lthe An”y ln ■,ietnam and by hospitals at 
Clark and Tachikawa Air Bases. The arrival of a sinale Air 
Force psychiatrist marked the beginning of an in-country Air 

Rrni;Vreatn,ent pr08ram- The hospital facilities at cJ 
Ranh Bay were primitive with simple tents used for wards 

*^ y aud 8ecluded Place 8erving as an office fo^ 
- VeWÍnf¿ WaS n° trained Psychiatric staff. Not 
ntil 6 months later were air-conditioned Quonset huts, 

clinics and psychiatric staffs available. With these 
inauspicious mean!., the department provided support for all 

and i^r Utie8 ^ 8 bod* ” ^,000 lei 
îoeistîc men í0n’ ^ ^ 15 *000 ^ Sneers and logistic men in surrounding area. 

and 990T«írníííer^de8Cr,Íbe8 °Ur ob8ervatlons of 300 inpatients 
oeriod^ î eV8luated durin8 the first 9-mcr.th 

BrrFi :n: ^ w- 
uabrclla or in any shaded place where there was a breeze 

bullt ln “■>“ there are .bout“ix 

ííe th' dIiPen‘*ry' the »"0 

h-ri Kr0m ííe °Ur PurP08es flnd therapeutic goals 
had to be well outlined. In keeping with the principle of 
managing mental casualties within the theater of operatioí 
al! patients were scheduled for treatment on a "heie and 
now" basis, „hat „»old onr goals be? In this s.tmg of w.r 
the principal aim of treatment centered on the welfare of 
the miHtar)! unit, and the therapist had to regard the needs 
of his patients as secondary to the needs of that mÜnV 

^here Di8p08it:ion t0 duty ««s of paramount importance if 
there was any reasonable hope that a man could fulfill his 

12-months conmitment in Vietnam, At the same time, psychotic 
patients whose illness offered little or no hope for return 
to military duty would have to be identified, stabilized, 
and evacuated. Among nonpsychotic patients, however, this 
meant that a man might be returned to duty whether or not he 
had completely recovered from his illness; yet an early dis¬ 
charge could cause an exacerbation of his illness. The 
problem of deciding how long a man should be hospitalized 
before making a final disposition was simplified by con¬ 
sidering the normal 12-month tour. Essentially a patient's 
treatment would be continued until he was judged fit for 
completing his tour or, if this was seriously questioned, 
until no further improvement was to be expected and then he, 
too, would be discharged for a trial of duty. In short, 
nonpsychotic patients would be given every opportunity to 
complete their tour even if this required prolonged hospital¬ 
ization, a change in assignment, transfer to another unit, or 
readmission to the hospital. Whenever there was reasonable 
hope, the urge to evacuate the acutely ill nonpsychotic 
patients would be resisted until all forms of therapy had 
been exhausted. This philosophy had further implications 
when considering the man's family, his career, his financial 
basis, and his honor, to say nothing of his mental health 
which was already compromised. Furthermore, this policy made 
clear to his peers on duty that the psychiatric escape hatch 
did not exist, and this in turn closed the flood gates against 
a group of poorly motivated men and who otherwise might have 
become casualties. 

As we went along, it was remarkable to discover the 
extent to which our policies became known throughout the 
country. So often we found patients evacuated to Cam Ranh 
Bay with a foreknowledge that their problems would be met 
immediately. Even before seeing the therapist, the patients 
had, in essence, initiated their own treatment and taken the 
first steps toward recovery. What caused these men to be¬ 
come casualties? While it is generally known that ahell 
shock, battle fatigue, or what is referred to now as gross 
stress reactions, ire not seen in large numbers in Vietnam, 
it is not lully appreciated that equally acute and severe 
psychiatric problems do occur and that by and large they are 
adjustment problems. A few of our patients were exposed to 
hostile fire and suffered gross atress reactions, but for the 
most part they were noncombatant. While it is easy to 
recognize the stresses inherent in exposing a man to enemy 
fire, it is at times difficult to understand the stresses 
encountered by a noncombatant in the same area of operation. 
The stresses peculiar to Vietnam are those inevitably present 
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M Îïdjf6 i' ‘Jr‘Pld '"O'’111“':!»'' »£ «m and materiel In 
an underdeveloped tropical countrv; particularly these men 

fnth „e„Ía hlP‘ °f Ï°PLCI11 hMt ‘"d '»“‘^tyy: rat! Id, 
«ír«’ nol®e* overcrowdln8. fatigue, and the more subtle 

!nDr¿dir^Kni80r8anÍZati°n’ Privation. inconvenience, delay, 
unpredictability, and mcnotony, Moreover there were the 
exacerbations of being shifted about, of beirTpoorly 

dlneS« ’MrK°f n° assi8mnent at all. There were 
Finfn re<luir®d constant vigilance and alertness. 
FinaHy there was the frustration of family separation of 
having to cope with marital, financial, legal, or other’ 

was íeq^reí61"? a,far- SOme emotional adjustment 
to alter th^ T man’ / almOSt nOChin8 ^ be done 

u envlro‘lmen,: and escape, of course, was im- 
caoac 11V*nfWfK.”6ra c',nstantly pressed with the remarkable 
but we LnH a T6" Vletnam to adaPfc t0 these stresseri , 
but we wondeied in what way those who became casualties were 

or haÍvrSed'’Perhfí>8 haVin8 a lowered resistance to stress 
i-h*^ * 8 * 8°‘called breaking point. However, we observed 
tlwt many patients showed little or no evidence of predis- 

p^ition, and many apparently neurotic or unstable personal¬ 
ities never became casualties. 

Rather than rely on broad generalizations, we 
explained our patient's illnesses more successfully by 

-individualizing and paying attention to the specificity of 

the traumatic episode. Our efforts to be specific wit£ 

cause-and-effect mechanisms were eventually rewarded for 

toenJnÍÍ°Uí "!Ur0t,ÍC and characterological problems began 

shoTte™ Tf! ! Ín UnÍqUe etiol°8ic Patterns to which 
these pa«ern8Cof ní aPy T\eaSÍly aPPlied- s«"e of these patterns of illness and their treatment will be 

discussed shortly. What were our findings? Among 300 in- 

r-th!rdS Uere Alr FOr« > And^cne-third 
Army, 85¾ Caucasian and 15¾ Negro. As one would expect, 

H °U/ patie"t:8 were y°un8 Army draftees or airmen with 
less than 4 years' active duty. Yet it is interesting to 

men^PíOP^í 0n,°f NC°,S- Correspondingly, a number of 
men in their 20 s, 30's and 40's in the supergrades of 4 
E-8 c were seen but no E-9's. A small number of officers 

This smn T 9 bheSe Were Pilots °r other crewmembers. 
Icreen“* V** PfrSOnnel bespeaks the excellent 
screening, training, índ morale of these men. About half of 

our patients had 8 or more years of active duty líerfare 

some interesting findings to be examined. The chart shois 

tÏmeT theîr ^ .thS.pat Í3ntS ^ spent in Vietnam at the 
^1 f e r adl^^sslon> no month in a man's 12-month tour is 

completely free from psychiatric problems; ,ven in the last 
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few weeks, but there are peaks of increased incidents during 
the first month, the 4th to the 6th month, and the 9th month. 

The first peak corresponds to the initial adjustment period 

when large numbers of characterologic problems result from 

failure of early adaptive mechanisms. For example, passive- 

dependent patients found family separation intolerable; 

compulsive individuals often reacted violently to the dis¬ 

organization of their life in Vietnam, and persons with 

schizoid traits often found that they could not escape the 

ever-presence of other people and withdrew. During the first 

phase, emotionally unstable individuals were vulnerable to 

the entire range of stresses, and those who volunteered for 

duty in Vietnam to escape personal problems often found 

their dilemma compounded. The next critical phase in the 

tour is the period just preceding the half-way point-- 

particularly the 4th month where there is a high incidence of 
those individual,' who effected an initial adjustment but 

seemed to despaii.at the prospect of fulfilling their tour. 

Unable to see the end, they develop profound depressions which 
are often shared by their spouses at home. Once the 6th 

month mark is reached, they can finally see over the hill or 

emotionally accept the fact that Vietnam is not forever and 

their symptoms, along with those of their spouses, are re¬ 

solved. We dubbed this phenomenon the four-month syndrome, 

and a more detailed description will be given later. The ' 

second half of the tour is much less perilous. A small curve 

centered on the 9th month is noted; this time corresponds 

to tha admission of a few pilots, gunners, and a few other 

flying personnel who are reacting in a variety of ways to 
their accumulated stressful experiences. 

Before discussing treatment and results, a cross 

section of the type of problems we met needs to be presented. 

One-third of our patients were diagnosed as having a primary 

characterologic or behavioral problem. These patients were 

commonly reacting with sleep disturbance, loss of appetite, 

innervation, anxiety, and depression and were referred by 

their supervisors because of their inability to function and 

because the basis of their problem appeared to be psychiatric 

and not adninistrative. Although the neurotic symptomology 

may have been prominent, a character disorder clearly under¬ 
lay the clinical picture and needed to be distinguished 

from a true neurotic reaction. Because they were incapac¬ 

itated, early discharge meant certain administrative 

separation in Vietnam; thus they were treated in the hospital 

as full-fledged psychiatric casualties but with the clear 

understanding that disposition to duty would follow. Psycho¬ 

neurotic reactions comprised 22Z of all patients, and these 
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easBS were largely depressive reactions or acute aggravations 

0 *hronic ““iety states. Three conversion reactions along 
with several dissociative reactions were seen. Over 9% of 

patients were chronic alcoholics with an unusually high 

incidence of acute alcoholic hallucinosis; 15.7¾ of the cases 
were psychotic reactions-mostly cases of an acute schizo- 

p renie process which had not been observed before, although 

we a (knitted at least 5 Army patients with a past history of 

an acute psychotic break; 11¾ of tl* petients were diagnosed 

î"«*!!1!!8 an adult situatlonal adjustment reaction; and only 
2,3¾ had a gross stress reaction. A few organic brain 

syndromes, psychophysiologic reactions (m-;atof these being 

neurologic problems) , and miscellaneous problems comprised 

e remaining cases. Besides the department's extremely 

limited resources of personnel, structures, drugs, supplies 

and recreation facilities, a «.imple and effective treatment’ 
program was begun. Essentially, the major factors were 

removal from the stressful environment, rest, sleep, work 

therapy, heavy reliance on medication, and at times, a slight 
improvement in physical comforts. At times, of course, 

there was a decrease in the physical comforts that affected 

® P8ychoth«raPy- Every effort was made to 
individualize and concentrate on the etiology of each man's 
illness, allotlng time for each patient according to his 

needs. This time varied from one hour per week for most 

patients and to as many as thrre hours weekly in a few cases. 

The use of short-term individual psychotherapy allowed 
specific conflicts to be identified and attacked. Among 

patients having characterologic or behavioral problems, we 

discovered that however sick they appeared on admission 

almost all could be salvaged for full duty. The most chal¬ 
lenging subgroup was that of the passive dependent or 

clinging personality who presented with acute anxiety and 

depression inmedlately upon arriving in Vietnam. The primary 

vulnerability in Vietnam seemed to be family separation which 
frustrates a lifelong pattern of clinging in an infantile 

maimer to wife or parents. These patients viewed their 

problem as their family's desperate need for them to be home 

when in reality this was a projection of their own profound 

nee to be with their family. Most of them were career air- 

?C0 8 Wlth out8tandlng records and high levels of 
skiK who had never before faced the trauma of family 

separation. Many of these men had 8 or more years of active 

duty; 6 had over 14 years and 2 had over 16 years of active 

duty. Most patients were admitted during the first six or 

eight weeks of their tour in Vietnam and a few scattered out 
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in the rest of the tour. Some patients spent as long as 60 
to 70 days in the hospital. 

The following case demonstrates the severity of this 

reaction and the emotional adjustment which can be made if 

hospitalization is continued. The patient was a 32-year-old 

married Caucasian technical sergeant with 14 years' active 

duty and 11 days in Vietnam. He waa admitted for treatment 

of severe anxiety and depression. Shortly after his arrival 

in Vietnam he developed sleep disturbance, headaches, loss 

of appetite, weight loss, and progressive symptoms of hyper¬ 

ventilation, dizziness, syncope, tremulousness, and maudlin 
episodes. He could offer no explanation for his symptoms 

but stated that his family needed him and that he was com¬ 

pletely unable to function. Past history revealed a reversal 

of the usual husband-wife relationship. On examination he 

appeared pale, thin, withdrawn, anxious, and became tearful 

in response to questions about his family. Severe anxiety, 

depression, and marked passive dependency were evident. He 

was treated with sleep medication and a variety of other 

medicines, but there was no improvement. The simple mention 

of his wife's name would provoke a lengthy crying spell and 

a desperate appeal to be evacuated. Severe weight loss and 

persistent anxiety prompted the use of sub-shock insulin, and 

at the same time he was Interviewed frequently in an effort 

to bring out his passive dependency and to get him to accept 

the reality in the tour. He was motivated to return to duty, 

and after 36 treatments with insulin and 10 weeks of hos¬ 

pitalization, he was returned to his unit where he functioned 
adequately according to a report received 3 months after 
discharge. 

Emotionally unstable Individuals who are vulnerable 
to the ordinary stresses of everyday life at home, not to 

mention the hardships of Vietnam, show little potential for 

improvement in the hospital and, once identified and stabi¬ 

lized, they were all discharged to duty. Less than a half 

dozen of these men were recommended for administrative 

separation as many could effect a borderline adjustment. 

Strongly compulsive individuals often had a difficult tour 

as there was littLe they could do to control or alter their 

environment. Those who became our patients usually required 

extensive treatment to promote some growth in insight before 

they could accept the inconsistencies of their life in 

Vietnam. Among all admissions, 207. presented with symptoms 

of alcoholism, and about half of these patients were primarily 

chronic alcoholics. They were generally in an older age 

group and were career men. Of these adnitted, 8 presented 
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with acute alcoholic hallucinosis and 3 >ad D T •» p n 

zir :r p-y'^' 

Anonymous program was establiahed at’cM^ânh Z AIcoh<,1Ic* 

paciente were readmitted The fly 3 °ut.<>f 28 “'tohoHc 

depressive re.ctl„„ occu„i"he.rf~nr;"“ ,yn^'"' “ * 
apparently related to the lenath /0Urth month and la 
current depression of the iL'î' t0Ur *nd t0 ‘ 

recognise that the loss of her'hulhand íâ‘t t0 
prepare, herself f„r permsne't lo.sTy 

reached! .^^"«^erTha"“^- °"Ce ^'^^"Lth is 

talh and depr^^fe^e^sa^e.'r"4 u'!,8^ dIrrC‘ 
carry the patient In supportive th£r!nC ‘“f0««« to 
and to resist the demanda Hia ►d ^ during this period 

Mediately to t0 80 

profoundly depressed patients Thi! ’ ? 4 ° them Were 
syndrome at this noint- Ti,d ’ fc^e ^our_Inonth 

of 36 patients o/aboít half^f^1!60 aPProxlmately 1« out 
get some idea of the inri* rUr dePre8sive reactions. To 
Klents,l«*a^£d“.'; ^ Ptcdl.po.lng factor. 1„ „„r 
characteristics of our denreaaoH1 t0 1 and the Per80nality 

had no partlcular^redisposltlo^but ÏÂ^dV“' 
some character disorder tra^^n• i«; th8t 60* did 

either obsessive-compulsiveness or L««rt%°r 4°7* disPlayed 
again demonstrates a^lnerabilitv P88®¿ve_d®Pendency ^ich 
the stresses in Vietnã wí í Y the8e individ^ls to 

all cases and occurredt ^^°°8 C0mPri8ad 10¾ of 

Usually these men suffered ^^degre'e^of 

^ - Xr.hloî ttîH r nÆiy r1:! r; ““ 
warn eventually evacuated. 
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were treated with short-term psychotherapy and Amytal inter¬ 

views resulted in the complete disappearance of their symp¬ 

toms. Efrly and vigorous treatment was thought to be the 

main factor in the rehabilitation of these men. 

Forty-four patients with psychotic reactions were 
treated. They were comprised of 39 schizophrenic reactions, 

1 manic depressive psychosis, and 4 psychotic depressions. 

As mentioned before, 5 Army men had previous psychotic 

reactions. Our psychotic patients were too sick to be 

evacuated quickly, especially Army personnel whose illnesses 

were not called to our attention until psychotic symptoms 

had been present for weeks or months. It was our policy to 

stabilize all of these patients over a 3- or 4-week period 

prior to evacuation. Management of hallucinating or agitated 

patients was difficult in an open ward tent hospital, but no 

serious instances occurred. Situational adjustment reactions 

saldan presented any management problem, but with removal 

from the environment alone, most of these patients became 

asymptomatic in a number of days. The gross stress reactions 

which occurred in our pilots were not caused by any single 

traumatic episode but rather by the accumulation of their 

stresses over a long period of time. The primary presenting 

symptom was anxiety. Time, rest, and removal from the 

environment by themselves had a very beneficial effect; never¬ 
theless, some loss of self esteem remained, and it was 

important to carry the patient in therapy for at least 4 or 

5 weeks in order to restore his confidence in his flying 

ability. What was our salvage rate? Among psychiatric in¬ 
patients, 807. were discharged for duty; 17% were evacuated; 

and 3% were recomnended for administrative separation. 

Because of the lack of comnunication in Vietnam and the short 
time left for lengthy followups, the true percentage of 

salvaged patients is not known; but judging from a few long 

followups and the absence of réadmissions, the true rate 

should be very close to 80%. The averaÂé length of hospi¬ 
talization is about 30 days, but a large number of patients 

required ó0 days and occasionally 70 days. Fifty-one 

patients were evacuated--21 Air Force, 29 Army, and 1 Navy 

patient. Among evacuees, 80% had schizophrenic reactions, 

the Army contributing the larger share. Six patients had 

psychotic depressive reactions; 3, anxiety reactions; 1, 

gross stress reaction; and 1, organic brain dysfunction. Of 

all Army inpatients, 29% were evacuated, and among Air Force 

inpatients only 10.2%. Thus Army patients were evacuated at 

a rate three times that of the Air Force patients. Among 

990 outpatients, the same pattern of early adjustment 
problems, later depressions, and anxiety reactions were 
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observed. Patients were seen weekly or 1 
as necessary. ess often as long 

sveetheartr^r^L"'"'1’’' °! J<,hn" ^ Otters fr™ 
tu d 1 prompted the visits of many of these 

men The director of the local Red Cross stated that 5 or 6 

alone^and^hi^high^number'was^lsc^reflected^in 0^^000- 

^ort“n^mor^tLbL\^orhaL1^:a^tnditfL^ande” 

emotionally unatable, the antisocial, the passïvê-IèareasIva 

^"ZZTZii íaha0«i„tInf„:dUreSÍS> the “‘“'’o1 “ 'h»- 
dependency, P-ive- 

approxlmately'^two'thl6^* T»'"“ h51 »e'e't't 
file which ll : I * °f Army men were 8iven an S-4 pro- 

se «.lí™ ‘ i U „1 "íe-'thSTtí:«'^^1'’1“"'^6 
seen were given this orôfií. a h Í Force Personnel 

nutnomhereStheii^nS^VSC^eT“:^!^? 

or^^r^peto’ö^r101 "“tur'ty 

DISCUSSION 

DR. ladies, and gentlemen, I found this 
p entation fascinating because it awakened many poi- 

Senfirst0rie\°f WOrld War 11 and the day when I was the first psychiatrist in the Southwest Pacific. You 

ward andWthS ^11 the difference betwee - the closed 
thl %°Pr Wa ’ because a sheet hung right in 
the middle of the corridor; so you could see that there 

shLt° íÍCUlty ln determ¿ning on which side of the 
adm^r disturbed patient should be. I 
admired their approach to the treatment. It was the 
immediate-the here and the now. in light of Capt 
Morris s experience, I am reminded of Barbara Hutton's 

toVdô HhrÍKnd> “ï0 Sald’ k"°“ 1 am snppLêd 
to do, but the problem is how to make it interesting " 
Wn note thnt they did look very crefully, Se^íne^ 
the magnitude of the problem, and decided what to do 

™eduty »e« LTÍ l’e0Ple rlSht aUay and return ^ to duty. There has been an interesting history so far 
as treatment of NP casualties, as we used to call them. 
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Is concerned. You know, we learned about this in World 
War I, but we forgot it completely. 

When I first went to Australia 1 remember very 
well an old Aussie telling me his experience in the 

trenches during World War I; he encountered a young 

buckaroo coming back. He was tremulous, speechless, 

retching, bespattered with mud. This old Aussie said, 

Good heavens, man! What's happened to you?" He 

answered, "Aye, sir, it's been a bit of a botch." 

The Aussie said, "Have you >een under fire 
long?" 

"Not at all, sir." 

"Any of your comrades killed?" 

"No." 

"Well, damn it all, what do you think you ought 
to do' " 

He said, "I say, sir, I ought to go to the 
hospital." 

"But we have no vehicles; we can't take you 
back. Do you think you could walk back to the 
hospital?" 

He said, "Aye, sir, that I do." 

He said, 'Veil, stone the ruddy crows! It is 
a shorter distance to the front lines. So you walk 
there, and you are going to no hospital." 

Well, you know in World War II we started out 

assuming that everybody who became emotionally disturbed 
should be discharged, and we got to the untenable 

position in August of 1943 of discharging more people 

because of neuropsychiatrie difficulties than we were 

inducting into the Army. Someone decided this was a 

foolish way to run a war; so the trend was reversed. 

Then came the Korean war and Col. Peterson, Col. A1 

Glass, and many others were instrumental in setting 

up a very definite proJect--treatment program, rather. 

They treated these individuals immediately; the psy¬ 

chiatrist was right behind the front line and, indeed, 
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he was almost a part of the outfit. The soldier vho 

was disturbed was brought there. He was kept comfort¬ 
able by being given primarily clean clothing, hot 

coffee for 24 to 48 hours, and then somebody sort of 

reviewed life with him and pointed out that life is 

strife, and there is only one place to go and that's 

back to the front because it's a long, long swim back 

to Tachikawa and nobody's going there by boat. Now 

they returned practically every man back to the front 

lines in Korea, as many of you know, and a fascinating 

study was made by Dr. A.1 Glass and his colleagues. 

They took a large group of these individuals who had 

become frightened and distraught from an emotional 

point of view and compared them with a control group-- 

those in the front lines--and they compared their 

efficiency rating. You could almost superimpose the 

curve of those individuals who had been treated for 

24 to 48 hours over the curve of the men who had not 

been returned because of an emotional episo ]e at all. 

In other words, with reassurance, with some rest, with 

encouragement, they were able to perform perfectly well. 
Evacuating an individual is often attended by a sense 
of guilt, as many of you know. 

There was a different kind of cold war in Europe 
I remember making a trip for the Surgeon General of the' 

Army about 8 or 10 years ago. A tremendous number of 

peptic ulcers had developed at that time. Col. Palmer 

an internist, an excellent gastroenterologist, felt that 
these were very largely brought on because of stress and 

the more attention that you paid to them, the more 

i ficult it was to treat them; so when an individual 

wouldcome in with a peptic ulcer, they would say to 

him, Gee, you got some trouble with your stomach?" 

"Sure have." 

"What would you like?" 

"Got some medicine, doctor?" 

"All kinds of medicine. What kind of medicine 
would you like?" 

Anything that is good for me." 

'Veil, all kinds of things are good for you. 
Here, I 11 give you a bottle of this." 
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"How should I take It?" 

"Oh, take it by mouth." 

"How often?" 

difference.'"*8 °£te" 88 ^ “V 

"Should I come back 

"Good heavens, no! 
ulcer. Away you go." 

to see you?" 

Loads of people have a peptic 

So he felt better, and interestingly enough a 
tremendous number of these individuals did not return- 

they did not have gross bleeding of the ulcer and did’ 

not perforate; so here was a different kind of problem 

Wa!’ a® it: Were’ and the Wfly it: was treated. 
Q„fhink here that the results were excellent and that 
807. were returned to duty. In light of the experiences 

of the past, I would not hospitalize many of these 

people at all. I would treat them very quickly by 

reassurance. I would certainly give them a very lim¬ 

ited amount of medication. I think the more one puts 

an individual in a very comfortable, quiet setting 

the more difficult it is to return him to duty. ' 

Mr. Chairman, I had the undeniable reputation 
of being one of the worst psychiatrists in the South¬ 

west Pacific area because the 4th General Hospital was 

set up in Melbourne. Each new hospital that came over 

was located farther and farther north. So by the time 

I got some of these individuals back from New Guinea 

everybody else had passed them over, and I think I * 

returned some, but less than 107. to duty. The consul¬ 

tant, on one occasion, took me to task for this, but 

fortunately I did not take his evaluation too seriously 
I wasn't unstrung by it. 

The individual who attempted suicide repeatedly 
reminds me of an experience two years ago when I made 
a trip to Europe for the Army. A young captain in 

Nuremberg was completely undone by the repeated ad¬ 

mission of adolescent people and young people because 

of suicidal gestures. They were coming with their 

wrists slit, with scratches on the neck, and going out 

with bandages and with return to the OPT for followup. 

160 



Well, he finally got tired of this, and he said, "I've 

seen the last of these characters. The next g»y that 

comes in with his arms slit, if it is Just dangling, 

don t admit him. If it is off, then bring him in, 

but I am sick and tired of it." He had been admitting 

about oie a day--more than 30 or 40 a month. Curiously 

enough, they stopped coming; so I think that one can 
be much too permissive. 

I think, however, your idea of trying to indi¬ 

vidualize each person and determine what it is that 
is going on environmentally is excellent. I would 

question the statistical significance of those peaks 

because, as I saw that curve, the slope was pretty 

definitely downhill. True, they did occur in your 

depressive patients at the fourth month, but as an 

overall group it seemed to me that slope is pretty 

definite. So I wonder whether or not you could validate 

those peaks at the fourth and sixth months statistically. 

Another interesting thing about psychiatric difficulty 

during the war (although your figures did not bear this 

out) is that the psychotic rate remained pretty much 

the same. Several years ago, we did a study on thi. 

problem. Dr. Brill and Dr. Baiser remember the com- 

mittee; from 1916 right through the Mexican Campaign, 
World War I, peacetime, throughout World War II, on 

through the Korean Campaign, the number of psychotic 

individuals remained essentially unchanged for a given 

number of men in arms. I think that your figures here 

might be a bit misleading because of the small sample, 

but I would certainly agree that the grossly psychotic 

person should be evacuated, but I think personnel in 

each theater have to determine how to manage their own 
problems. 

It sort of reminds me of that little waitress 
in San Francisco a few weeks ago who had been working 

her head off trying to take care of everybody coming 

in. She was working topless, of course. As the early 

hours of Sunday morning came, she saw this gray streak 

of dawn. She said to herself, "I'm going over to the 

little Catholic chapel and have mass, and then go home 
and be done with this noise and fury." So she did. 

She very quietly went in the side door, and here w¡s 
this old Irish priest. 

He said, "You can't come in that way.1. 
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She said, "Well, I have a perfect right." 

He said, "Aye, that you have, lass, and a 

beautiful left; but you can't come in without your hat." 

I think you do have to determine first of all, 
what the problem is, whose it is, and what you are «ô- 

ing to do about it. I would certainly agree as to the 
maturity and solidarity in the fighting men of the Air 

Force; but Col. Tiffany, who is chief of Psychiatry in 

the Office of the Surgeon General of the Army, assures 

me that their psychiatric casualty rate is lower now 

than it has ever been--including Korea. How do you 

explain these things? How do you explain the differences 
in diagnoses and the kinds of problems that people 

develop during wartime? 1 think it is most difficult. 

But one can emphasize the efforts of fighting as they 

are doing in Vietnam now, with a definite cutoff time. 

You say, "You are here for 12 months, bucko, and you 

are going to stay." He knows that his time is very 

clearly spelled out; he knows that if anything happens 

to hin, he'll be helped--for example, in case of serious 

wound, a chopper will be there to move him out. I 

think these things are all much more supportive. I 

myself do not feel that excessive permissiveness helps 

the fighting man when he becomes emotionally disturbed. 

I think you can help him in a much more constructive 
way. 
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ASPECTS OF COMMUNITY PSYCHIATRY 

Donald K. Newman 

Although the program states that I will talk t-M« 
evening about "Community Psychiatry," I think it would be 
more accurate to say that I will sp^ak about "Psycïïatrv in 

small* in th* C®ntral Portlon the county.8 There is another 

end^rthírítrip^fÍaT1?*18 COncentra,:ed at the southern ena or tnis strip of land close to Palo Alto and a thir-A 

nortloT^r ln tW0 prlvate “nitaria in thé south central 
portion of t^ county. The psychiatrists are divided within 
this connunity into three separate groups: privée nsvcÏÎ 
atrists seeing patients in their office? the county ? " 
psychiatrists working in a variety of programs and the 

î2!hhiatïi8Îa worlcin8 in the two private sanitaria A lame 
irthl °f ^ C0Unty P^yohiatfiats also have private practices 
in the evenings and on the weekends, and theiî- prîvîtï 

DmotíC! 8eneraíly followa the pattern of otherVivíte 

patientsnalmÕithÍatiÍ8ÍS í” th* co,ni,,unity; that is, they saw 
patients almost exclusively as outpatients unm a * i 

sf.‘rí.ryCnhUCrlC nospital in San Mateo County in September of 1964. 

I left the Air Force in 1964 to go to work for 

"„Tí“1- ‘ 375;l,ed ho-Pltal for prlvllte 
patients. My job was to develop an inpatient service as a 
pilot program and work on the possibllîT. IT servlce as a 

4í:l,!d « • futo?, dot. íten rrÂ'ïti 

civilian llff Afí^rtíñr.n1'1!1’* dlf£er'I,t 
..varal nonti. Iré" Zzedt^T "MpItal f°r 
in it again. Instead of aettlna colJth"** 1 was rlght back 
coff.. id or Ratting together every morning for 

AÎr ptL .fn ff “ ,th* °ther P^y* 1clana cLpUln .bi 
tn. Air Fore, and th. cnlon.l, I no„ getting together 
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thí h™ CO/ V iistening to the complaints about 
the hospltai and the administrator which I later came to 

I fííZK!Wa! a"0th*r name for colonel. Our hospital is only 
a frw blocks from San Francisco Airport, and Instead of 

getting patients flying in from Korea via Air-Evac, I was 

eelng civilian patients found wandering about the airport 

'he Far^air8 TV" Camercial work »«aignmente all over 
-he Fay E«at- It was most painful when after havim managed 
o avoid all hospital alerts in the Air Force, I had my first 

hospital alert within one month after leaving the service. 

gradually becune apparent to me as I worked in the 
hospital community that the overwhelming majority of all 

emotionally ill people cared for in ouAonmJíy we«“eing 

Itl < 8°, y y nonPaychiatric physicians. In most cases 
the emotional content of their illness went unrecognized, was 

ignored, or was treated with medication and reassurance. 

Oftentimes these people were severely disturbed emotionally 

whírTTi1?! fntered wlth a di8S"t8ed diagnosis such as FUO^ 
which I had learnew in my medical school days meant fever of 

unknown origin, and which now had undergone a transformation 

to fatigue of unknown origin. When the nonpsychiatric 

physician called for help, he often had great difficulty 

reaching a psychiatrist who had time available v;ithout 

running through a list of three or four names of people he 

did not know. While the psychiatrist often felt that the 
request for his services was delayed until an emergency 

tlTuttVTJT as '»"»ng only to be ‘esJed .„d 

, u 1,1 the Patt*«'» emotional 
welfare prior to this time. 

When I arrived on this scene, I was not exactly 

wrf? ritha°Pen r®8- 1 reCa11 When 1 fir8t 8at d«« for 
lunch at the doctor s table how each man in turn said I was 

£rí,P?yu íaÍrÍ8t t0 eat at that table ln the years 
the hospital had been in existence. What the tone of his 

voice said was, "We've gotten along fine for ten years with¬ 

out you, and what are you doing here?" In time this pro¬ 

gressed to psychiatric jokes and laughing innuendos as to 
psychiatrists making something out of everything I 

aV0idad 80®ething out of the remarkable 
hostiiitjr I seemed to be experiencing at every turn. Meeting 

notices were often confused or not sent out. Rooms reserved5 

were often ignored. In such a situation to avoid discour¬ 

agement, I found myself relying increasingly on attempting 

to understand the feelings involved with my entrance on the 

hospital scene. I felt that the Air Force had prepared me 
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well for this assignment by exposing me to the extremes of 
passive aggressiveness in a syndrome often referred to aa 
'“The Sergeant." 

My first consultations were not as I had naively 
imagined--a call for professional help by a humble physician. 
Rather it came in the form of an invitation to disaster. 
Each nw- in turn brought forward his most difficult and im¬ 
possible case with not only no anxiety but with a great dea] 
of enjoyment. Again, survival called for understanding, and 
I was gradually able to recognize my initiation into the 
fraternity. I came to greatly respect the ability of many 
physicians to work with psychiatrically crippled people with 
little or no help. 

There was little dialogue between the nonpsychiatric 
physician aud the psychiatrist, especially if the psychiatrist 
worked for the county and had only a very limited number of 
hours available for private patients. If a patient required 
hospitalization, he was referred to one of the public or 
private facilities. These facilities all have a closed staff 
with little communication going on between the referring 
physician and the hospital psychiatrist. The fact that the 
referring physician might be a psychiatrist would be of some 
help; however, communications continued to be difficult. 
This often appeared to be the case even within the county 
organization where two psychiatrists were working for sepa¬ 
rate divisions within a single organization. Thus, the 
barrier between the inpatient psychiatrist and the outpatient 
psychiatrist was consistent throughout the coranunity 

As I worked within this community, I became increas¬ 
ingly aware of the extent of the Isolation of the medical 
and psychiatric communities. Vested interests, protection 
of professional areas, and theoretical conmitments were 
apparent with each move in planning and developing a psychi¬ 
atric program within the hospital. This was even more 
apparent with nursing personnel than with the physicians. 
We were clearly the new-born child with a host of jealous 
siblings. The hostility of the rest of the hospital made it 
difficult to avoid the pull toward isolation and protection, 
the newly constituted psychiatric staff feeling, "If this be 
war, why not fight." 

We were most fortunate in having on the plus side a 
number of major assets. There are a large number of excel¬ 
lent physicians and excellent psychiatrists in this emmnunity. 
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worLHffthe.u8yChÍatrl8t8 in prlvate Poetice have previou.lv 
the C0BI,aUnlty a«ency. and many of the members of^ 
the community agency staff are involved in private nraeMr. 
The hospital at which the psychiatric faciHty ‘a. lo ti 
Wn T^U‘! *" "lth « *<talnUtMtlon th^t ». 
tí WrV ï r I'11“1 *”■< 1-1 * cU«r c«-laL 
to th, 1«v.lop«„t of . psychiatric facility at th. h^luî? 

ref,ra„crP.1.tch'õfrÍ'r'‘,h‘Vl°e * llCtU 1i««t.nt fr«, of 
osvchírírío h f, ^ maJOr 8r0Up8 lnv°lved in the medical 
psychiatric conminity wanted a facility for psychiatric 
patients at Peninsula Hospital. Of course evervoi. hL m. 
own idea of wîuit that facility would accomplish “he^ítír 

and 248hW ^ 88 m°yln8 P8ycbiatry closerTS organic medicine 
and 24-hour medical responsibility. The private psy“i.íri!ts 

f0r 800d inpatient paycl.i«trincare for 
their patients where they could continue to follow the patient 

stigmat^thit1^^ the 8ame tÍme’ be8innin8 to break down the stigmata that had been associated with private sanitaria anH 
and public paychlarrlc faclllrl... Ih.?CoCl 
Health Service. Dl.l.lon of th. county the .ove a. the 
private «an taking «ore reeponelblllty for patient cere and 

c"owOPd.PdrÎ.“caïtÎ.°.r.t“tUre ^ ^Helr own n» 

unit of°i2 bed*t “é^d'c^/r'101’ *° lnp“tlent P«yohl«trlc 
-i tu W dld thl8 by converting a 20-bed medical 

dinina he. extra 8pace for occupational therapy, lounge 
ining, group therapy, and office space. This was to b« a ’ 

Pilot program so that for the skeptical onls L^g tîe stiff 
we would have a test of the feasibility of such i u^U it ’ 
ÍiÍht°biíÍa ' l0r 0ther8 lt ffieant a trial run 80 thet we 
tift w^ÍH6" rer8tand how to plan a Acuity and program 
ihíi ñüÍf “î OUr ne 8 ln thl8 Perticular setting aîd in this particular community. * 

We were fortunate enough to have certain aspects of 
the unit over which w. had no control. I u.edthl^o“ 
fortunate intentionally and not as a slip of the tongue 
or these accidental happenings proved to be of great help 

in our goal of integrating the psychiatric facilfï! L 
capital and the mainstream of the medical conmmnity The 

first of these accidental occurrences was ourThirW of a 
loor with Pediatrics and Convalescent Medical Care with one 

£0r H\dIClne *”d P-yi»i*try. end no pÔ..l 
and îh rt d0°î‘ ^ phyalcal ^rrier between psychiatry 
door h i? h*r Wiu88‘ We 8P°k« of our having a "no * 
door policy" rather than just an open door one. 
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The accidental openness of the unit and the sharing 

of one nursing station with Medicine on that floor led to a 

great deal of medical traffic. We were from the beginning, 

literally if not figuratively, in the mainstream of the 

hospital. At first, despite this physical proximity, most 

physicians did their best to ignore us. It was only when one 

of their patients became disturbed that they approached the 

unit and our staff and then with great reluctance. T can 

recall one physician who illustrated this discomfort in a 

most visual way. For S'ïvercl months after we opened the unit, 

he spoke disparagingly of the unie, its ability to succeed, 

and the general worth of psychiatry. On the wc^xend while 

he was signed out, a patient of his who was grossly disturbed 

was admitted to the unit. It took some 4 or 5 minutes before 

he was able to acknowledge that she was on the Mental Health 
Unit and not on the medical side of the floor. When it 

appeared clear in his mind, he arose and walked down the med¬ 
ical side in search of his now psychiatric patient. We 

eventually got him headed in the right direction, and he found 

his patient and a whole new way of dealing with people who 

came to him in emotional turmoil. The ease with which many 

physicians now work on our psychiatric unit led to some 

embarrassment the other day when a very disorganized young 

student of ballet put in a page for a Doctor Reagan, an in¬ 

ternist on our staff. He came to the floor and Inquired 
about the patient trying to figure out if he knew the 

patient or the {»tient's family. He cnecked with his partner 

who was there at the time, and he couldn't recall the name 

either. Despite our head nurse's suspiciousness, Doctor 

Reagan went off down the hall to an interview room to talk 

with the patient. He came back about 5 or 10 minutes later 

with a beet-red face and a rather large smile. It seems our 

adolescent student of ballet wanted a physical examination 

by a relative of our governor since she knew he was going to 
become the next President of the United States. 

Of course, there are still many physicians who are 

uncomfortable in this setting, but proximity to Medicine 

and Pediatrics has given us a rare opportunity to come in 
contact and Influence a large number of physicians. 

The second fortunate occurrence over which we had 

little control was the difficulty in getting trained psy¬ 

chiatric personnel. We had two trained psychiatric nurses 

who are excellent and around whom we built our staff pooling 
both good and interested people from other parts of th*» 

hospital. This greatly reduced the initial hostility and 

discomfort of the nursing staff of the hospital to the 
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psychiatric nursing personnel, it also nuiHa a 
the hospital quite confortable to h«Í! Ct°rS in 
from other parts of the hosMfui u nur8es t*ley recognized 
can’t tell you how many points Unit* 1 
to provide good surgical ^ursina i Jed when We were able 
surgical dressings on a pat lent f0rin °f chan8in8 
operative psychotic reaction u h? experienced a post¬ 

training program we were abL f Wlth an activ« 
personnel who were comfortable workln^InT ^ Pf^hiatric 
setting and with whom the general hoafi^i ho8Pital 
comfortable. general hospital was most 

The internists^tacked^a^la^i *Cy WaS 1688 °f an accident. 
they be allowed tTaLit I ZlZTo'tl* ^ ^ 
and care for that patient withoufth! î I P8yehiatric unit 
or psychiatric consultation should °f S p8ychiatrf®t 
This was designed in . ld Chey choose to do so. 

Medicine and Psychiatry and wa^t^irst^ 8eparateneS8 of 
nate policy by the psychiatrists lí ^ 88 80 unfortu- 
opposite direction f■worked out in the 

400 patient. »f over 
heve had taver than 6 vto Ía'e „ôt Í.d‘7 \CrlC UnIt> « 
oeee. and thl. „.„ally occurred bee«« t^Líf^“? !" th* 
hefere a paycblatriat c«ld be 

open therapeut l^comiunlt y‘atmosphere ^""ibat f""""1 ln an 
able to substitute a rule or reeulatiôn 1 \we were not 
And as can be expected, the relationahi iT^8 re^ationshlpe 
benefits in addition to the fact P ^ S° extra 
on all our cases. We never Psychiatrists 

dumps a patient on the unit and leav^^ï10" Where & Physician 
that patient. We have estábil«»^ ? U8 t0 care ^ 
between psychiatrists working with WOrang relationships 
practice, and the private poeticînv In8nd ln private 
practitioners, and^urgeons Thlae^1 erî,,i8t8, general 
easier referral in both dir^ctiínl ^mln ^ ^ * mUCh 
than would have ordinarily occurred andT* ^868 ^ 80°ner 
was referral where, without th» d t ca8es there 
established, there would not h reJatlon8hip having been 
l«,. lb. ;hî.,c".„°;!d."80utreh;'' y 1 ««ly or 
left out, and by not ieavine him î ï h ÍS n0t 8°lng to be 

whc„ :bepepr:“L. 
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of medicine in our conmiinit-v uv 
program, oor first amjor coicer" ?“r P‘lot 
cine from Psychiatry and Psvch^! V l8olation of Medi- 
dear that over the.atwo.^fí!"^f"°" »«<“cln«. It 

isolation waa broken do™, p.ythi’.t, ,/;*!' of thi' 
were introduced into the medical ” ‘"d P‘ychiatriata 
greater number of psychiafr““unity. There was a far 
hospital; medical men had »/ consultations within our 
psychiatric patients and in00** exp08ed t0 Psychiatrists, 
On their part, psychiatrists ^868 p8ychiatrtc knowledge 
hospital setting and weíe^u^ír CO,n,fort8ble working i„ f 
needed hospitalization without hevT** f°r thelr patients who 
over to an inpatient^ctor^ ^ ÎT their patient8 

T “"lí 0pened the unlt* two-thírís of aíl ^illty' ^ 
were admitted via the nonpsychiatrL 1 °Ur 
patients with a variety of somatlr^ phy8ician- These were 
lab work, a psychiatric consultan« °nceJn8, There was much 
the unit. These were "heTaïe Ln”’/ * brief 8tay 0n 
or wanted us to treat the N° 0ne «Pected 
Ojjr patient population has graduaUv^Mfí^ AU patient- 
two and one-half years tw i, X1r 8hifted over the past 
surance, cone from" a Wr^c W VT 00ney* ^ 
usually psychotic on adnissi^ CTa ï;ckfround» and are 
creased with many remaining 3 to ^weeks®^w! ^8 ln‘ 
not developed the revolving door nhÄn WeLfind we have 
mission rate of just undeAoi phenoroenoo. having a read- 
though EST is used in less thîn Í!/01 are deprea8ed 
majority of patients are no* admin Í attal88ion8- The vast 
Ing had the patients referred Í tJem 7 p8yi;hiatri8ta hav- 
outpatient and prior to thlad^?.«? y * phy8iclan as an 
Unit. There is now far less 7° t0 the Mental Health 
the consultation contract. ° U86 the Unit to ne8otiate 

a number of“tííñg.^^not ^ppene'd" ^or^h years 

ne'c^íolo0 :„VdId^:e iWj.rJÍLler.uTl8- 

atrxc physician. The comminiJaíion aíd the nonp8ychl- 
allowed our differences with medir in ? confrontation have 
In open discussion, but it r^?1 COme t0 the for« 
feeling i. that ^ résolutre8olved* Our 
In the training of a medical student ^ t0 With chan*e8 

the 8election - — peo;íe^d^s:rfn^setí--: 

ln the C‘U8ht 
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administration and doctor, I found that the osvchiatrl.r 
fnVe îhY?re 0PP°rtunity influencing the organization 

r w ich he works. Much has been Witten on the conflict 
between the bureaucratic and professional spheres. I recall 

veñ‘rto"„8ork Le,,t,r'd the *iU“r> *«■• ■«■in «Z I went to work at my present position. The concern is that 
the goals of the organization would dictate the goals of the 

™ rí0"- “if ï“ left “■■ ^ 1~U °f profession could oftentimes, in a profound way, affect if 
not always the goals, certainly the methods, procedures and 
life within the organization. At first when ? entered thê 
hospital, many people froze when they found out that I was 

Jñríí“, ”' llke “ a c0cltt*11 ^ -'y nor. ..: T 
found the best way to combat this was to Join them at coffee 

£ theChóBai?? î° V“06 my oornin» round8 on the first floor of the hospital. My rounds included Administration, Nursina 
Hospital Volunteers, and a whole host of people who were 8’ 
involved in running the hospital. I recall that though I 
was comfortable eating lunch with the physicians, it took 
^rv!rvrî I 8 t0/ork UP courage enough to enter the 
surgery locker room for coffee and a fast round of bridge. 
‘Ler8 Íni the Jatter ca8e «ere not unwarranted. I am^till 
good for a lot of laughs, but now they accept me with far 
less anxiety, and therefore far less hostility. 

eonfp:ycílatri8t 18 trained as a listener and as a 
i-*}™^** in understanding of behavior 

and motivation and has learned several technics to bring to 

It is8b!ne«h8% thl! as it applies to them. 
thia 8Yf,mOV® ln theory and Practlce to now apply 
this ability to listen, understand, and impart knowledge about 

íh. p.ïcM«rï« T Ch,D8e’ In that ««•»‘■«‘■n. i.ne psycniatrist, in order to accomplish this task must 

“V ^•*r**1?1* “ " r.th.r |>arty. People at various levels within the organization can 
readily see the psychiatrist in this role, provided h¡ has 
no axe to grind nor significant territory tS defend and 
provided he takes no sides. I really should add here that 
one must also develop an almost infinite capacity for coffee 
and always be aware that this is work. As In grLp or ^ily 

Htrl*í T rlgldly e,clwv *Uy‘n* i**or- 
^ ke °>e hls ''"T.fntlc position with 

tne d^s favored side, he raises a good deal of anxiety in the 
of h*® favors. This is not an easy task. The neutral 

no^etter^than s^ÍT“0" ^ COaminity 8ettln8 i® tolerated no better than sometimes occurs in world politics. Everyone 
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his neutrality. I found that LtraluJ can ï °Ut °f 
positio- , and there were many times Î winÎ î ï® ä Very l0nel3 
«nd become a part of a vested interest with0 n ln Cl°8€ 
and warmth. I found that thin C With 811 lts 8uPPort 
to working in this setting difficult^rdeal^ití® ^611°8 
that t;he thing that hëlped me the most wí« h ^ h’. ,1 
identify with the concerns and d<fï? beln8 able to 
individual was expeïïe*cL ^th th " k“®8 ®aCh grOUP or 
they had become c^suUee" L5 wîth In thiS 8en8e 
was happening I had become’a consultât rfalizin8 what 
consultant" role falls short of í^í Thou8h this "inside 

formally .tructurad c™‘îu.tîf„ the "0re 
consultation informally where fomai 0 fll0W f°r effecti*e 
possible, m shorT tL /nf? 1 con8ultation is not yet 
fury a. ^ 

other direction can “ve iroETn 8! awa"ness in this 
This informal consul tatioírí ! far-reaching influence, 
the resolution of ínííí L°Ur í°8Pital Played a role in 

between physician and actai^istration''0^1^8’ th® COnflict 
avoiding embittered feelings over a thi^t recently 
Integrating psvchiatrv int? ? threatened nurses strike. 
posing Medicine Nuraino - medicine includes ex- 

atrist and not just his^tientf"1"!?^10" t0 th® p8ychl- 
the medical model changes we^În loin 8ay 
difficult to helo brino shr».«- i8 much “C1,6 
difficult task is to not want- t- ® c^an8e* I Und the most 
work comfortably with patients ? retreat lnt0 an office to 
atmosphere. Perhaps psychiatry^H>’d!>ffíeCite<1 *nd 8ecute 
up the locked end closed door on th. dffffrulty In giving 
Just for the protection of our pa^nts^íh ”0t 

protected^tmosphere0”11 ^ ‘ 

during th>? rUrred 
program, we found that we had can* ^ ^ ^ ï,‘th 8 pllot 
our second major concern that * *. 8°°d deal farther with 

psychiatric community «ni the coJfluL "^“r“0".^ the 
Of professional involvement ha« k within it. A pattern 
chl.trl.ts for tim ÏT *"b»“tuted by the psy- 

vaet majority of psychutrlsts^n fw™r°£ 1,oUti<>n- Tl“ 
working for the coranunitv a ^ ivate practice and those 

hospital staff. ^ Líf ofníh ^ aCí1V6 member8 of the 
at hospital psychiatric s ta ff ^ met f°r the flr8t tim^ 
patients .nd^SÂ^ÍetÂt ““ *4"“ 
on the psychfetric unit. They meit Z^ly. ttZTsl. 
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an<i share call to the Emergency Room. They now work effec- 
Ä” V f?am uf 0ther Profeasional, and perhaps most 
important of all, they are now turning toward ïhe develop- 

fu pr°8ra® for a community mental health center in 
which they will participate. The county psychiatrist an3 the 

to8"h"L ^ 

program!hÍppíÍi^noí^ey/Mfbu[l^n;^n0fnUrged10t 
»entai health facility, we found ourselve^ ca^ríp fn a 
ground sweH. Suddenly Congress had appropriated millions 
of dollars , and everyone seemed to be rushing around trying 
to spend it. It seemed as if a faucet had been turned on in 
the nation gpewing forth money and that we now all found^ 1 
ourseives frantically constructing a pipeline to contain its 

and i01*" that bricks were to come before brains 
and that far less attention was being given to training 
people, researching methods, and developing programs fnd 
-or. .»d „or. attention ... given to erc'hUectufe“^ cL- 

IfZt t™' ,1U8i it: was that we «oddenly found ourselves 
titi Î ! 68 uf m0VeS With a comnunity »entai health center 
vLlTr h08PÍtal* In thinkin8 of a coomunity. menul 
DhtaîïiÎn ’ Wf conCinued to think of the nonpsychiatric 
physicien as an important resource, not only for early recog- 
nition and referral, but for continued care and support of ® 
his patients, and here we refer to all his patients This 

in^íwa “i into. apparent conflict «ith the trend toward mov- 
illness! T(m the mediCal model with aspect to psychiatric 

to nm<î 8ald apparent oonflict for we can no longer afford 
:.imlti°ur concern to those people who are labeled as the 

emotionally or mentally ill. By attempting to move toward 
f*Ï!in!rdÎÎ! Without brin8ing the rest of the medical pro- 
druas Jít? ?8’ We COndemn t0 the chronlc U8e end abuse of 
a whoie^LtPí? 8Ur8fry* a:id crippling somatic dependency, 
¡ní?!Í! ?r d pe°pl® wh08e »ajor difference is that their 
anxiety or depression has a somatic component. If we then 

!Îotî0 ^18 th08e Pe0ple Wh08e 80œatic difficulties have an 
emotional component, the chronic medical patient in particu- 
LnóJ* ?TVn lnfinitely greater number of people that we 

d :ffd°Id t0 abandon hy retreating, consolidating, and 
then defending our carved out domain. 8 
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An analogous and perhaps more controversial 
occurs with our continuing to label some crZirlll as ill 
and therefore not bad without concern that this very act 

badel8Tñ°ifrny m0re Pe0ple ln pri80n as not ill and therefore 
ar<.*«iLOOkln8 at °Ur ^ exPeri«nce » we recognize that there 
It e PÄOple 'n Peychlc Pain «ith a whole range of 
subtle to quite overt psychologic illnesses in far ereater 

~tr-:frdl;sl *"d « “r 

ytr'L' ”'ch b‘“" “ 

TilTiAo A "í“00”1* 8urv«y b-' the Joint Commission on Mental 
iíí h!î aü haa^h reported in 1960 that 88% of persons seek- 
weït^ÎPtheîrr í?ey.feared an ¿»Pending "nervous breakdow^" 
trist wM?. -« y ^0Ct,0r' ^ ^ consulted a psychia trist, while 3% consulted the clergy. 7 

T j, After aecuring the money and plans for the bullHino 
I discovered v, hed « eort of l "R.sLon- ekct 

uh ce:io8^rf0f.SeOPU <‘Ch “elnS tl,e ProPosed facility ’ 
cte î8f ?. Very dlffer"'t “«y- I recell Chet et 
«am. 1 felttlike a real estate salesman who had sold the 
same house to three different families and T 
self being run out of town on a rail t hT i0neQ 
-take in private medicine an“ Jr^aíe and^bUc 
in our community merging their aims and goals The^ilor * 
program at the hospital had already set ?his ¿rolïss ÍÍ 
motion. We felt we could function as a co^uni^ mental 
health center if we could broaden our nmnva j 
With th, individual psychiatrist oractlliST °"T ”ork 

Z“'"?“* 't1*’ ”* thousht; we ohould develop t 

with Individua! psychotherapy. This would allow the private 

f»™. t, * ™lp' We hherefore felt that he nicht areatlv 
e is exposure to the team approach which he was now 

learning to work with. In addition to patient c.™ 
that the private psychiatrist could be Incorporated'imo^'' 
consultation progran .. h., already been done in mny «h^ 
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communities so that the essential difference between the 

private psychiatrist and the comnunity psychiatrist would 
be hopefully greatly diminished in our community. 

Of course we were going to he deficient in one area, 

Í8 the area °f concro1 w'th respect to working with 
individuals in private practice rather than a closed staff 

of paid professionals. However, again we looked to our ex¬ 

perience in our pilot program felt that developing good 

working relationships might well be substituted for external 
controls. 

It was at tlus point however, chat we began to experi¬ 

ence the pressure of accepting administrative and therapeutic 
models that were now being codified into law and backed up 

with contingencies on the appropriations of funds. The mutual 

distrust of the private and public psychiatrist, each knowing 

exactly what the conmunlty needed and how it should be done 

led to a good deal of lively and often animated discussion.’ 

Unfortunately, it appeared that a wide range of experimenta¬ 

tion and research in the area of developing programs and re¬ 

lationships could easily be frozen out by an exclusive 

préoccupât ion with concepts and directions decided upon by 

a growing bureaucratic structure. To avoid this, private 

medicine and paychiatry will have to develop an awareness of 

and responsibility for illness in their community and not 

Just in their patiente. This means applying a whole host of 

newly learned concepts of prevention and consultation, of 

working in terms of populations as well as people. This Is 

occurring at a moment when the general movement in psychiatry 

is away from the long-term large numbered institutions for 

custodial care toward community mental health centers pro¬ 

viding a broad range of short-term and inmediate psychiatric 
treatment within the home community. This means it will 

fall to the home community and in large part to the private 

sector of psychiatry and medicine to provide a broad range 

of care and treatment to a greatly enlarged number of people 

that heretofore had not had the responsibility. The public 

is demanding that second class education, jobs, homes, legal 

aid, and medicine be swept aside. Charity institutions will 

no longer protect private medicine and psychiatry by pro¬ 

viding care to a population that has until now been given 

the leftovers. This expectation of the public can easily 

lead to disillusionment; however, the fact that we have not 

in the past addressed ourselves to problems of groups or 

communities or of prevention does give us some hope for at 

least doing a lot more than we have ever done before even if 
we can't do as much as might be expected of us. 



lust described7«« 8entle"en recoS^e that the process I have 

one. It probably occürred8f¡r.rín^^lnt“ 

re^att^'r “““ T' ^ repeat this process and could not learn to greatly shorten 

My feel^is thaí'wí^aLofattXtrtof^trans?omrthîseriente* 

rnUT^a^^í: ‘íSr-'r*“- 

™‘í^thh^h Lx«rt"0“w0"'1 ■“«"• 
or ors.nlt.tlon ara ?he lili 

ítty's or I““"'«“’“1'1' the healthlar O»” °f the cc««,. 
The streLtS rnH u and 8° t0 WOrk on th* pathology, 
character ofWeakne88es w111 vary with the type and 
character of the organization. The setting may b^a hospital 

of gÓm001 8y!te"' miUC‘T> »tganltatlon, or element ' 

aware of".!^8,0' U”lfon”- ua tannot afford not to be 
aware of a very important patient--The Comnunity. 
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THE MULTIPLE IMPACT APPROACH 

Alberto C. Serrano 

I want to share with you the experience of treating 

families of disturbed youth with a team, family-centered 

approach. This report reflects the work of members of mental 

health disciplines working together in Galveston. We were 

enriched by attending meetings such as this one, getting in¬ 

spiration, thoughts, experiences from other people, and by 

working with many disturbed families. I would also like to 

place Multiple Impact Therapy with families in the field of 

family therapy along with other family approaches and share 

with you at the end of the presentation some of our current 
experiences. 

Impact Therapy is a family-centered psycho¬ 
therapy approach that was developed in Galveston by the Family 

Psychotherapy Research staff of the Youth Development Center 

at the University of Texas Medical Branch. The Youth Develop¬ 

ment Center was an adolescent outpatient clinic that served 

the entire state of Texas. Most of the referrals were very 

complex cases. The individuals had been seen by other pro¬ 

fessionals before and came to Galveston frequently from long 
distances. 

Our intensive short-term therapy was conceived in 1936 

when it was noted that many parents were unable to participate 

in traditional treatment plans because of time, distance, and 

economic factors. The research staff thought, after experi¬ 

menting with different approaches, that these obstacles might 

be partially removed if arrangements could be made for the 

adolescent, his immediate family, and other significant mem¬ 

bers of the family and also of the community, to meet for two 

days of intensive therapy with a multidisciplinary team of 

psychiatrists, psychologists, and social workers. A pilot 

project supported by the Hogg Foundation and later by a NIMH 

grant for a demonstration project gave us the opportunity to 
study and to treat families having a crisis. 

These crises centered around an adolescent who was 

referí ad to us because of possible hospital commitment, or 

placement in a training school, and where frequently the 
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fÜrÍT 0£ th? fa"lly unlt was i™««™- The method „a, et 

-eopet^^^-r^r^Sree-í-T 

f^nÍC8”that 8° 0n between colleagues. Early in these 
mily contacts the staff communicated to the family its the 

vé™d°ïherât1t?tPdyCÎhPath0“>8y and The stiff coe- 
Ihl h s,‘de ^11 tteatn,e"t la really not underway until 
the behavior complained of In the referred n»M„„tT 

ce ures Save the family members a much clearer Idea of what 

^“idriiiiit^ wïy'ï:1! pr°r\ °ihar 
to them at the beginning as only diagnostil^blt whllh*™! 
latettPerceived a, the mobilitation o“f self^rehabiïu.tlll 

Th„. BeTfore Î Siva you more details about Multiple Impact 

of IHnv rrld llkea t0 talk * UtCle p'-ppí '»e balkgZ^ 
thpfH therapy- For nearly two decades we have experienced 

individual^nd'the ^ 

the treatment of mental illness. These Changes hfíTía^glíy 

but thplaCrrWithin the framework of psychoanalytic fields 1 
which ha attempt to av°id the aspects of theory and practice 
hich have proved to be unsatisfactory and inhibiting in 

these approaches the attempt is to fiid broader focus incîud 

expoíeíí J et¿?diVÍ?Ual and hiS family- Ackermann is a leading 
exponent of this orientation. As many others do, he feels 

lated íroTT"110^1 approach ia to see the individual iso¬ 
forces I“ to reSüc ïhUS 0p?raLln8 n*twork of interpersonal 

human bILv or ï becLir LTl'0 “ ^ a mat"p" a C 1 Becomes then, inappropriate to study onlv 
inPh ’ 4.ra®nent, of the family or even to diagnose onlv 

tems^f th Che fhlld'8 inner Processes or, perhfps, only7^ 
terms of the moth.r-child relationship. No longer is it adë 

TClíhyTs ?teXdual 38 if i6 existed e raraiiy as if the therapy were the only force operating 

divin"’’!8"'1 38 Íf therapy alters only the one or the two in- 

^irÄirii i“a pa»- 

rciafio£rp™:rihrf:kajdai:rt;ri^-.thip---- 

indlvidual^and ^ xamiiy occur within several subsystems of 
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interdependent systems, any one of which (individual, family, 

or community) may become temporarily a focus of a crisis. 

This is the transactional approach which attempts to integrate 

the structure and processes of events in the individual with 

the structure and process oí events in the family and in the 

culture. In this approach then, the technic of therapy, as 

well as methods of inquiry, is directed not only at the iso¬ 

lated individual but also toward the disturbed person embedded 

in a pathologic fami ) and cultural setting. As a consequence, 

the goal is not to find isolated causative factors, not even 

an overdetermined etiology, but to assess the interplay of 

homeodynamic mechanisms which have broken down. 

I like the phrase family homeodynamics. even when it 

is very popular to talk about family homeostasis (1) . We are 

dealing with human beings who continuously grow, who develop, 

who change, who are continuously experiencing new relation¬ 

ships with each other and with the world at large. Nothing 

is static about this; they are continually undergoing processes 

of new adaptations. This is why I think homeodynamic is more 

fitting than homeostasis. Thus, treatment will involve the 

repair of homeodynamic controls across'Cultural, social, psy¬ 

chologic, and somatic boundaries. Special mention should be 

made here of Lindemann and Caplan's work and their contribu¬ 

tions to the understanding of crisis. Many workers are study¬ 

ing and formulating concepts about family pathology and family 

therapy. I want to describe four kinds of family approaches, 
following Zuk and Rubinstein (2). 

In one group we have theorists who have been especially 

concerned with the relations, levels, and meanings of verbal 

and nonverbal behavior. Gregory Bateson and Don Jackson are 

perhaps the best representatives of this group. In the second 

group we find the role theorists who have explored the effect 

of role development and assignment in the personality forma¬ 

tion. Parsons, Lidtz, Fleck, and Wynn are representatives of 

this group. Then, in the third group we have the intrapsy- 

chically oriented ego theorists who have investigated the 

levels of ego integration and development. They attempt to 

define such concepts as self, non-self, individuation versus 

symbiosis, and so on. In this group we include Bowen, Zuk, 

Framo, and others. Fourth, we include the game or strategy 

theorists. One of these, Eric Berne, in his work "Games 

That People Play," hai become very popular. The strategists 

look for the network of relationships in which human beings 

place themselves and their reciprocating behavior in the net¬ 

work. Actually it would be unfair to say that these theories 
are disconnected. There is a great deal of overlap. Most 
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workers in the field of family therapy 
of these theoretic notions. 

utilize a blend of most 

After this sketchy overview of family-centered concents 

™ U%g0Kback to MultiPle Impact Therapy, ^t us discuss P ’ 
a u e centra* Ideas and the standard procedures that 

t^ct ctheiteLe:rbh tea;,S efj°rtS in a team family 
Í C; ^ been ^served that certain patterns of pa- 

types of chUd^od T t0 Pr0dUCe and malnta^ certain 
the offsnrîni nCeS- The disturbod behavior in 
the offspring is thus seen in a familial interactional frame 
of reference. We found that the therapeutic goals for each 

ineÍfn ^ ^6. °r less determined by the nature of the arrest- 

as!essedein the chnS611^3110 ^86 °f ^^^P^ntal arrest 
!d1Í ih! hild* The arrest in the child appears to re¬ 

to fin ^ ey0nu WhÍCh hiS parentS d° n0i 8eem t0 be able to facilitate growth. It is also known that childhood and 

MtorsChrCe aíe Peri°d! °f Very qUÍCk chan8e• Many investi- 
ft thlt^oint fr b^Íef Payohotherapeutic intervention 
tLatoeni nf unfolds health. The diagnosis and 
treatment of emotional disorders of children and adolescents 
was known to be almost impossible apart from their family 
environments since those environments are molding the child's 
personality by current family experience. 

Another central idea that was used stresses the partie¬ 

ll les in^ris1"111 team in the treatment of fam- 
inipraí^ 1 a* ^ team aPPeared t0 «e^ve as a model of 
interaction and communication--a model that a family may 

Wíth in ltS Problera-s°lvirig efforts. In its model 

of a’s ck WlvtriAVeîat0fbehaKe in 3 °PP08lte t0 tha‘ 
f ily' A lde from beln8 qualified in their various 

modalÏÎÎneS experienced in individual and group therapy 
modalities, the team members try to be conscious of their 

£nd8«pîî ÍmpaCt ?” the faraily* spontaneous in self-criticism 
. -correction, flexible and open to all points of view 
but incisive in their expression of what appeals to be of ’ 
value, earnest and good-humored in debate, firm and kindly in 
heir confrontation of the.se 1 vet and the family vith signif" 

from th.8'1*8’ T^e l”teraction between team and family differs 
rom the conventional individual and group models in that It 
co^unieate. by entended example, «ahfng Litre e^ e“ 

^Lî^iï^'dif^LiLT"3 and 

Another important notion relates to the message of 
respect from the team to the family concerning the family's 

predicament. They (the family) are in a crisis; they feel 
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miserable; they may abuse one another. Yet we (the team! 
b»Ueye that the £a„lly functioned the beet they con d "Lr 
the cirtunu,tantee, what 1» to blame, then? The thing that 
eeemed to matter ie that "here and now" they are in " cruL 
The team can help define the dynamics of the family function- 

irilv 8°a; ‘ü My1“Ple '"P*" Th->py treatment íê p“ 
manly to evoke health by facilitating the opening of pëtterne 

ornee.8* da£eî*1Ve functl°aing, helping the ëeleaL of ër^ëë 

ëbîë ÎL'ëhëël î r tryin8 t0 s“PPrcss ”hat seems undLir- 
able. The therapists coomunicate respect for the assets and 

ëëëeëënl ëh°rëtlal °£ thë Chlld and the worthwhH, 
haru f uh sP°U8es- There is continuous circular feed¬ 
back through a Multiple Impact Therapy procedure. 

In the final and closing session of the two-day pro- 

thëë'ëh Cte ÎT c£lfUenges the family members by empLëiring 

^ h rêDín: f?tLwhich "“t been in ^ p“» ot therapy will have no value unless each dares to implement 

ÎeUtiÎ«OU8? d:V^l0pÍí8 neW and m0re mean^Sful patterns of 
f i n8^,In8l8ht8 that are acted on in the Presence of the 
fami/ Whl^e treatmen*: is in progress serve as a stimulus to 
family members to alter their stereotyped responses to the 
person who is changing. The team-family rapport at the 
concision °f therapy is an important dynamic force in the 
homework that the family does on their problems in the inter¬ 
val between returning home and the time of the scheduled 
followups. Coniminication and sharing of affect frequently is 

Though1? gratifyin8 exPerience for the family and for the^eam. 
Though frequently this is short-lived at that level of inten- 
si y it remains a point for reference. In the cases where 

tíeeV:í^nar::cLdíc!r08nOSÍ8 ^ LCt US de8cribe 

y ► I roentioned that there was an intake process in Multiple 
and indIh?AaP5r i"0 lt: included avérai team-family contacts P 
and individual interviews. All of this is in two or three 
hours during which we explore the possibility of a later two- 
day workshop with the family, and we make a basic assessment 

tio^htorrherre<? ?atient 8 Pathology and of the family's reac- 
th® "J818* Before the Multiple Impact Therapy ses- 

refprr? ’ ^ reviews a11 pertinent information from 

It tîe efinfe T8 a ^the dataufrom the ^roup intake sessions 
LMn ' íí ; co"traat with the more traditional child 

pr0C8dure8» in thia approach the treatment 
team, including psychiatrists, psychologists, and social 
workers, undertakes to work with the family group for a full 

oTthlr;, ^ 8ÍX ei8ht h0UrS 8 day- conclusion 
this time the family 1S discharged after arrangements have 
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been made for proper followup studies, which were, according 
to the research design, started at six months and then again 
at eighteen months. In some cases followups became as fre¬ 
quent as once a month, or several times in addition to those 
required by the research design. 

The family to be seen typically arrives at the clinic 
in the morning, about nine o'clock, and is invited into the 
first family meeting conference. The family includes all 
members living in the household: parents, patient, siblings, 
and frequently some other significant person or relative liv¬ 
ing in the home. The team is often expanded to include com¬ 
munity representatives such as a probation officer, a teacher, 
social workers of other agencies, a clergyman, and other pro¬ 
fessionals. During the first team-family conference that 
lasts about one hour, the family is invited to describe their 
understanding of the problem in their own words. Almost in¬ 
variably one person acts as the spokesman for the family 
group. The team very strongly encourages and supports the 
participation of the others. Most families are not used to 
this much interchange, and they experience a rapid buildup 
of tension and discomfort which is relieved when they are in¬ 
vited to individual sessions that follow immediately after. 
These individual sessions are used to facilitate the discussion 
of their own private understanding of the problems of the 
other family members and of themselves--to assess the defenses, 
to deal with their grievances and rationalizations. This time’ 
is also used to obtain further historical material concerning 
family and social background. 

At the end of one of these individual interviews and 
most particularly, after seeing the nominal patient, we start 
making use of a technic which we have called the "overlapping 
interview." Part way through an individual interview, one 
team member is joined in his session by another. The thera¬ 
pist whose office he enters sunmarizes the interview to this 
point, makes general commentaries, clarifies issues, and 
points up tentative conclusions. The family member is invited 
to participate in this recapitulation and to make needed cor¬ 
rections. The overlapping therapist responds to the summary 
by reflecting, when pertinent, the possible meaning of this 
material in relationship to his own experience with the fam¬ 
ily members he has interviewed. The technic is designed to 
facilitate communication within the family and create new 
bridges of communication. Longstanding barriers to communica¬ 
tion and resistances often disappear during these overlapping 
interviews. The team members become, for a while, a part of 
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the family system, and they give th« 
in functioning as a more open eyst^. 7 exPerienc* 

consultants and at^hi^tün^f the 8taff meets with 
cernlng the role íf pro»°s‘d -=<>»- 
interaction. The attitude« dyna"lc 
to the family are also discussed and rh.í í<the teain me,nl>er8 
looked into. Tentative treatmom- i thelr dl8t°ttions are 
schedules are arranged The Pla"8 and the afternoon 
in the morning usually aees the orhèmber thÄt 8aW 0116 Parent 
"cross ventilïtion - Th! er ^ Thl8 we caH 
88 a group. ' Th aihiings are also frequently seen 

apists becomes ÍJuiSefrequentríídPÍ?8 °f lntervlews by ther- 
Within these overall proceduíeí ?»,Play? *" import:ant rola- 
for variation approprïlte to tîe Í8,COnfliderable ro°™ 
pathologic condition of anv one fainlly dynamics and the 
the first day the family usuall/hlf^i aft8rno°n of 
elation of what the currant _.t. Iready developed appre- 
.one problem tave b"en î^tîî? d"" "Isl‘ 18 *»«■” 
lz«d potential for “otlmÕ? í - “d ‘™’ of 
Family discomrort in many cas5 hÎÏ b^e* ï68“" t0 ““"S6- 
barriers of coranunicatlnn me*** 8 b®en increased because 

members can no longer be invoked withers11U8l<m by fainlly 
their force. without some awareness of 

conference, followed^gain^v indin?*Wl'h * brief team-family 
Typ ica 1 ly, there °i8 discuss ion ^abouí k ' ^ J°int ae88ions.y 
feelings and interactions, in sm* ^ prevlou8 evening's 
lack of impact is brought up Sußae*??^^*8 tHe aPParent 
and forgotten memoriesf freqúentl^drA»0”8 88 t0 future Plans 
at this point by the fami^ This nlwTf ^ °ften 8uPPlied 
in the following individual andíoí ! lnfor,nat:ion is enlarged 
noon of the second 00 the a^er- 
begin to be directed to the f^iîv'« 6 VarÍOU8 interviews 
diate and anticipated backaro^í 7 8 "°ncern wlth ^eir W- 
encouraged to criticiz*» nt-8f Pr°blem. Each member is 

Over lapping C in ter views ^nd ™ 
various combinations facil^ffl^0 fk® theraPy aituations in 
movement doee not stop until e hleh'd'’6“110 81>nver8ence. Thle 
and reeolutlon le reached Th. f?h ? 8re8 °l “nieratandlng 
eurmarizes tberapeutû „0^ a"d e.'T "íly 

ar.e«CurPe1seUt1LteLi""Lt£0;cufrÓírP ......« s ;S"Ärs'- 
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members, through their own continuing self-revisory functions 
can change in their way of relating to each other which will ’ 

facilitate a shift in their overall adaptation. The team also 

:i8-th-the alteratlon family balance of forces 
wil stimulate one or more of them to test the reality and 

tha dorabUity of the changes. They ate invited to ^ke L- 

cali "a Thi^ ^h1' ^18 ne" fldd then to 
cal! us. This is the immediate material discussed at the 
scheduled or at the emergency followups. 

the resîlLmnfS?h ab0U,: results- when we examine 

oÎ s“tv two famn/eTí;St:ratÍOn Pr0jeCt that lncluded 3 total y tW° families that were studied during a four-year 
period, we have to consider the several headings of its ob¬ 

jectives. The use of Multiple Impact Therapy as a method of 

foiríní 0b8"VatÍOn yielded a new typology. We have described 
four diagnostic categories or syndromes in youth related to 

in famÍ1? ^te Hat ions. These data are described 
in detail in several publications (3,4). We also have 

found these procedures suitable as a method for supervised 
learning of psychotherapy. Not only is this student of 

m*nCh^th!raP? sittin8 in a team able to observe in situ the 

imnL? « rti°n?fand feelin^s of the family memb^s~e 
h!!Pa! ?d si8niflcance of one family member to another-but 
he can also participate and observe the activities, of senior 

then lists, free from verbal reports or the isolation of the 

one-way mirror screens. The team interaction facilitates 

cross-monitoring (as Gregory Bateson describes it, during a 

Che ■ ^rose-monitoring ¿envit,8 
supervision of less-experienced team members. 

I will briefly mention the outcome. Difficult as it 
is to quantitate improvement in psychotherapy, we could find 
favorabie outcome in 49 out of the 62 research cases. We 

should emphasize that although 62 cases are not a big sample 
it is important to stress the severity of most cases Faïor- 

înlî hlü* de!Cribe? in 14 o£ 22 Xi*« the non,- 
inal patient had serious characterologic difficulties of 

psychopathic nature and borderline quality. I will not dwell 

on the sample nor or. the results, because much was learned 
while in the process of testing the technic. Each family 

Zlrl T 80U5Ce learning. For example, as we became more 
aware of regularities between symptoms in a child and a type 

durPr,íyiH°í8t! 0n’ the MultiPle Iropact Therapy proce^ 
dures could be better tailored to the level of ego-development 
and integration presented by the individual and his famil^T 
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This was more clear as the basic Multiple Impact Therapy 

téchnics were modified during the past few years to a number 

of situations. New dimensions and possibilities were explored. 

For example, the adolescent outpatient clinic where Multiple 

Impact Therapy was developed became in 1962 the Division of 

Child Psychiatry of the Department of Neurology and Psychiatry. 

The team-family centered approach became a standard in one- 

day diagnostic evaluations, which included team-family 

sessions at the beginning and at the end of the day with in¬ 

dividual and overlapping interviews, neurologic and psychologic 

testing, and multiple-therapist situations in between. This 

format was also utilized in the project "Middle-Class Delin¬ 

quent Youth" (5) in which the diagnostic categories and tne 

training possibilities were explored. Most of the cases in 

this project, completed last year, came from the Martineau 

Juvenile Hall in Corpus Christi. A Juvenile officer brought 

a case and a family to Galveston for an evaluation and rec¬ 

ommendation procedure of two half-days. The Juvenile worker 

Joined the team and took back home with him recommendations 

tailored to the case under study. This training aspect was 

found, at the end of the project, to be the best asset as 

the workers became much more effective in looking at the de¬ 

linquent symptoms of their cases in the larger context of 

the family and the culture. The Wylwick School for boys, the 

Eldora School for boys in Iowa, and a number of community 

mental health clinics have also adapted Multiple Impact Therapy 

technics. At the Community Guidance Center of Bexar County, 

the use of modified Multiple Impact Therapy for diagnostic, 

treatment, and training purposes has added a new dimension to 
the entire clinic operation. 

To close I will say the Multiple Impact Therapy was 

developed on the strong assumption that families in crises 

are capable of carrying on self-rehabilitation after brief 

intervention. Experience has indicated that Multiple Impact 

Therapy is a highly flexible procedure applicable to a variety 

of clinical and training situations. Considerable work is 

still necessary to explore in full the limitatic s and the 

special indications of this approach. Success with a good 

number of delinquent youths and their families, who have poor 

motivation for traditional procedures, invites further study 

with this grouj . New insights from other investigators in 

the field will continue enriching our understanding of 
healthy and pathologic family dynamics. 
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THE FAMILY CRISIS OF ENFORCED SEPARATION 

Robert C. Bonovich 

"o, Liie psycruacrists, psychologists, and social 
workers of the Air Force, have been delegated the responsi¬ 

bility of suppo/rting the Air Force nission by fosterine 

mental health through the prevention and treatment of the 

rhntaîi<em0ti0t*al ‘ aûd 80clal dy«functioning of members of 
the military and th«ir families. 

.„f B«c*U8e °f the sheer magnitude of the problem, i thin 
safe to say that few single problems affecting the func¬ 

tioning of the military man and his dependents oight to 

wvA^aand our attention and competencies more than the fre- 

quentiy critical conflict between the need of the military 

hora8ead m!n. 0fí i8olated duty «nd the need of families^oi 
home-bound husband-fathers. 

It is the twofold purpose of this presentation first 

to examine the phenomenon of enforced separations of husband- 

variabilitv^of^th1 by millt«ry order in terms of the 
iabiUty of the crisis-precipitating potential of and 

response to that event and, second, to examine our collective 

role in the prevention and treatment of family disoreanlzatio 

:£ron crMt" - P-*««» * s:* 

IvTslToí enforced^8 miliíary-wlde are in »<»« «tage of the 
Z Al of *nforced ««paration. Some families are preparing 

Others“^ * 1° P/TTe f°r the hu8band-father's depïrturf. 
Others, one out of four military families according to 

Stiîïtôthsr°f Defe"8e figure8 ar« living that separation. 
nr* attemPt:in8 to reintegrate the husband-father 

nôí iîî family system in what has been characterized as the 
not-infreqaent disillusionment of reunion" (2). 

It is our hypothesis that enforced separation bv 

T.M.“rL^.eítWU1/"íUC' ‘ °£ crl““ «f or 
an Í y^? 8reater °r le88er duration in nearly 
all military families. It is our collective challenge as 
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members of society's welfare institution and its military 

institution to minimize the crisis-precipitating potential 

of enforced separation for military families while continuine 

to support the Air Force mission which, by the nature of its 
societal mandate, requires enforced separation. 

.ÜÏÎ1* ^ ®oliectlve long-range goal might be the 
minimization of the demoralizing and disorganizing effects 

of the temporary dismemberment of military families it is 

my short-range goal merely to participate in the foñnulation 
of the notion, family crisis of enforced separation, and, 

thereby, to contribute to the development of a theoretical 
underpinning for our long-range goal, 

, . Th!Lf*7ily can be exaniir‘ed from any number of vantage 
points. The frame of reference from which our leading crisis 

íhe faaily been called the "Psychosocial 
frame (3) and has been described by Parad as utilizing 

psychoanalytic insights in combination with selected social 

science concepts. This framework is basically a synthesis of 

ytlC’ interactlonal. structural-functional, and 
social psychologic orientations. 

,, . ,?he is o** of the basic institutions of society, 
^e shali not debate the issue as to which created which. 

While society represents a superordinate system composed of 
many interrelated social subsystems, including the family 

and the military, the family represents a social srs’-em of 

two or more interrelated, interdependent personality’sub- 

systeas. The personality systems are arranged in a structure 

” 8*í «étions and are, at the same time, actors and 
social objects to each other (4). 

System theories rest on the postulate that personality 
systems and collectivities of personality systems, that is 

’ 8trlve t0 for themselves a state of 
equilibrium through a series of adaptive maneuvers and 

nïîrrrÎfî10 Probila,,-8ol'i"g activities through which basic 
need-fui^illment takes place (5). 

Yhe principal characteristics of the family as a 
social system are it. differentiation, organization. hm,„^rY 
maintenance, and equilibrium-tendency (Çy - -U 

e 5y jffferentlation is meant that the members of the 

díffív dlfferenti*ted status and perform 
differentiated roles. Members of families function largely 

in terms of the expectations which other members of the 
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family place upon them. A family succeeds as a family pretty 

much in terms of the adequacy of the role performance of its 

members and the concordance of role-expectations among its 
members. 

By the characteristic of organization is meant that 

there is some organized pattern governing the relationships 

of the members of the family and describing their rights and 

responsibilities. Families in our society are organized 

variously. Some families are matriarchies; in these, the 

father's role in the family is restricted to providing a pay¬ 

check. Some families are modified matriarchies in which, in 

addition to providing a paycheck, the father is occasionally 

asked to participate in the decision-making processes of the 

family. Other families are patriarchies in which the father 

is the ultimate authority and the mother functions as the 

administrator of his decrees. Still other families are mod¬ 

ified patriarchies; in these, the wife is generailly autorfomous 

in relation to the children and a participant in the decision¬ 

making processes. The decision of the father is always 

final. Sociologists have found that in many instances this 

organizational pattern is developed at the insistence of the 
wife who wants to be bossed. The husbands, in these situa¬ 

tions, are unwilling dictators. Many families are oligarchies 

and others are democracies. Whatever the organization of the 

family, the patterns are reinforced through a set of common 

norms, values, shared cultural objects and symbols. 

By the family-system characteristic of boundary- 

maintenance is meant that there exists a greater organization 

within the system than between the system and its environment. 
While each member of the family may play several roles out¬ 

side of the family system, his greater commitment is to his 
role performance within the family system. 

®y gquilibrium-tendency is meant that the family has 
built-in mechanisms which operate to hold it in some sort of 

steady state, either a static or moving stability, over a 
period of time. 

The family is a "boundary-maintaining system which is 
under various Internal and external pressures toward boundary 

dissolution and maintenance" (7). Anthropologists and 

sociologists (8) are quick to point out that the modern Amer¬ 

ican nuclear family operates under a variety of threats to 

its equilibrium. Conflicts in role definition between hus¬ 

bands and wives and between parents and children as well as 

conflicts in the valuational priority of the man's role as 

188 



father and worker have Increased the family's vulnerability 
for dysfunctioning. As the modern faa :!y has become dÁ*• 
engaged from its kinship svstem, highly mobile, and ecolog¬ 
ically and emotionally separated from kin, neighbors, and 
friends, as it has decreased in size Pnd as it has become 
transformed from an instrumental-affective role to an almost 
totally affective role, it has become poorly structured to 
survive the stresses of crisis. 

Crisis has been defined by Caplan as "an upset in a 
steady state" (9) . Burgess described a disorganizing crisis 
as "any decisive change which creates a situation for which 
the habitual behavior patterns of a person or group are in¬ 
adequate" (10) . 

Throughout the life of all families , there are many 
events which disturb the homeostatic state of the system and 
create abatate of disequilibrium. The system may not always 
possess adequate adaptive or problem-solving mechanisms to 
counteract the events; it may be inflexible or unstable. It 
may be beset by role-conflicts or fluid system boundaries. 
The hardships of the event and its attendant hardships may 
exceed the resources which the family possesses. The per¬ 
sonality systems within the family may be manifesting chronic 
or acute physical, emotional, or mental symptoms. 

The less organized the family is as a system and the 
less adequate its adaptive mechanisms and its problem-solving 
activities and resources, the less able will the family be to 
reorganize in a state of crisis. The degree to which any 
crisis disturbs a family's functioning depends on the balance 
between the crisis-precipitating event and the resources of 
the family. Hill indicates that a third factor is involved-- 
"the definition that the family makes of the event, that is, 
whether family members treat the event as if Jjt were or as jlf 

were not a threat to their status, their goals and objec¬ 
tives" (11). 

The crisis of enforced separation by military order 
falls within that species of family crises which the crisis 
theorists call dismemberment (12). Enforced separation, along 
with death and hospitalization, creates a situation in which, 
to quote Hill, "the amputated one's roles must be reallocated 
and a period of confusion and uncertainty ensue while the 
members of the family cast learn their new lines" (2). 

As a result of enforced separation of the military man 
from his home, the family must redifferentiate the system's 
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roles, reorganize the pattern of relationships among the re¬ 
maining amily members and between them and the separated 
member, and redefine the family's boundaries eitherby pulling 

of newSoe^níííe8 ^ ^ exPandln8 th«» through the accession of new personality systems into the family system. 

A new equilibrium for the family system, while its 

mv c^aî^M ’ i8fT A1VuayS achlevcd* Enforced separation may come at a time of hardship; it may be accompanied by 

hírH-MP8; Í<: "“y PreciPitate new hardships. These additional 
hardships may prolong the period of family dysfunctioning 
making recovery and reorggnization difficult or impossible 
slíarír1^ ïetWe*n th® r«“ining family members Ly becoiie 
severely imbalanced, and the negative feedback to the family 
and its members may further affect thair coping mechanisms. 

iH»« S‘l Khe ather the coPin* “echanisms of some fam¬ 
ilies may be adequate for the crisis of enforced separation 

an erÄM^ryln5 ^^P-- The “ay bring forth 
latent abilities and new mechanisms whicK*serve to increase 
wider*™!iT * fu"CíÍOnin8 to a naw ^vel in relation to its 
u!?Mn ííie,¡ a?í it8 Per80nality subsystems. Individuals 
Ít!íi?uth? tmily may cane forth t0 "“k® an even greater 

whAnríhUtí0nKt0Jt!íe “alnt:enanc« of the system than they did 
when the husband-father was in the home. 

.. , ^.111 found, in his study of war separation during 
e forties, that some families suffered only the obvious 

minimum hardships of the absence of husband-father from the 
8“ffered a Pile-up of all kinds of troubles not 

thlîr ÎVel?tedwt0uthe hu8band'8 departure but increased in 
their intensity by his absence. He stated, "the hardships of 
separation and the Jolt¿ of reunion . . . (were) . . . dis- 
integrating in their effects on many families. In the absence 
of the father, it was difficult for the family to continue 
0pe^atfng ££ 5 iffljUy • • • It was their social-psychological 
condition which was threatened by the fracture of their rinks. 
Children experienced insecurity in the withdrawal of a ma lor 
source of parental authority and were less amenable to guid¬ 
ance when they needed it most" (2). 6 

In Hill s study, the families which made good adjust- 

vlrî ÎhoÎhVePîïaîi0ü 0f the huaband-father from the home 
were those in which there was a swift closing of ranks, a 
rhn8£ÍO,|!8 !híftíng 0f the re8P°n8 lb ill ties and activities of 
the husband-father to other family members, continuance of 
lTlre:BTrã,ti0n Pattern of family routines, maintenance 
of the husband-wife and father-child relationshipu through 
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meaningful correapondence, utilization of 
sources and reunion goal-orientation. 

extra-family re- 

fath.r which made a good readjustment to reunion of 

the flther rT ï ^ thOSe Whlch °pened thelr rank8 to let 
aÏthfritv in tT fr n* 8yflte,n’ reali8ned the power and 

the rLpor8iba!tS £he dlVl8ÍOn °f labor and 
actiWM«« wÍÍÍ . he 8y8tem* 8hared the hoi»e a»d their 
dpnr a T ? he fathei* renewed the husband-wife confi- 
dences and intimacies, re-established the balance in the 

rhîïî nah PS between hu8band-wife, mother-child, and father- 
chi d and reviewed, and if necessary, revised the pre-crxsU 
goal orientation ox the family system (2). 

The family type which most frequently made a quick 

readjustment and a satisfactory reorganizatLlTwas t2e 
democratic family in which "the whole family (satl 

individual00 ^ ^ the ¿f each 
individua! . (were) . . . put to best use" (2). in this 

y fyPe,aí!c« #barin8 decisions and responsibilities 

easier? * redifferentiatlon «nd boundary reorganization much 

The families which suffered most from the crisis of 

h^d0íi?Meeiâtatí0nsTíye the patrlarchie8 in which the wife 
tod little latent ability and the matriarchies in which the 

wife-mother, though the decision-maker, was extremely deoen- 
dent upon her husband emotionally. 

In our own experience in the outpatient osvchiatrir 

r he CrlSl” oi «“forced separation. Ue heve 

Ch. «1.U TheTTÍ"'^ £“Uy ln ev«ry »t*ge of 
w l8j Th crisis tos occurred, occasionally, while we 

srh er deal1”8 Wlth other family problems. Families have 
sought our service or have been referred to as during the 

pre-separation preparational stage, during the iimnediaïe 

reaction stage, during the readjustment stage, during the 

reorganization stage, during the reunion stage, and during 
the transitional periods between these stages. 

We have seen the variable effects of the crisis of 
chronic separation on the families of the SAC alert force 

áñií. Í ln combinât Ion „1th ccrt.ln longer-t.™"^. 
separations by temporary duty orders to other bases. We 

eff^ts on f"»ilies of acute separations by 
permanent change of station of the militar, member for Jtv 

in Southeast Asia and for duty in safer isolated assignments. 
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We have seen the effects of the crisis of enforced 
separation on noncareer military men and their families; on 

career military families; and on the families of career mil¬ 

itary men. We have seen families of two and families of ten 

in the crisis of enforced separation. We have seen families 

who were insular and gregarious; families who attempted to 

reinstitute kinship-system ties and families who did not. 

We have worked with families in which the criais of enforced 

separation was accompanied by financial problems, child- 

discipline problems, adolescent adjustment and discipline 

problems, housing problems, marital problems, in-law problems, 

and illnesses on the part of the wife or the children. 

We have seen the crisis of enforced separation inter¬ 

preted by families as an overwhelmingly intolerable blow or 

as a fact of life of military life or as an overwhelmingly 

Joyful solution to a totally unworkable family situation. 

We have seen the crisis of enforced separation result 
in a higher stage of family organization than existed prior 

to tha departure of the husband-father. We have seen fam¬ 

ilies in which the crisis of enforced separation by military 

order precipitated a final voluntary dissolution of the fam¬ 
ily system by divorce. 

We have entered the life situations of i.,ose families 

who have come to our nsychiatric clinic adversely affected 

by the crisis of enforced separation and have attempted, as 

Parad (3) says better than I, "to alleviate the impact of 

the cris is-Inducing stress and to help mobilize the resources 

within the family and within the family's social orbit," 

Wä have afforded these families an opportunity to ven¬ 
tilate the anxieties precipitated by the threat of, fact of, 

or reunion after enforced separation. We have offered 

assistance in role-reassignment, pattern-reorganization, and 
boundary realignmant and, in so doing, have attempted to help 

the families , as systems, re-establish their equilibria. We 

have intervened into the superordinate military system where 

possible; we have involved the family service people, the 

Red Cross, the chaplains, the Air Force Aid Society, and 
civilian resources. 

Our successes as therapists have less frequently been 

a function of our knowledge and skills and more frequently a 

function of the family's previous successes in handling 

crises, its pre-separation role-structure, the wife's abil¬ 
ities in home and child management and the positive 

192 



correlation between the particular hardships associated with 

the crisis of enforced separation and the availability of 

resources outside the family to meet the family's needs. 

As we have engaged in crisis therapy> we have not been 

noncognizant of the tremendous imbalance between our theoret¬ 
ical base and our therapeutic endeavors and between our 

collective therapeutic resources and the magnitude of the 

problems precipitated by the crisis of enforced separation. 

Collectively we must become military family crisis 

theorists and preventionists. We need to know che military 

family better. We need to know the attributes of personal, 

marital, and family organization and role structure which 

are more frequently associated with success in dealing with 
the crisis of enforced separation. We need to know the 

processes of readjustment most frequently associated with 

recovery from the dismemberment and reunion of military 
personnel and their families. We need to know the long- 

and short-term effects of chronic and acute separations on 
military family life. 

We need to apply this knowledge in widespread programs 
of education and prevention aimed at the minimization of 

the disorganizing, disequiUbrating, and demoralizing 

effects of enforced separation. We need to be able to iden¬ 

tify and speedily treat those families for whom our educative 

and preventive measures will be of limited value and for vhom, 

despite our efforts, enforced separation will result in a 
pathogenic family crisis state. 

In performing our functions as family crisis therapists 
and preventionists and in reserving our already taxed ther¬ 

apeutic resources for families who, despite us, are demoral¬ 

ized by the enforced separation of military husband-fathers 
from the home, we will more effectively fulfill our dual in¬ 

stitutional roles as promoters of mental health for the mil¬ 

itary man and his family and as manpower conservationists for 
the Air force. 
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DISCUSSION 

DR. MALOMEY: it is a pleasant opportunity to discuss this 

paper on "The Family Crisis of Enforced Separation." 

Capt. Bonovlch puts us in the main stream of current 

concern in therapeutic endeavors by focusing on the 

family group. Psychosocial treatment of the family 

has been receiving Increasing attention occasioning 

a burgeoning of conceptualization to guide treatment 

technics. This development has brought forth in some 

instances, an almost cult-like commitment to work with 

the family as the only way to help people who are 



♦ 

“pb™;* "°£n10 fh;ir li~* — th.. “«“Ve In socially «alndsptlve wsys. This trs- 
mendous interest in family »roun rh»««« i tr* r«nuarlr , , group therapy leads me to 

ÍkTIL m, ! 1 8°" °f th' d*y "'■> "»k« the 
™ r .8C'"!; i0“ ^ t0 UOrk Ulth the tally 

for tl» ta?,r^ " 80,1 ^ th' «»tlvstlon 
b«n tatílín.-.ÍT'’)! Pr?gr"" that t'aht' Bonovlch hs, ^en Instrumental In developing at March Air Force 

worker. L îdlï h°“'ver' ^t «oclal 
professional^ íl<n'> thl' tr*nii co,nl"tlble with their 
v^'tCta.rr*^ ,ince- historically, work 

our ;r,r: tp 

Ä 

agencies carrying the name with "Family" in it to 
denote a particular service still tend to admit 

íoofí* 0ne^y ^6, Neverthel«88. «ir professional 
roots provide us with a certain ease in moving into 

bÎ trlmeido ^ Whlch n0W We find ^l-tered 
? d 8 quantltie8 of information about the 

.y„d"¿r:.r.1:'y -1 • -8 ■h« “«»-i 

are «cientists teammates, we 
edee î8 Î? °rderin8 ^ accumulating knowl- 
trfato^tl f;8hi0ni?8 base to guide our 
Îng ^osîilon of“?6 \í envlable’ bbough frustrst- 
rofl p0;ition of investigation while in the helping 
role. We are action-researchers, and thus we are 8 

*3tadtly,qUe8íí0nln8 and queatlng for more precise 

ïôsTSefrd ?,8 ^ ln °Ur WOrk- The P*?61, we ^ve Just heard is an effort in this direction. 

Capt. Bonovich has selected two conceptual 

u^d! °Sent8 t0 8111(16 hl# exa”ination of the family 
unde, the stress of the military order of the enforrAd 
sspAtalon Of Ch. hu.bsnd-father. Th.sc .r. cri.U 
theory and social systems theory. He postulates that 

.TsnVrSw ÎYd111 ^ hezsrdL. C 
in f ^1111 UC6 6 8tate °f Cri8iS Which will 

cirLl«..- íy and duration depending on the special 
circumstances of a particular family. F^iai 
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Th« social system conceptualization of the 

family group gives guidance to our analysis of the 

meaning to the family as a unit and to each member 

of the family of the departure of the husband. Such 
analysis helps us understand the resultant coping 

behavior which may or may not be maladaptive. Studying 

the family group as a system of patterned interacting 

role relationships which are developed over time and 
derived out of biologic ties also gives guidance to 

our therapeutic interventions. 

Capt. Bonovich presents us with a special 

challenge to engage in programs to prevent family 

breakdown which can occur when there is enforced 

separation. He charges the military therapists with 

the task of becoming family crisis theorists and 

preventionlets. He claims that Air Force psychiatrists, 

psychologists, and social workers can support the Air 

Force mission of "fostering mental health through the 

prevention and treatment of the mental, emotional, 

and social dysfunctioning of members of the military 

and their families'' by directing their concerted 

attention to the problems posed for the men, their 

wives, and children by the military necessity of 

requiring the Air Force husband-father to leave his 
home for periods of time. 

In briefly reviewing his experience in working 

with families who are in the process of coping with 

the stress of separation in the different stages of 

the crisis this produces, Capt. Bonovich offers us 

a variety of opportunities to fashion questions to 

guide investigations which will provide us with knowl¬ 

edge needed to undergird our helping skills. 

The Air Force has several different time periods 

of enforced separation which require special attention. 

Maintaining the family system in a "steady state" when 

the husband-father is gone for brief, though regular 

periods of time requires particular kinds of adjust¬ 

ments which could pose special threats to family 

breakdown. This, it seems to me, is an area for 

investigation. Study of the family functions which 

are the most difficult to perform while the father 

is absent from the home is another potential area. 

Does the wife-mother experience the greatest diffi¬ 

culty in the task of child rearlng--care and social¬ 

ization of the young--or in home management, or in 



her relations with the wider social environ.»,,*- ^ 

ter™etVÜlnftriblllty ra0r6 llkely hec*“®« of the’in- terrupted companionship with her spouse. 

.ucc»b to long porloda of eoforoed o.“r«L Then. 

ri T',,111" uho ”ould £‘t tK. doser Ip-* 
k™ly eÍ b0iI.^111“ fdontlflod by Hill .. t„o“o.t 

iiiceiy to break down during the separation. Are surh 

z~:: -ik^to br“k d~" ^ -forof 
r io"i8 ‘f 8hort P«iods of timet Certainly 

ord!í í8aí r que8tlon* lik« these is needed in 
best «uUed trír aí* i1"0 °f Preventlv« programs oest suited to the Air Force community. 
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CRISIS AND SUICIDE 

Norman L. Farberow 

May I express my gratitude for having been invited to 

participate in the Fourteenth Annual Behavioral Sciences 

Symposium of the Air Force, and my pleasure at being here? 

In my remarks today, I shall focus on some of the theoretical 

aspects of suicide, its relationship to the general area of 

crisis, especially the much more explored topics of disasters 

and catastrophes, and then follow this with a discussion of 
some of the clinical aspects of suicide and suicide 
prevention. 

The suicidal crisis is a particular event in the 
general area of crisis, characterized especially by the 

potentiality of an abrupt and irreversible final ending, 

and therefore colored by the heightened tragedy laden impact 

of death. I consider it the epitome of crisis having, in 

addition, some of its own special features in the impact of 
the death upon the significant others, the family, the 

relatives, friends, therapists, hospital, neighborhood, all 

of society in general. It encompasses all of the fundamental 

ethics of life and of living and is a vital area of concern 
for the coomunity. 

Crisis, disaster, and suicide are all characterized 

by a violent disruption of the functioning of individuals 

and of society as a result of the impact of both external 

and internal events. There are a great number of similar¬ 

ities and some critical differences. It is useful to examine 

some of these to see where the relationships are. Crisis 

theory began to emerge in the late 40's and the early 50's 

as a result of a gradually increasing sophistication and 

awarenéss of mental health in the general public, a resultant 

increase in demand for such services by the public, and 

along with the constant increase in knowledge and feasibility 
of brief psychotherapy and crisis therapy. This period also 

saw the rapid development of social psychology and social 

psychiatry which is best expressed today in the growth of the 

concept of the community mental health center and in the 

involvement of the community in its own mental health. It 

was Eric Lindemann, in 1944, who pioneered in this area with 
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is study of beresvesient after the Cocoanut Grove disaster 

Lr^d101 by »orb o^::r • 

initiated the 
investigation, in the vhoL area ^f^rislr^ 

.i»piy LhYc0rlSf¿f ÏL?e ?tlctlrry very 

^pÄfS^-r:--i^ ££^:- 

Bl£0^OabX‘e°dVàî! :;ready ^ev*loP®^ »y the indÍvS"^'””' oioom analyzed all the components in crisis noínt» « „ u 

°woeXP:rlTed ^ud8e8» and found a consensus that there^ere two main elemont-a mt _ r j ^ , e->ts>uo uiuxL enere were 
»-i. . and most important was thsh 

occurrëd'tô UcTitP"f^“tíê".8 ‘"T‘ 
readiiy avallabU solution. If"^.““s^'h^'p^ip"! 

hMdi 8 ernt’ U m0re llkely t0 £aU into the general 
«îfië8 °pf a p!'ychlatrlc disorder than being considered a' 
crisis. Rapoport emphasized that crisis is self-limitina 

ftëcSrr- I'’Clde',Cally' 'hi- ‘s s remark we make£n8 
to ëZ hy.t tëërdë.°trë "ltVu‘c‘d*l PSbPi«- It helps them 

through ^t^l^líld':’ °£ th' ,UU*tl0n th'y *" ^ 

Caplan distinguishes four phases in a crisis tk-o 
«•: a gradual increase of tension; this u f^a^id 

ër^M8*"12^!™ °£ bsbsvlor; which stimulates a number of 
problem-solving actions; (which are already within the 

thê8siíuã^ecaÂriÍUm °Í the lndlvldual and which may solve 
not ÍÍe crisis d! ,8 * t0 8ubaida) J «hen they do 5? develops to the fourth stage, that is a 

5C*£D?h£"k‘"8-nb’’8ht:''dn?:"°af»P"‘sd'’U‘^‘'?vs“ 

'Kai crÇ iîsotëe 

íat'drX* .d'a^^tie8"“ Th' d'£-s. 
i. especially tríi i„ .uÎc'lL'r^lëë.Xn^e^Î^r-ke1"1’ 
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: -.1 ..'I, ; iiMGMT,i«M.iiri;rraiitpmmfflm«Ä^ I11™!!!! I1!"!'!.. i f m wfmmmvm i » 11 m 11 p 1111 ii| 

f .íS\nP ; y f°r ‘ «■'■■'■«urlng of the 
fêlílnír.„í . "T"8 “”e *""««»• of the Intense 
tetur^f ê ??pr0príal:' verhel izat ton of them end eome 
return of feelings of mastery. Occasionally we use it to 

anHelOP a,patt"n of «eeking and using help from institutions 
and agencies and persons in the conmunity. 

th*«« »?ÍÜ!8ter8 al8° been 8tudied intensively. Many of 
these^studies are reported in Baker and Chapman's Man and 

Ir^naf ?taa8ter- Di8a8ter may be defined as a“man-made 
exnîoBî Î íata8troPhe» such as floods, tornadoes, or the 

i“8 City* AU °f these ^ been subjected to 
intensive examination with classification of the several 

the8kindïaÎfOCCUrj;<t:!‘e Varl0U8 affeCtS that are aroused, and 
remedial procedures most appropriate. We find 

the reactions in both suicide and in disaster are very 
similar producing an exhaustion of inner resources, over¬ 
whelming feelings of dread, and accompanying feelings of 

: f ne::nr8„rd hopele88nes8- o™ the most terrifying 
Wî Înf í\dí8a8t®r8 occur8 with separation, with the 
of 5 al°^ and abandoned» and with the disruption 
iítirof ! i Î* h 18 al8° the ^811 fre<luent character- 
íbandnnfd Cí \PerT8; ^ l8* they feel alone» deserted, 

’ aS? reJected- Panic has hser, described in both 
õír íí.r8’ di8a8ter and Steide. Bak r and Chapman point 
in di^ír COn îüry 1° p0pular myth» Panic occurs infrequently 
wMrh o er‘ °í the beSt knoWn excePtions is the panic 
sustÍinCrürr Î 6 Cocoanut Grove iire which has helped to 
Hint1 ihe mrh Uï nevertheless it is still an infrequent 

ln 8uicide, however, one finds much more often the 

t™ííd8rh0f ÎÎÜ1? al?n8 With an alm08t uncontrollable rush 
I 4 ï! I impulse of self-destruction. In both disaster 

a"d there is also a fragmentation of the social scene 
again with a complete disruption of normal ties. The disaster 
victim feels deserted and alone and, as a result he 
experiences a rush of warm feelings for the rescuers when 
they appear. The suicidal person, too, feels alone and 
eserted especially when no one appears to rescue him. It 

is when the rescue does not occur that the suicidal actine 
out most frequently appears. 8 

»fe o.006 al8° finds the same terms used to describe the 
affective reactions in suicide and disaster ' I will on 
into detail about this but will refer yíí? insíelí t^a 8 

!£!!*.b00k by Märtha Wolfenstein entitled ¿iLstar 
which describes very completely all the dynamics oTdTsaster 

uh c fr m ?reni'e f0r the cata8trophe victim and the 
suicidal victim is that the former experiences the violent 
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annelr ^ Í !/?rld *** ítS re8torati°n when rescuers 
tSere is 1* ^ n0t exP«^e this unless 

J *P«cific rescue action just for him. The obvious 

for r-ro<m^?Ur8e,^ÍS that We need t0 Provlde tl»e opportunity 

suicidal^cry1"8 ^ re8p0nding to the cry for help, the 

of the ÏmL18 18 likC' and What are 80“« 
f the things which we have learned in our efforts to pre- 

vent it First of all, to view it in an appropriate fí^e- 

Tllssiiï !40n%° 8fyeral klnds death, taken from the 
classification formally established by international 

y5iCh 1tatB death in four categories — 
atural accident, homicide, and suicide. All deaths which 

rr ÎÎ!r5h?Ut thiS country» OT throughout the world, have 

ín.í! fl ? int° °ne °f the8e four categori s. m most 
a^natura' ^ raJatlvely «asy for a death to be classified 

’ °r accident* or homicide. If you are invaded by 
terminal cancer, your death is listed as a natural death; 

if you crash your car tgainst an abutment on the highway, it 

h8nn^a5Cl?ental death; or if y°u are penetrated by a stray 
SüJ1^ durl"? a hank hold-up, it is homicide. But with 
suicide, medical examiners face a very particular, specific 
kind of problem. Suicide can be certified only when^he 

medical examiner is certain the person killed himself with 

awareness and intent ion-that is, he intended to die by his 

kZ* tit0™' .0ívi°u8ly then> the medical examiner needs to 
know the psychologic state of the individual. If you visit 

any medical examiner's office, except perhaps for the Los 

Angeles County Office, you will find many trained persons 

of Sh V î tî8k,0f deCldin8 the m08t accurata artification 
1 no^«^""«0*^?^10818^8' aut°P8y surgeons, physical and bio¬ 
logical scientists-but you will not find a social scientist. 
It is our firm conviction that unless there is a social 

scientist in his office, the medical examiner is faced with 

^ er °,f alm08t in8oluble Problems when he comes to 
the specific task of determining whether or not a death is 
suicide. 

I described the first three deaths as relatively 

lZ lynZ>tT0fn?lt‘ ACtU;lly’ eVen thl8 18 "ot 80- There 
uí u instances of natural death, accident, and 

Ík6 rai8e <lue8tion8- Por example, what shall we 

Wh° flaunt8 his medical regimen? When 
can l^b»hi8 death. ^/«corded as natural. And what shall we 
cal! the person who drives his car at unsafe speeds on 

cllZ rc,adB? There are speculations in some 
of homicide that the murderer committed his act so he 
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could get the State to kill him--he could kill someone else 
but not himself. As you can see, the role of the person in 
his own death, his contribution to his own demise is, in 
our opinion, one of the most important aspects to be deter¬ 
mined in the mode of death. 

Suicide is not a universal phenomenon. We know, for 
example, from anthropologic studies, that suicide has never 
appeared in a number of places on the globe such as a small 
section of the South Sea Islands, the Andlman Islands, an 
isolated area in the middle of India, the Kafirs of Hindu 
Kush, and Tierra del Fuego in South America. If we go back 
into recorded history, we find four suicides reported in the 
Old Testament: (1) Samson pulling down the pillars of the 
Temple; (2) Saul, defeated on the battlefield, aE:d rather 
than face capture and the ignominy of defeat, threw himself 
on his own sword; (3) Abimelech, who laid siege to a city and 
while walking around the walls, was hit by a stone hurled by 
a woman (rather than let it be known he had been mortally 
wounded by a woman, he killed himsjlf) ; and (4) Ahltophel 
who, as a counselor to the king, saw his advice refused and 
felt that his life had lost all meaning. 

Varied attitudes toward suicide have appeared in 
history. In Greek and Roman history, for example, we find 
that Socrates, the best known example of suicide, actually 
wrote against it but did qualify his statement with "unless 
there was a visible necessity for dying." Plato and 
Aristotle condemned it; Seneca, Cicero, and Epictetus felt 
it was man's right. Variations in religions evolved with 
Judeo-Christianity developing a severe condemnation of 
suicide while Buddhism and Hinduism indirectly encouraged 
it through the attitudes toward life they fostered. In 
law, one finds that there are still nine states in the 
United States which have specific statutes on their books 
against suicide. It was only in 1961 that the law making it 
a felony to attempt suicide was repealed in England. Whether 
or not a law against suicide deters it is a moot question; 
my own conviction is that it does not. There are, in 
addition, 18 states that consider aiding and abetting suicide 
a felony. 

Suicide is an important public health problem with 
about 22,000 to 24,000 listed annually in the Bureau of 
Vital Statistics. This is probably a marked understatement 
of the true number, but how much of an understatement is 
unknown. We also don't know the number of suicide attempts, 
and much less than that is known about the number of times 
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that suicidal activities, behavior, threat, and tIk appear 

in the community. An investigation in Los Angeles County 

yielded a ratio of about eight to one attempts to deathr. 

A rough estimate is that there are at least five suicide 

threats for every attempt. It becomes apparent that there 

are at least 500,000 suicidal events occurring in the United 
States every year. It is at least tenth in che list of 

adult killers and ranks as high as sixth as cause of death 

in one state. It is third as cause of death in college 

students and armed forces. The sex ratio shows approximately 

70% men and 30% women among the group that kill themselves, 

and exactly the reverse for those who attempt, approximately 
70% women and 30% men. It occurs about five times as 

frequently among Caucasians as among Negroes. All of these 

statistics may be readily found in a book by Louis I. Dublin 

called Suicide: A^ Sociological and Statistical Study. 

There are three main characteristics of suicide. The 
first refers to feelings about death. Suicide involves death, 
and anybody who becomes concerned with the area of suicide 

must come to some kind of awareness of his own feelings about 

death and be prepared to accept the fact that at any time 

there may be a tragic mistake in the therapy he initiates. 

Second is the factor of ambivalence, a term which refers to 

two contrary or opposite feelings present in the person at 

the same time. Third is the aspect of communication. This 

may be one of the most useful ways of understanding what 

goes on in suicide, that the suicidal person has been going 

through a series of maneuvers, activities, manipulations, 

gestures and so on, and has now arrived at the point whore 

he feels he can be heard only if he gives a desperate, loud 

and frequently disguised cry for help. Sometimes the be¬ 

havior becomes a statement, a declaration of the end of 

hope, in which the suicidal action is the process of giving 

up. The communication aspects can be seen in terms of 

direct and indirect, verbal and nonverbal behavior. For 

example, a direct verbal statement would be, "I'm going to 

kill myself"; an indirect verbal statement, "Nobody loves 

me, I'm no good." A direct nonverbal activity would be to 

go out and buy a gun while an indirect one may be seen in 

the situations when the person begins to give his possessions 

away, or when marked changes in behavior occur, or when the 

physical signs of the depression syndrome appear. One of the 

most pressing educational needs is to inform the general 

practitioner so that he will be sensitive to the depressive 

syndrome in the middle of all the complaints the individual 

may be expressing--the sleep loss, the anorexia, marked 
withdrawal, habit changes, etc. 
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The continuum of motivation has been most useful for 

understanding the wide range of suicidal activity. This may 

Ln ChC am0Unt 0f interacti°n occurring between 
the suicida person and his significant other(s). At one end 

of the continuum would be entirely interpersonal behavior, 

^ Üther end W0Uld be intraPer80nal behavior. In the 
ï k1!».0! the contlnuum wulà ba mixed motivation consisting 

of both inter- and intrapersonal behavior. With these 

cia®®ification8 along the continuum, it becomes 
possible to delineate modal personalities for each by filling 

in various rubrics such as age, sex, precipitating circum¬ 

stances, method, provisions for rescue, etc. All of the 

various characteristics which are of concern in understanding 
suicide can be put into this rough framework. At the inter¬ 

personal end is the young female with a precipitating quarrel 

separation, or loss of a loved one who will ingest pills 

usually of a nonlethal amount, and who will call or even 

take the pills in front of the person she is angry with so 

y*80“® 18 certain. Such behavior is almost always non- 
letha! . At the intrapersonal end of the scale is the older 

white male who may have a physical ailment, who feels alone 

and lost because his family has moved away, or his wife has 

°r Wh° haS l08t his ^ob because of his physical dis- 
j ThiS person w111 Set in his car, take his shotgun, 

and drive up into the hills off the road to shoot himself so 

that there is no possibility of any kind of rescue. 

The middle group may well be the most interesting. 
This group is represented by the person, middle aged, male 

and female, who takes a lethal dose and then calls for 

rescue. This person leaves it up to chance as to whether or 
not he will survive by putting his fate into the hands of 

estiny and pure luck. There are some extremely interesting 

theoretical implications in this particular group which can¬ 

not be explored in this presentation especially in terms of 
risk-taking, compulsive gambling, etc. 

H .î r? b! 0f interest t0 detail the population which 
calls the Suicide Prevention Center in Los Angeles and the 
steps we follow in working with them. In age and sex, the 

greatest number of those who contact us are females between 

¿0 and 35. It is infrequent that the older, more serious 

group calls. An important problem for those concerned with 

suicide prevention is to evolve the innovative procedures 
necessary to discover, identify, and intervene in this high 

suicide-potential group. The persons who do call us, however 

are also more potentially cuicidal than the general popula- ’ 

tion. However, the initiation of preventive therapeutic 
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procedures heightens the probability that they will not appear 
on the coroner's rosters at a later date. 

The worker at the Suicide Prevention Center follows an 
established procedure in his interaction with the caller. In 
general, he goes through five consecutive, but frequently 
overlapping, steps. The first is the establishment of rapport 
and maintaining contact. The people who call are ambivalent. 
But they are calling, and the significant fact is that they 
are reaching out for help. At the same time they are still 
considering killing themselves, and unless they are made to 
feel that they have reached help with understanding and 
possible solution, they will hang up. The telephone is in¬ 
frequently used in the traditional, long-term, rehabilitative 
therapy; but it has become the most important significant 
therapeutic tool for working with persons in crisis. Over 
957. of our first contacts with suicidal persons is by tele¬ 
phone. Only 10 to 1571 of these people need to cane into the 
Center for face-to-face interviews. It is possible to work 
with and treat patients by means of the telephone. The 
second step the worker follows is to clarify and to focus 
the array of problems for the person and to help him see the 
primary difficulty. The most useful thing that a worker can 
do for a suicidal patient is to say, "It is true there seem 
to be a lot of problems, but the most important one to solve 
right now is this problem. We will look at the others later 
on." In the third step, the helper is (at the same time he 
is talking with the patient) checking off in his own mind a 
number of criteria that nave been developed to evaluate the 
suicidal potentiality. He is concerned with the lethality 
of the suicidal person--that is, how close he is to acting 
on his impulses to kill himself. Sometimes the person is 
actually in the middle of an attempt. He will call and say 
he has Just taken a bunch of pills, and in that case there is 
little to do in terms of psychotherapy. The immediate effort 
must be to get the person to some kind of medical emergency 
care; the psychotherapy can occur afterward. Most often 
we are called by persons who are thinking and threatening 
suicide, and the problem is to decide how close they are to 
acting on their impulses. Among the criteria are age and sex. 
A call from an older white man is immediately assumed to be 
serious until determined otherwise. We are concerned with 
whether or not the person has a specific suicidal plan, and 
we ask very directly, "How are you thinking of killing 
yourself?" The question is how detailed, and how well 
thought out are his plans. The more vague, the more one can 
relax; the more specific and concrete, the more concerned one 
must be. Another criterion is character. Is this an acute 
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situation, or is this a chronic repetition of what has 

occurred often before? Past suicidal history is always 

inquired for. A history of self-destructive behavior in the 
past raises the suicidal potentiality. 

The fourth step is the evaluation and marshalling of 

resources. It may be the person's own family, or his rela¬ 

tives, or any of the personal attributes which may be used 

in assisting the patient. The last step calls for initia¬ 

tion of the treatment plan usually designed not only for 

the suicidal person but involving his significant others. 

The last is important in working with suicidal persons for 

the behavior is frequently in relation to another (or to 

others), and they are, therefore, a vital portion of the total 

suicidal picture. The suicidal individual has succeeded in 

alienating himself from these significant others, and he 

feels alone and separated. By involving the Important other 

people again, it re-establishes the fact that relationships 

are still available and that some meaningfulness and purpose¬ 
fulness yet exist in his life. 

One of the most Important aspects in working In the 

area of suicide is a sense of humor. Unless it is present 

in the worker, he is not comfortable and is not able to 

function well in helping the individual to work out of his 

depression. Within the suicidal individual, the appearance 
of a sense of humor is very encouraging. 

In relation to the worker, there are two complexes 

which we have found to merit particular concern. The first 

is called the Jehovah complex, a feeling which usually appears 

after the first or second successful case, when the worker 

begins to feel that it was he and only he who saved the 

patient. It Is certainly a very gratifying feeling to know 

that you have 1 een able to help someone and that he is still 

alive because ^ your actions, and it carries with it a 

tremendous feeling of power and of accomplishment. We must 

make certain, however, that the pevson doesn't get carried 
away by this feeling. 

In the past few years we have used very successfully 

a group of nonprofessional volunteers. Inasmuch as these 

persons' services were given in the daytime, they have all 

been women. We have found them to .>■» extremely effective but 

have also found it necessary to guard against the second 

complex which is the Magna Mater complex. This is the 

Impulse to meet all the needs of tE'«e suicidal individual and 

to fill all his demands, a virtually impossible task. 
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What remains impressive, however, is the effect of 

meeting the crucial needs voiced both directly and implicitly 

by the suicidal person--that is, a search for self¬ 

significance, a cry for understanding and help. In such 

situations the crisis is real, and attending to the crisis 

prevents unnecessary personal and social loss. 
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A MILITARY ALCOHOL REHABILITATION PROGRAM 

Donald R. Seidel 

Alcoholism today Is generally rated as the fourth most 
prevalent Illness In the United States. It is a disease of 
unknown etiology and one of uncertain acceptance both by 
society and by the medical profession.' Whether, however, it 
is of physical, psychologic, or psychophysiologic etiology, 
or whether it is considered a disease or a behavior disorder 
does not change the physical, mental, and social sequelae or 
its prevalence in the nation as a whole. Thus, it is a 
condition which cannot be totally ignored by the medical 
profession. 

The prevalence cf alcoholism in the United States 
ranges in figures from five million cases upward according 
to various studies. There are no statistics to indicate the 
incidence of this condition among military personnel. Owing 
to the difference in average age group, screening procedures 
upon enlistment^ and retirement procedures for those personnel 
found to have prolonged or debilitating illnesses, I do not 
feel we can take the civilian incidence of this illness as 
the incidence among military personnel any more accurately 
than we can apply the civilian statistics for cancer, heart 
disease, or diabetes to a military population. But despite 
these factors which decrease the incidence of prolonged 
illness in the military, either the illness arises while a 
person is in tl. : military service or a person enters the 
service when the illness is In an early, undetectable 
phase. 

Since alcoholism does not respect a person's status, 
experience, or intelligence anymore than any other illness 
respects these factors, we can anticipate, and in fact do 
witness, that it can strike men with many years of experience 
and great knowledge-, knowledge and experience which are 
valuable ' everyday functioning of the military and 
cannot be cc* 'etely and instantaneously replaced by the 
drafting or commissioning of new troops. It would therefore 
be a feasible plan to investigate the rehabilitation potential 
of those pe-'-onnel who have drinking problems and, also, have 
such knowledge and experience. It is on this premise that 
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a preliminary rehabilitation program has been established at 
USAF Hospital, Krigl 'atterson. 

It should be noted, however, chat it is not on theory 

alone that such a program is being undertaken. For several 

years federal, state, and local governments, either directly 

or indirectly through grants, as well as private institutions 
and university centers throughout the country have been 

involved in research on alcoholism, part of this research 

has been involved with trying to determine prognostic signs 

and symptoms. The majority of these studies, including those 

at the Alcoholism Treatment and Research Center in St. Louis 

where I spent part of my residence as a staff psychiatrist, 

Indicate that the retention of employment status and re¬ 

tention of marital status are two positive prognostic signs. 

Fortunately, for the purpose of this study, alcoholics found 

among the military population usually still have these two 
factors in their favor. 

For .the purpose of the study, admission and referral 
criteria are necessarily selective. First, the patient must 
be an alcoholic and willing to admit his drinking poses a 

serious problem to him. Second, as far ar the referring 

physician can determine, the patient should be free of 

underlying emotional illn sses such as schizophrenia, manic 

depressive psychosis, or oiher serious mental illness. He 

should also be free of clinically detectable chronic brain 

damage. Third he should be a pet son possessing sufficient 

knowledge and years of experience that his rehabilitation 

would be of considerable direct benefit to the military; 

he should have at least two years retainability so adequate 

followup can be obtained. Fourth, since it is our intention 

to adapt the man to his illness and not adapt the man's 

environment to the patient's illnest , the patient will be 

accepted only on a temporary duty basis so that he may return 
to his original base and his primary career field. 

The treatment plan is divided into two phases. The 
first can be considered a detoxication or "drying out" 

phase combined with a phase of evaluation. This phase covers 

approximately the first three to five days of hospitalization. 

During this time, any withdrawal symptoms are dealt with by 

the use of chlordiazepoxide, phenothiazines, anticonvulsants, 
magnesium sulfate, multivitamins, and fluids. If the patient 

has already gone through a withdrawal phase prior to trans¬ 

fer to this unit, or as soon as the withdrawal phase is 

passed, the patient is evaluated by means of clinica’ psy¬ 

chiatric interviews and psychologic testing for affactual and 
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organic disorders to assure that he is primarily an alcoholic 

and not suffering from other mental illnesses of which drink¬ 

ing may be only a symptom. At the same time the patient's 

physical status is assessed fy routine physical examination, 

urinalysis, serology, and chest x-ray, and blood chemistries 
including liver profile, serum amylase, and blood sugar. 

Part of the initial psychologic evaluation consists 
of the Halstead Battery which was designed by Halstead of the 

University of Chicago and modified by Reitan at the Univer¬ 

sity of Indiana. The Battery is administered during the 

initial phase of admission to help determine the presence of 

fine organic brain involvement. It is also administered 

at the end of the patient's hospitalization to furnish data 

for a secondary study on the organic changes which occur due 
to abstinence. 

During the initial phase of admission, the patient is 
asked to till out a questionnaire which is designed as a 

self evaluation of his drinking. If his spouse is available, 

she is also asked to fill out the same questionnaire and 

thus have a comparison between the patient and the spouse's 

views of the drinking problem. At the end of the patient's 

hospitalization, he is again asked to fill out the same 

questionnaire. Theoretically, we expect to see some changes 
in the answers if our treatment program has endowed the 
patient with any knowledge and insight. 

The second phase of treatment is considered the 

rehabilitative phase. During this phase, the patient will 
remain in the hospital and will be exposed to individual 

and group psychotherapy and will be strongly encouraged to 

attend Alcoholics Anonymous meetings in the local community. 

The psychotherapy will be directed at helping the patient 

to understand how he reacts to stress and explore with the 

patient new methods of dealing with the stress. The patient 

will also be given some didactic lectures on alcoholism, its 

stages, and its sequelae. The philosophy behind these 

lectures is that any patient with a chronic illness is in 

a better position to adjust to his illness when he knows 

more about the stages and the problems of that illness. 

The total length of hospital stay, including both 

phases, is four weeks. The patient will be on closed ward 

only if warranted by a medical condition such as delirium 

tremens or hallucinosis. Otherwise, he will be on an open 

psychiatric ward. It was my personal observation, while 

working at the Alcoholism Treatment and Research Center in 
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St. Louis, that a patient who is allowed to leave the hospital 
in less than ten days has a very high probability of return¬ 
ing to drinking within a few days. Therefore, in the treat¬ 
ment program, passes, other than those granted for the 
specific'purpose of attending Alcoholics Anonymous meetings, 
are not granted until the last weekend of hospitalization. 
When the patient is granted passes to attend Alcoholics 
Anonymous meetings, he is accompanied by well-stabilized 
members of Alcoholics Anonymous. 

Since the majority of the patients will be coming from 
bases other than Wright-Patterson, the followup studies will 
be done by questionnaires sent to both the patient and the 
referring physician. As a guide to the referring physician, 
a copy of the narrative summary will be sent to the referring 
physician. Included in the narrative summary will be 
recommendations for the physician to encourage the patient in 
the use of Alcoholics Anonymous and also recommendations on 
the transient periodic use of tranquilizers when indicated 
by the patient's condition. 

It is our hope that this program involving only four 
weeks of hospitalization will be able to salvage 307. or more 
of knowledgeable and experienced personnel who are rendered, 
at least partially, ineffective by alcoholism. If such a 
successful rehabilitation rate can be demonstrated, the 
knowledge and experience salvaged for the military would 
more than compensate fcr the four weeks of hospitalization. 
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HUMAN RELIABILITY PROGRAM: ANNUAL REPORT 

Monard D, Weems 

It's really a pleasure to be here today to discuss the 
Human Reliability Program. This program is very close to all 
behavioral scientists, and you should all be proud of it be¬ 
cause it was born and nurtured by behavioral scientists in 
the Air Force. The program was conceived back in '59 and '60. 
Gen. LeMay, who was then Chief of Staff of the Air Force, be¬ 
came quite concerned about accidents happening to people work¬ 
ing around nuclear weapons and aircraft missiles. He decided 
that his staff should look into this matter and come up with 
a program to screen these people and be sure that we get the 
proper man, a reliable man for these jobs. The purpose of the 

*WM* progirart id to establish the requirement and responsibility 
for the screening and selection and evaluation of personnel 
that are assigned duties involving nuclear weapons. The pro¬ 
gram, since its implementation, has been adopted by the Sec¬ 
retary of Defense for all services. Also the Royal Canadian 
Air Force has adopted it. In addition, some 17 steel com¬ 
panies have considered the implementation of these procedures. 

The program is implemented in three phases. The first 
phase is the selection for training and this is the phase 
where we get the airmen as they come into the service here at 
Lackland. We screen these people and ensure that they are the 
type of men we want in weapons duties. This year we were very 
fortunate to come up with a new unit which we call the Central 
Assessment Unit. Initiated in February with a few people on 
board, they now have a full complement of interviewers and 
are doing a wonderful job. Maj. Strimple, chief of the As¬ 
sessment Branch, will follow me and describe this procedure 
and the unit in detail. Also throughout the year we've had 
to split our personnel and screen people at Amarillo owing 
to the meningitis epidemic. In addition, we've had a tre¬ 
mendous increase of people that have been included in the 
program so there's been quite a burden on these people. 

The second phase is the screening for assignment, and 
this phase is also accomplished here and at the various units. 
This takes into consideration the medical service personnel, 
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the security people 
coranander must make 

the personnel people, and of course the 
the assignment decision. 

Darts of H hlrd Phai"!’ "hICh 18 one of the ”ost important 
assirent 
commands--disqualification at an 
personnel Firat of ,Í ’ «assignment, and separation of 
then trv to * ^1, We temPorarlly disqualify a man and 

we disïiaîifv him 38 a ^ °n the j0b: if we can,t d0 this 
h sd rq 1 e d^ and endeavor to use him within 
thic ? f 1 n0t’ then we have to retrain him If 
this is not possible, separate him from the service. 

onirir, research program is being conducted to improve our 
guidance in the Human Reliability Program. One such study is 

t“o :„uâcí„detrdy- vt r*8<,,,e thr°u8h 

thf coll ,Ui<:Idal 8* stares. We hope to'h^ve It ’cLpletld by°k" 

Ire bM1"8 8Ter’, Al80, exPanded background investigation! 
are being conducted by the Personnel Research Laboratory 

!ludLPse^°nnf , 6 d0ne 3 l0t °f Work on this a°d have ' in- 
Thr^fh ° / procedures in our Central Assessment Unit 
we ^fhdoreef 8wand Selectlon in the Central Assessment Unit 
screeninc ^of ^ ftUdy ínt° the pr°per «Motion and 
t^!! elf persoa«l- Roughly, I'd like to describe the 
eram °i pOSitions in tho Human Reliability Pro- 
? ’ The oritical position is one in which the individual 
has the technical knowledge and also the access to cXíte 
nuclear weapon systems. A limited position is one in Shich 

UdrdPdCP^^PPa8P'8a8P°na^a8^ ^e^completed^fi^ to” 

D>rs;?h: hXÂtïg^ri- 

oï the^egulations08 V° Sf 8Ubj8cted ^ a11 »“-er provisions 
mon»- *. gulations. We have one exception to this require¬ 
ment. Under emergency conditions we can place a man on th* 
Job provided he has a completed National Agency Clearance a 
background investigation is ini t {at-aA * a * 

by tha conntander. ^s^îst ra^fuMX ^TtXr^T^ 

thro^ah°lí>1nShedkSinCe itS ^b^^statIon on 28 February 1962 
through 31 December 1966. We have 594.390 records revLved 
by the commander and individuals interviewed hv »-h Í 

The medical service has IntervlLrio” 889 so^e can'T:'’ h^ 
tremendous workload that is Involved In this program We tave 
approximate1, 100,000 people in the Human ReHabm"; PrLÍÍm!- 
that is, 1 out of every 8 Individuals in the Air Force; We've 
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had 10,445 individuals disqualified of which there were 9,999 

airmen; so you see the greatest problem is your airmen because 

of the enormous numbers of personnel involved. Another listing 

shows how many were disqualified, by commands. The No. 1 po¬ 

sition is SAC because they have most people in the program. 

They have had 5,335 disqualified. ADC is second and ATC is 

third going all the way down to your National Guard and the 

Continental Air Command. There are more people coming into 

the program in the reserve outfits, too, by the way. This pre¬ 

sents a problem for the National Guard and the reserve people 

of not having the medical records to screen because the indi¬ 

viduals are available for a limited time. The third listing 

shows the disqualifications by AFSC. You notice the Air Polie® 

are leading the pack with 5,707. Of course we have a large 

number of Air Policemen in the program and therefore should 

have more disqualified. The number of people being disqualified 

in the Air Police has reduced from a rate of about 800 to 1,000 

every 6 months down to 400 every 6 months so this is an indi¬ 

cation that we are getting more reliable people in the Air Po¬ 

lice field and we are having fewer disqualifications. In the 

officer career field, the navigator leads the pack here with a 

97 with the missile operations officer running a close second. 

Causes of the disqualification are given in the fourth listing. 

The No. 1 cause was character and behavior disorders and the 

No. 2 cause, neurotic tendencies. Notice that the psychosis 

is down to 67o and this a very good situation. When we first 

Overall results from 28 February 19Ó2 to 31 December 1966 

Officers Airmen Total 

A. Number of records reviewed and individuals interviewed 

by commanders: 

1420,519 5^,390 123,871 

B. Number of individuals interviewed by Medical Service: 

25,1*1*1 76,1*1*8 101,889 

C. Number of individuals permanently disqualified 

under AFR 35-9: 

1*1*6 9,999 

211* 

10,1*1*5 
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started the program that- r. 
17Z to 20%; through'thou percentage was up around 207- 
age has goàe Pr„ßram p ™ 

Person u not ^ ^L“' 

of the program--to keep these neoni d d hlS is P^rpc 
I would like to look at the nro ? OUt °f critical jobs “ 
good has bean accon,pushe5e ?i ^“b1" retrosPect to see ¿he 
of these results thL morning G(!r 7 trussed so,»e 
have been going dow„. n "f' «oadman said 0ur suicid 
rates in the Alr Force ran ab” tr“'¿ 1964 „ur suicide 
97 suicides, i„ i965 „e had g“'"0/ ^ar. In 1964 „e had 

think ue can take some credit for fh '9 6 "e had 50 I 

™rkeersPe%le ^ b-“1"g -ore o „ e Õed^Itríh8 "T workers. Supervisors are becoming h their feHow 
People through the implementatln rf°^ C°nCer"Gd with their 
Program. For first-line d^str, Human Reliability 

line happenings have gone'dovn 647° °Ut °n },'e £li«ht 
. . '-^ls Ptogram; so it has accom i ° "=iULe the ilL fomentation 

»m do a lot m^e^^n“^ ^ ^ ‘ 
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ROLE OF THE CENTRAL ASSESSMENT BRANCH IN TNT^tat 
SCREENING UNDER THE HUMAN RELMUm Er“ 

Blaine Strimple 

almen for cr tl al ^ ^ 
obtained through ajt“udf^” „r.r^ b.’\ ^ 15£onM“°" 
These technics while “ 8 d bftck8round investigations, 

and loy.lty;“áae“ro nrov ê8r:?:!KÍe\0í Potentfal 
on past adjuatrient, emotional síãíuuv b?^Vi0ral ioformatlon 
and motivation. inierPersonal skills, 

1QAO Wlth advent °i the Human Reliabilitv Procram in 

and^utlllze^ehavioral av^u«.: 
system. As a result the 3700th°p ^ the lnltial classification 
at Lackland \hp fiÎînrî » th Per80nnel Processing Squadron 

the Mental Hygîene DivÎsiorTSnîordTÏl^01'0'00' (AFSC) ’ 

shown in Lt rol . hUman relial>ility failures, as 

times as high as 207,. ^ ^ high levels--8ome- 

Personnel Reae^8^! °í flndin8s and recommendations of the 

a Centra6! "^“„TbT^eY!; L^ían^h^ 

ri»aco:!go“í:“ir !nm:„8"“edth;r:e“ue"íy"8 vhe 

annual Air Force requirement, for critical a..i^e„!a, 

mental screening methods ^urrently^sed^rth^AeXperl" 

operation^ “ tha ^ 
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The Assessment Branch was formed on 3 January 1966 and 

ïhfû^"en "Y'T" £0r CIiCiCal J°b8 ^ru'ry 

it?Tj°r ai8!8,"ent in hlgh-riak areas „here reliabñ- 
ity and security are major prerequisites. In performing this 

function ve asked ourselves three basic questions: (1) Will 

the airman's background allow the issuance of a Top Secret 

security clearance? (2) Does he have the academic aptitude 

and motivation for the field? (3) Can he be recommended for 

a high-risk Job from the standpoint of human reliability? 

,., k we find tfiat the answer to these questions is "Yes " 

ire to mhf We hT 0ur final ‘MeetiL which 
re to. (1) improve background investigation technics- Í2} 

reduce technicat schoel eliminations; (I) reduce hu^n'reH- 

bility losses; and (A) improve the classification function. 

For several reasons our screening thus far has be->n 
confined to the following career fields: 

46XX - Weapons and Munitions 

463X - Nuclear Weapons 

44XX - Missile Maintenance 

31XX - Missile Electronics 

99125 - Special Electronics 

202 - Radio Intercept Analysis 

294 - Electronic Intercept Analysis 

sünJT'rí"8 0pfratlon c°nsists of seven distinct steps as 
n igure 1. The circled numbers in this figure represent 

recruiting 

TO SUITABLE 

JOBS ELSEWHERE 

TECH SCHOOL 

COMPUTER 

'SCREENING 

FINAL 

■ SELECTION 

'RE-SCREENING 

(t) 
CAREER BRIEFING 

FINAL REFERENCE 

REVIEWÍ^-J CHECK 

FIGURE 1. Seven steps in screening process. 
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, 8 Pr°cedure. The selection ration is approximately 2 tn ^ 

in that out of 100 men considered for a given hiph-risk 
ment only nbout one-half or 47 man ara aelecîed! 8n' 

at each^of°these^seven ^ 

sltlvf».^ co”Put". all incoming airmen qualified for .In-8 

a Llld II tMl ,re T1>a factors that are con 

tlal lcole. íl.'ZIIIIf“":!?,1!8 I!' '"V1™"'» ■.-•ikying 

and enlistment area. Qualified alrmel III idllllfufirr6’' 

is t r.erIIIr.I"d IIhlI‘,Ied £0r the *èc“rity ^tiefing »hich 

ing. the airman receive, a briefing concefnlng III latlrl If 

albllliriir ,ICrrn;"8 «* the Human Ref 
nffíí11 ? f hlm a& wel1 as the technics that the 
Office of Special Investigation will use to accomplish his 

VTl8atI°"' Ihe St>t'”ent o£ Personal History, Ihal « II!ã I I Biographical Questionnaire 
that we have developed are accomplished in this step. 

In jhe f’rescreeni-ng step, the Statement of Personal 

Ita rif’HA' Bi<>8raPh1-1 Questionnaire are reviewenj the 
a ï Assessment Branch. Airmen who are judged unqual! 

released ^ ^1^ Cmt^d 'k- fo™ Iíe released from further consideration for a sensitive position 

The8ml5eP aCCOUnta for about 167. of all disqualification 
psychiÍtricaorohl disc>ualification «t this step are p. -ious 
!nrk Mel Problem6. excessive legal violations, an unst^le 
work history, or excessive nervousness. 

During the career field briefing, the airman 

forhwhl,hahre?UKtiC understandin8 of the nature of the job ’ 

gives de ta iledS inf orina t^8 ^dered * A booklet is provided which yives oetaiied information for each sensitive caraor „ u 
a. job descriptions, technical school"lí Ills IH IrlIrlrns 

I Ie7fl l50frblMtICI- and ClVUIa" !PPlica“-s »£ i“ reer field for which he is being considered. This booklet 

-sMIIl lriíldtlby a 3I “■ 8lIde briefl"B vpyiou'6 
tràiníno f h J b’ UniqUe e<luiPn,ent otilized, and the technical 

all IhI8USPIr8Ml:;„IVddItl0n> fIimS 0n "“P™ a"d munfffllr 
ing the Ilfllílf 8ra”' are Sh0”,’ “hUe al™en await- 

a ^ In the interview the counselor will question the airman 
to determine his goal,, interests, motivattins, past ,1.,117 
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I 

teroret î interviewer rr.lst constantly in- 

ï“: ict^zî wn^r^To£ Vtes 
assignipent decision. Next th* int- < aidJhim in ma‘:ing an 

point rating scale--a î raM^ t ratin8 °o a five- 
a 5 rating feLases thl Tir£& bfein* theube^ qualified while 
This step accounts a« 1 further consideration. 
re1ectedP Th! ! ’ We See’ f°r about: 31% of the airmen 

lack of interestainrtheUcareÍrrfieídCtÍOn at thÍS SteP are 

Inío^tlon is 

independent eveluetloña, nuestfonnaíÍes^rs'ént tí Tr"“1 
sources that have been in positions trobs^rírínd eí.íl^r' 
the ainnan's past perfumante and his charícmr Thl , 
utilized battery of reference rW? f! The Presently 
educational, credit legal medí i f i;jntains eraPloyment, 

b’ar“. 

= AU 
up by telephonic inquiriest^After ^as“°nnaires are followed 
is summarized and adjudicated the inr e‘°8atory information 
numerical rating on the 5 nniñ- ^view« assigns a final 
This fins! u 5-point scale which I described earlier 

to1 eait íua ÎHe8d b.esni,‘S Zi* ^ ‘t™1 ™ 3 ^ ' 

-^ilailve^~ - --- 
.iman^estv! 

year of^eíaT1'* ^ dlSCU88 the re8"Ite °‘ first year ot operations. Last year we orocesseH 17 d , 
assignment to high-risk oosiMnna P < i. 17>5-7 ainnen for nign risk positions using the procedures that 
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I have just described (see table I), Of these, 8,788 were 

TABLE I 

Operational statistics 

Total airmen processed - 17,537 

Total airmen selected - 8,788 

Total tech school eliminations - 87 

Elimination rate - 17. 

selected for assignment to tech school in critical career 

areas. The total number of those selectees eliminated from 

technical school was 87 for an elimination rate of 17.. Table 

II shows a breakdown of those 87 eliminees by reason for 

elimination. As you can see, 28 of the airmen were eliminated 

TABLE II 

Reasons for elimination 

Reason Total 

Medical - 28 

Academic deficiency - 42 

Human reliability - 15 

Security clearance - _2 

Total - 87 

for medical reasons, over which we have 

This usually involves color blindness, 

eliminated for academic deficiency, and 

nated under the provisions of the Human 

very little control. 

Forty airmen were 

15 airmen were elimi 

Reliability Program. 
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Only two airmen were eliminated because they did not receive 
a security clearance. 

How do these results compare with the results of pre¬ 
vious selection procedures’ Table III shows comparison data 
for two career fields: 31XX - Missile Electronics, and 46XX - 

weapons and Munitions. We have selected these career areas 
becau.e they are particularly illustrative. For one thine 

these two career areas account for the largest percentage of 

our assignments, and they also represent opposite ends of the 

spectrum in several ways. The 31XX tech school for instance 

is one of the most difficult academically, wheicas the 46XX 

field is one of the least difficult. Also the 31XX field is 

one in which training costs per individual are highest, while 

the 46XX training costs are considerably lower. As the figures 

show prior to Mental Hygiene Division (MHD) screening for 

the career field. the technical school elimination rate 

U1" 1964, WiCh the advent of the screening procedures 
by MHD, the rate dropped to 87.. During the first half of 1965 

in which MHD screening continued, augmented by some experi- 

mental processes done by the Personnel Research Laboratory 

iFrtO, the figure dropped further to 7.37.. Finally, in this 

past calendar year our procedures have brought the elimination 

46YY f?^’27” We think We Can imProve on this. In the 
oXX field, the elimination rate prior to screening by MHD 

averaged 87. In 1964, with the MHD screening, the elimination 

iate dropped to 2.47,, and in fiscal 1965 with both MHD and 

TABLE III 

Comparison data on elimination of previous 

screening procedures 

Career field 

Prior to 1961* 

MHD screening (I96I*) 

MHD and PRL screening (I965) 

Assessment Branch screening 

31XX 1*6XX 

18?! Q% 

8* 2.k% 

7.3Í 2.3¾ 

2% 0.6% 
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PRL screening, the figure retrained about the same. This past 
year our elimination rate in the 46XX field as you see is a 
rather impressive 0.67,. 

Our experiences in the Assessment Branch during this 
past year indicates that this unit, with its revised technics, 
is making a substantial contribution to the Air Force Human 
Reliability Program. We feel chat we are providing technical 
school and operational unit commanders with very high quality 
reliable, stable airmen. In addition, these screening pro¬ 
cedures have produced savings in the hundreds of thousands of 
dollars in technical school eliminations alone during this 
past year. 

In conclusion, I feel that you can all take a certain 
pride in the accomplishments of the Assessment Branch. This 
unit, as Gen. Roadman pointed out in his opening address to 
this symposium, truly represents a major operational achieve¬ 
ment that resulted from the joint efforts of many dedicated 
clinical, research, and applied behavioral scientists. 
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AEROSPACE PSYCHIATRY--RESEARCH CONSIDERATIONS 

Terence F. McGuire 

I find few things as humbling as contemplation of our 

universe. It was not until after Columbus's voyages to the 

New World that Copernicus rocked the worlds of science, 

religion, and culture by presenting data to suggest that our 

world was not the center of the solar system, that the earth 

as well as the other known planets revolved around the sun 

rather than all revolving about us. Even a century later, 

the great Italian astronomer Galileo was forced to publicly 

deny the results of his conclusive experimental support of 

Copernicus's theories, was placed under permanent house 

arrest, and was forced to abandon pursuit of astronomical 

studies because he was so injudicious as to suggest that the 
planet of proud man was not the center of the universe. 

Today we know that there are enough galaxies in that portion 

of the universe of which we have some vague grasp to provide 

each living human with at least ten complete galaxies of his 

own and that earth is really but a small planet orbiting a 

medium-sized star on the periphery of only one amongst 

uncounted billions of galaxies. The dimensions of this 

universe are staggering. Mt. Palomar's 200-inch telescope 

has percieved, near its visual limits, light from galaxies so 

distant that even at light's tremendous speed it is only now, 

some five billion years later, that the emitted beams strike 

our earth. And yet other technics have detected galaxies at 

distances a large multiple of the five billion light-year 

figure. It is not inconceivable that man's present telescopes 
could still be receiving light from some star that in an 

ancient cosmic cataclysm ceased to exist long before Homo 

sapiens was yet sapient. It is into this immense and unfor¬ 

giving void that man is now making his first faltering steps. 

Psychiatry has a role in this adventure, and today I would 

like to touch upon several research aspects of psychiatry's 

participation, more with an eye toward acquainting you with 

some interesting peculiarities of these areas than of present¬ 
ing a given body of completed research. 

The selection of personnel is the most obvious point 

of departure; but in this area I will limit myself to some 

reflections not covered by Dr. Perry's companion presentation 
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on clinical aspects of aerospace psychiatry. As a prelude, 

it would be appropriate for me fo mention the more common 

cMsÍltuí íh8 ^ the Alr FOrCe Pll0t P°Pulatlon, which 
fr^! KS th''' lar8est single reservoir of trained personnel 
from which men for both NASA's and the Air Force's space 

programs are selected. Recent studies by Fine and Jennings 

(1) of our department indicate the average Air Force pilot 

to be of superior intelligence, averaging an IQ of 119 in 

their sample by WAIS determination, intelligent enough by 

this single basic measure to qualify the modal pilot for 

almost any professional training, including medicine. The 

first-born of a stable, middle-class, urban, Protestant 

family, he was raised in a practical matter-of-fact environ¬ 

ment emphasizing discipline and responsibility. Typically 

he developed into a rather organized, pragmatic, concretely 

oriented, aggressive man of action who tends to be more 
narcissistic than his civilian peers, handles the more 

sensitive interpersonal relationships somewhat distantly 

does not fully exercise his superior intellectual potential, 
and derives his major satisfaction from mastery of and 

competence in increasingly complex airborne vehicles. The 

drive to continue flying operationally exceeds his ambition 

for rank progression, duty assignments, or personal power or 

positions of public recognition; because flying is his prime 

military satisfaction, the flight surgeon, who has the power 

to temporarily or permanently ground him for adequate medical 
reasons, is often considered a threat. He is not truly 

introspective and more characteristically, if threatened, will 

attempt to manipulate the environment rather than to look in¬ 

ward and make some personal change in attitude or approach. 
Emotional implications tend to be denied or discounted. 

Generally speaking, he is a confident man. In the overview, 

he is well suited to his choice of careers. Military aviation 

meets his needs for excitement, responsibility, mastery, and 

achievement, while also allowing for structured relationships 

with other males. His need to limit close personal relation¬ 

ships allows him to accept much more gracefully the sudden or 

prolonged separations from family because of military duties 
than would his average civilian peer, and aids him in 

accepting the inevitable loss of friends in aircraft accidents 
and in combat. 

Though the Air Force pilot has been the subject of 
many behavioral science studies in the past, most of them 

have been oriented toward guidance in assignment of personnel, 
such as delineating the necessary abilities for pilot or 

navigator training or for assignment to radar or control tower 

duties, rather than studying the personality characteristics 
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f tbe group as a whole. Additionally, those studies of even 

oblique relevance were largely restricted to the more simple 
nd free-wheeling days of the goggles and scarf, rather than 

the precise, fast-moving, restricted, highly controlled, 

complex function of today's combat-ready pilot-and we are 

unsure whether these changes in the character of flying 

duties have in turn led to any appreciable shift in the 

personality structure of those now attracted to flying high 

performance military aircraft as a career. Therefore 

research in the area of "the average USAF pilot" is 
continuing. 

Bearing this archetype in mind, we at the USAF School 

of Aerospace Medicine have had a unique opportunity to in¬ 

vestigate an important subgroup of this military pilot 

population, the hard-driving military "achiever." In 

addition to the Air Force personnel, we have also had the 

chance to interview and test pilot-achievers from the other 

military services plus a scattering of specially qualified 

ThVil f-’ almost all of whom were military trained pilots. 
The military pilots constitute a group of men who, by their 

day-to-day performance and by various additional special 

qualifications they have exhibited or acquired, have come 

to be identified as men of unusual achievement and potential- 
they represent to their line officer superiors a proved 

slice off the top" of the military flying population. 

Because of their demonstrated capabilities they were con¬ 

sidered "the cream" from which men were selected for military 

and civilian space endeavors and for various other special 

project assignments where a consistently excellent level of 

performance was mandatory. I am rather excited about the 

Xt 18 n0t a COramon experience for 
psychiatrist to have the opportunity to investigate a 

group of normals"--or "supernormals" as some have chosen to 
describe them--and I personally have found this group 
fascinating. 0 K 

,,, * am remfnded of Grinker's experience with the 
omoclite" (2) the name he appended to a group of "normal" 

or healtny male students of widely dispersed geographic 

origin who were attending a small Protestant college for 

ïraÎni?8 ?Íther in recreation and group work or 
in health and physical education. But there are significant 

differences between Grinker's "homoclites" and this group 

of hard-working, achievement-oriented, intellectually very 

superior, men of action. In the psychiatric and analytic 

literature one encounters considerable variance in the 

concept and definition of "mental health" and "normalcy," 
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this variance being tied to differences in the value systems 

of the individual authors. Perhaps with this study we can 

conttibute additional information on an unusual segment of 

the "normal" spectrum. 1 say spectrum because in the absence 

of detectable psychopathology, there appears to be a wide 

range of types who are essentially conflict and symptom free, 

independent, flexible, productive, and positively oriented 

toward their fellow men--and one is hard pressed not to call 

them normal and mentally healthy even if they grossly lack 

such psychiatrically valued attributes as personal insight 

or introspective tendencies, more than a modicum of ambition, 
a sense of humor, or a broad choice of interests. This 

military achiever group is more than a simple distillate of 

our average USAF pilot group; it is a distinct subgroup, so 

far as could be delineated by extensive psychologic testing 

and by s eparate clinical interviews of each subject by two 

different psychiatrists. Each candidate was seen initiallv 

for a one-to-three hour clinical interview in which pertinent 

past history was obtained and present personality structure 

explored. This was followed by an extensive psychologic 

testing battery under the direction of a trained clinical 

psychologist. Since the psychiatric portion of the examina¬ 

tion was done over a period of several days on an inter- 

digitating schedule with a thorough physical, a time lapse 

allowed for communication of the accumulated data to a second 

psychiatrist whose function it was to explore as thoroughly 

as possible, during a second one-to-three hour interview, 

any potential vulnerabilities found. In the total evaluation 

an attempt was made to define basic psychodynamics, with 

special attention paid to basic intellectual assets, motiva¬ 

tion in both the quantitative and qualitative sense, reality 

orientation, flexibility, defenses against anxiety, potential 

for somatization, sublimation of troublesome drives, ability 

to relate to others, function in small group process, insight 

and, on some occasions, potential public image. Ideally, at 

this point I would describe in detail our findings about this 

prototype aircrewman, who, because of his demonstrated 

performance, was given the unique opportunity to volunteer 

for a variety of aerospace and other special project missions-- 

but our analysis is not yet ready for public presentation. 

However, we expect to report on these findings in the very 

near future. Lest you feel like a man who thought he had 

come to the theater to see a feature picture and was shown 

instead only the previews of coming attractions, let me add 
a word of explanation. 

Selectees for civilian and military space endeavors 
and for various other special projects where the price of 
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human failure would be unusually high are almost universally 

draw, from the military pilot population; therefore, it pays 

to know something of the personality structure and valueP 

system of this basic group. This is true not only because 

circumstances dictate that those men who are allowed the 

opportumty to volunteer for these special dutie* come from 

this group but also because both those who decide who the 

igible achievers are and those who make the final personnel 

selection are most frequently senior officers or ex-officers 

ilv 70lrd. fr0m ,thiS Very Same cultural group, ordinar¬ 
ily from che achiever segment thereof. In our experience, 
a volunteer labeled "unqualified" or "qualified with 

reservation for psychiatric reasons has been universally 

eiiminated and, though the correlation has in recent times 

been high between psychiatric recommendation and final 

operational selection, final selection boards can at times 

find more compelling selection criteria than the psychiatric 

distance between a subject who is barely within the "qual- 

i led without reservation" range and the more rare man who 

is considered to operate high in the "exceptionally well 

qualified range psychiatrically. Therefore, if we are to 

understand the man who volunteers for challenging and poten¬ 

tially stressful duties, is subsequently allowed to compete 

for these positions, and is finally amongst those selected 

we need to know more not only about the basic military pilot 

group but also about the achiever segment from which and by 
which selection is accomplished. 

!n terms of psychiatric considerations in the selection 
process for aerospace activities, one should bear in mind 

some significant shifts from past mission criteria in regard 

to crew size, crew environment, and mission duration. With 

the conclusion of the Mercury series we have likely, for the 
most pait, seen the end of the single crew member phase of 

our r.ar onal space endeavors. There were two men aboard 

the Gemini series and now we enter Apollo with a three-man 

crew preparatory to lunar probes. The change in crew size 

b?\n ^efJected in our increased concern with the candi¬ 
dates behavior within small group process. Crew environ- 
nient is altering in the "shirt sleeve" direction, with 

space suits not being worn unless dictated by emergency or 

ex ravehicuiar activity; such an environment has already been 

publically announced for some of our more imminent activities 

«H !adTeaSf °f immediatc Personal restriction in terms 
of individual garb, tne total crew space remains very con- 

As repárHc ?riyacy for any Purpose is essentially unavailable. 
regards mission duration, it is a matter of public know! 

edge that the IRAF Manned Orbiting bab „¡,1 be aloft inï 
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thirty days at a time with a two-man crew. Once past the 
lunar phase of our space explorations, an investigation of 
Mars is the next logical planetary probe. Though Venus is 
somewhat closer, its furnace-like environment appears so 
hostile to surface exploration and its eternal dense cloud 
cover so obstructive to aerial reconnaissance that a Mars 
mission would be much more practical. But the mission 
duration for this endeavor will be rather great. According 
to a NASA publication (3) , a minimum energy round trip to 
Mars would require 970 days, almost three years, with a 
large segment of time spent in Mars orbit awaiting a favorable 
positional relationship of the two planets for the return 
trip. By increasing the energy available by a factor of 2½. 
by reducing the volume of on-board logistical support, and 
by abandoning some equipment after use, the trip could be 
cut to 500 days. This would still mean a year and a half of 
almost uniquely complete isolation and confinement for the 
crew. Consider some of the stresses involved, bearing in 
mind the type of men who will make up the crew. The volunteer 
pool for these programs is skewed toward men of action who 
enjoy vigorous outdoor activities, who like to control their 
environment, who find close interpersonal relationships more 
difficult, and who are not typically characterized by high 
levels of insight. They will be confined to a small space 
for a protracted period and their on-board duties, with some 
exceptions, will be largely restricted to that of a systems 
monitor, responding with corrective action only when the 
system state deviates from a specific mode or ground control 
dictates, d assuming that controlling position only as long 
as necessary to re-establish programmed function. Those who 
long for occasional solitude or privacy will be unable to 
find it; following the almost inevitable direct or indirect 
confrontations, there will be no avoiding the immediate 
proximity of one's antagonist and little postconflict 
opportunity to ventilate without hazarding a continuation of 
the strife and an involvement of other crew members. Addi¬ 
tionally, personal isolation within the crew is possible in 
terms of the "silent treatment" for an offender, and one 
would expect this to be a rather threatening weapon under 
such circumstances, especially in this somewhat extroverted 
group. There will be a diminished stimulus variety because 
the work area, Job satisfaction, and personnel with whom 
one has direct contact have all been greatly constricted and 
a spectrum of diversions for "off-hours" is not available; 
stimulus hunger could develop. In a gustatory sense, the 
menu will leave much to be desired and will have limited 
variety. Aside from the long separation from love objects 
and the lack of any heterosexual companionship, one would 
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sexua 1 ah^M1 enSÍ°"S 5° rÍSe in the long P^iod of enforced 
sexual abstinence. Exploration of itself implies unknowns, 
unknowns with which he hopes he can cope. One is continually 
threatened by a hostile external environment and pressured 

fTAthin *7 the Practical need to control his own impulses 
and to keep the peace amongst crewmembers. There is also the 
threat of ill-health, without the availability of direct 
medical a.d--and experience would lead one to expect some 
somatization during the prolonged missions (A), possibly with 
some increased anxiety since no doctor is immediately at 
hand. His work-sleep schedule may well be irregular, depend¬ 
ing on such problems as the decay in attention when monitoring 
duties are prolonged, the cross-training of crew members, and 
the like. 

These considerations bring to mind some interesting 
thoughts. For instance, if you knew three or so years in 
advance who were to be crew members for a very long mission, 
would you suggest or offer psychoanalysis as part of their 
mission preparation, hopug that such training would reduce 
to a minimum the amount of interpersonal conflict and 
possibilities for neurotic malfunction during a mission of 
many months, especially if the mission does not go as planned? 
Imagine for example a highly intelligent, highly competitive, 
aggressive, and capable, but not insightful, man some portion 
of whose motivation for t'pace activities originated in a 
reaction formation to a basic problem with dependency--and I 
have seen such men amongst special mission candidates; how 
great would the pressure upon him be during such a long 
mission if all radio communications with earth failed if his 
electronic umbilical cord were cut? Aside from the assurance 
and guidance such communications with "guardian angel" 
personnel implies, it would also mean loss of any thread of 
communication with wife, children, and other meaningful 
people. On the other hand, such an increase in insight as 
would be expected of a successful analysis could remove some 
previously effective, though normally considered less 
desirable, defenses against anxiety and could conceivably 
produce some response delays in initiation of various defen- 
sive actions of a previously near-reflex nature. Also, under 

e influence of analysis, some men could abandon entirely 
their commitment to the aerospace program of which they were 
part, finding their original motivation faulty. There is 
little doubt that some men with strong motivation for the 
program would cooperate only to the extent of allowing 
themselves to become physically but not truly emotionally 
involved in the analytic process. The question of the 
advisability or nonadvisability of psychoanalysis or some 
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sort of uncovering psychotherapy for crews of especially 

long, confined, nazardous missions is indeed something with 
which to conjecture. 

The literature on the small group process is not 

particularly extensive if one restricts his perusal to 

situations which involve hazard, isolation, and very small 

groupe. The Air Force has studied men on isolated duty such 

as remote radar stations, as well as small experimental groups 

during protracted confinement in altitude chambers or ground- 

bound cabin environments. There are also largely anecdotal 

accounts of actual catastrophes and long-term isolation stress 

amongst explorers, sailors, various small military units, and 

analogous groups. Some of the more pertinent studies have 

come from the Navy, especially the investigations of group 

response in the setting of small Antarctic stations (5, 6). 

Sometimes with crews as small as five or eight, these stations 

can be totally cut off from outside contacts for eight or nine 

months at a time with personnel confined to close quarters. 

The methods of psychiatric screening of volunteers prior to 

assignment to the Antarctic were much less extensive than 

those currently in use by the Air Force, including only a 

half hour clinical interview and a Rorschach, but not only 

eliminated vulnerable individuals in a negative selection 

sense but also demonstrated a low positive correlation 

between predicted and reported levels of performance. 

Effective individual performance over a year's tour was 

related to the sum of three trait clusters grouped around 

emotional stability, task motivation, and social compat- 

ibility--mission effectiveness being scored in a global 

sense by both supervisor rating and peer nominations. There 

are gross differences between the Navy volunteer pool for 

Antarctic duty and the military achiever pool upon which we 

have drawn, but this does not discount the pertinence of 

their observations to the Air Force selection problem. In 

their studies, a pattern of affective change was identified; 

there was an initial period of anxiety as the mission began, 

followed by a long "settled" plateau and concluded by a shjrt 

period of anticipated termination during which time there was 

a diminution of the affective repressive activity, with in¬ 

creased aggression and a decline in performance efficiency. 

With the limitations of activity and restricted stimulation 

of the long isolated period, there was an increase in 

emotional and somatic symptoms which involved a major segment 

of the base (or crew) population, especially as reflected in 

sleep disturbances, depression and irritability. 
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repeated^bservatlonchat^e 11-motivacedC0UnterS 
especially in the circumstance ôf íñt» H "'ä memb!!rs> 
survival, are caoablp nf e ¿ interdependence for 

antagonistic feeling in thpPPr9S!« considerable levels of 

Within military aircrews i/hll T °fKmlssion completion, 
in normal flying operations a S u°n8 been reco8nized that 

peers more for his^ecínical ÍS ValUed by his crew 

sparkling personalit; «„d "Lt ïîs ^ ^ hÍS 
accepted, or at least borne if Í! “Centricitie8 wiH be 
produce at a high level. However an<1 
from the usual situation H paCe probe differs 
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the more we know of these physical responses to sustained 

intense affect states, the better prepared will we be both 

in terms of selection and on*board treatment by dru^s or 
other measures. 

The other more immediately pertinent area of psycho- 
physiologic inquiry is that of patterned responses to 

specific affect states. This concept owes much to Ax, Engel, 

Hickam, Schächter, Funkenstein, Mason, and others. That these 

affect related physiologic patterns are stereotyped as regards 
multiple physiologic variables has been questioned by other 

capable investigators such as the Laceys (8), who feel other 

processes of behavioral significance additionally inriuence 

the response pattern. I have had the opportunity myself to 

work under controlled experimental conditions v/ith cardio¬ 

vascular stresses of a much greater magnitude than most in¬ 

vestigators; though not physically dangerous to the subject, 

these graded stresses called upon his full compensatory 

capacity and could not be considered as neutral stimuli by any 

subject involved. These studies were done in the mid-fifties 

on military volunteers and were not reported because the 

project aims and some of the equipment used were classified 

at the time. In regard to the topic under discussion, I 

became fascinated by the spread, or spectrum, of tolerances 

manifested by a series of subjects who were comparable as to 

image, physical fitness, and other recognized physical param¬ 

eters. For instance, in terms of time to reach objective 

physiologic end points within a given stress area, one man's 

physical tolerance could be a large multiple, as high as 60, 

of the next--a rather impressive figure. Repeated experiments 

suggested physiologic patterns evoked by peculiarities of the 
various stresses, with modifications imposed by genetic en¬ 
dowment, organic disease residua, or conditioning, plus the 

impact of psychic factors. A small series of individuals 

could be calibrated within a stress, each repeatedly giving 

a consistent response. Then, through hypnotic distortion of 

his affect state during stress, the objective physiologic 

performance of the individual subject could be significantly 

and often rather rapidly altered in predictable directions. 

These findings remained consistent through a series of 

thirty-one experiments. Additional corroborative evidence 

was supplied by subjective reports of emotional response to 

the stresses by individual subjects and correlation of these 
reports with their observed performance. A hierarchy of 

affect states, in terms of physiologic tolerance only and 

without reference to attendant psychomotor or intellectual 

efficiency, was evolved with anger-out leading the list 

followed by competitive or challenge responses, anger-in, and 



lastly by marked anxiety or fear. There ws a small group of 
middle ground performers who denied any conscious emotional 
response to the stimuli; this would appear to be either an 
unconscious denial or a conscious masking of an unacceptable 
emotion. The need for greater understanding of th psycho¬ 
physiology of acute physical stress is apparent if one 

accepts the premise that compensatory or homeostatic physiol¬ 
ogy can have its efficiency acutely altered by strong affect 
states and that given individuals tend rather repetitively 
to produce specific affective states under threat of anni¬ 
hilation or mutilation. Therefore, we are once again moving 
in the direction of psychophysiologic investigation. 

I have tended to wander a bit, especially into two 
areas of personal fascination, psychiatric selection for 
hazardous duties and problems of stress psychophysiology. In 
the frame of reference of today's topic, the major problems 
of each of these will become more pressing some years hence 
when our space prooes extend their time lengths well above 
current durations. But one must remember that already today, 
the astronaut's problems have their analogues in the small 
Antarctic station, the remote DEW-line radar installation, 
the nuclear submarine, the guerilla warfare unit, underwater 
demolition team training, the small group of Special Forces 
personnel working with a South Vietnamese unit hut with both 
surrounded by a sea of hostile Viet Cong o.' a remote Viet¬ 
namese plateau, contemplated static undersea research 
stations, and the like. With each there is some sort of 
relative confinement with an essentially unchanging small 
group of companions, constant need to be alert against a 
threat of annihilation or mutilation, and being forced to 
deal with unknowns. The problems of adequate psychiatric 
selection for hazardous duty have been with us for some time 
and our total fund of psychiatric and psychophysiologic 
knowledge may not be adequate for our future needs. 
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DISCUSSION 

DR. KOLIAR: I enjoy these meetings for many reasons--not 

only is there an opportunity to return to one of the 

haunts of younger days, but there is always much good 

fellowship and the opportunity to be serious about 

seemingly far-out matters. Coi. McGuire's paper is 

concerned with sufficient far-out topics so as to meet 

this latter need quite adequately. I enjoyed his 
paper very much. 

He implies that the manpower pool which has 

supplied our present crop of astronauts may not be 

the proper source for astronauts of the future. He 

fears that the longer trips of the future with their 

enforced passive inactivity in close quarters will 
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den«„d personality traits not prominent or sufficiently 

r^íc^rfL^ftíZuís““"8 up the ~ 

Col. McGuire suggests that perhaps a selection 
program may solve thes.e problems. Because only a 
very féw men need be selected from an essentially 
unlimited source, I can agree on theoretical grounds 
t ^ s®^2Ction "»ay be a way of meeting these antici¬ 
pated difficulties. However, on the basis of past Air 
Force experience it is important to keep in mind some 
of the practical limitations of selection programs. 
Even if we assume that we will shortly be able to 
define personality characteristics in terms that will 
permit us to assay and measure these qualities we 
cannot be sure that we can delineate on an a-priori 
basis those characteristics or the constellation of 
traits that will tend to ensure success in space 
ventures. In the past, the Air Force has developed 
and made good use of psychomotor tests for the 
selection of pilots. However, in spite of consider¬ 
able expense and extensive efforts the Air Force has 
not been able to devise a really effective personality 
es or p ot selection. If time permits perhaps we 

can get Dr. Baiser to comment on the Personality 
Selection Study which was conducted by Saul Sells in 
the School of Aviation Medí ine when it was located at 
Randolph Field during the iÇSO's. This project was 
abandoned after several years because an effective 
battery of tests had not resulted from their efforts 
and it seemed unlikely that one would be forthcoming 
if the study were to be continued. 

Col. McGuire goes on to suggest that psycho- 
analys.s or intensive depth psychotherapy be made 
available to all successful space candidates to rectify 
undesirable traits and to strengthen and develop 
desirable qualities. In other words, train the 
explorer in outer space with excursions into inner 
space. Col. McGuire does not seem to be greatly 
interested in such a program so I shall not take him 
to task for considering it. I doubt if his "military 
achiever would take kindly to such a program and I 
woulc predict a degree of success somewhat less than 
is achieved in most training analyses. I an grateful 
that he does not recommend LSD training trips. 
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The last part of Col. McGuire's paper is devoted 
to the study of stress and the factors which modify 
individual responses to noxious or dangerous life 
situations. He points out, and I feel correctly so, 
that there is a need for more studies of the influence 
of such factors as motivation and small group dynamics 
on the individual's ability to cope with stress. He 
seems to be particularly interested in a psycho- 
physiologic approach, and he advocates giving a high 
priority to psychophysiologic inquiries of patterned 
physical responses as correlates of specific affect 
states. I, too, am particularly interested in 
psychophysiologic research, but I feel such studies 
should be done with a broader theoretical approach 
than Selye's stress constructs or Cannon's fight or 
flight principles. It is important to keep in mind 
that other than for the affects of fear and anger we 
cannot talk of physiologic correlates. We cannot 
point to the physiologic patterns which accompany the 
affects of depression, joy, love or, for that matter, 
any affect other than fear and anger. In spite of 
our sophisticated methodologies and the advancements 
in instrumentation and research technics, we have not 
progressed much beyond Cannon in establishing a theory 
of emotions. Too much of our present psychophysiology 
is just a refinement of Cannon and not an advancement 
beyond Cannon. 

Perhaps I can make this last point clearer by 
referring to some of the simulated stress studies 
which we have been conducting at UCLA. For instance, 
we have been impressed that neither acute starvation 
nor sleep deprivation up to 205 hours induces Selye's 
stress response of sympatho-adrenal activation. How¬ 
ever, our subjects and the staff are all in agreement 
that these experiences of food and sleep deprivation 
are stressful even though they do not fulfill Selye's 
criteria of stress. Neither could we f^nd any basis 
for considering that sleep deprivation produced 
psychosis or psychopathologic changes which extend 
beyond the period of sleeplessness. The finding is 
contrary to the currently held position that sleep 
deprivation is a potent psychotogenic agent. 

During our last sleep deprivation study in 
which four subjects stayed awake for 205 hours, the 
following unexpected event occurred which I would 
like to relate because it points out some of the 
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complex factors which must be taken into account in 

stress studies that simulate situations which astro- 

nauts might be expected to encountei and endure. In 

this study psychophysiologic measurements were taken 
four times each day on each subject while he was in 

a darkened room performing a number of tasks. One of 

of an o níS the traCking °f Patterns on ^ screen 
of an oscilloscope. After 150 hours of sleerlessness 

one of our subjects suddenly went "beserk" while these 

:::rrne^Wera being dade--he Scre*med ^ terror 
and pulled his electrodes off and then fell to the 

floor sobbing something incoherent about a gorilla 

and repeatedly asking to be taken off the experiment. 

I went ^PP61^ to be in the area and when 
heh! Í ! .° See 1 Was imPressed that he was 
.. V,n®.llke a child having a night terror. I asked 
un if his reaction was anything like any of his 

previous experiences including experiences when he 
was a small boy. To our delight and surprise he 

confirmed this and talked with much affect of’his 

night terrors as a small boy. These consisted of 

seeing Humpty-Dumpty, "like in the picture books," 

the o* nSSed by 3 80rilla- As be was tracking on 
her* ¿110SCOpa Screen* gradually changed and 
became Humpty-Dumpty, and the gorilla appeared in a 

ner of the room, then moved down and blended with 

H mpty-Dumpty to form a composite figure which then 
moved menacingly toward him. He then sobbed bitterly 

and talked about his father--"that son of a bitch hi 

usednt Vo eVer,ybody else and they liked him, but he 
used to beat us." Armed with this material, his 

trhim^TÍe'ot PSyChShySÍ0l0gÍC lab WaS interpreted 
to him. The otner subjects who observed most of this 

episode oined in the discussion which followed and 

were most understanding and helpful. They proved to 

wa<;mr!Í4COmPetent C°-theraPists. In a few minutes he 
as asking not to be taken from the experiment 

teîîathat°tfba J1“16 thÍng llke that-" He went on to tell that the Humpty-Dumpty-goril la visions had 
been occurring during the previous runs, but he was 

too ashamed to report them then. The run following 

this panic episode he again pulled the electrodes fnd 

olted from the subject room but calmed down quickly 

withn ^ 5 the d3rkened r00m* The next tnn was 
hi h KilnCldent and he rePorted that he had whipped 
his problem. 
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There are numerous explanations which can be 
postulated; however, I have related this vignetta from 

our studies mainly to make the point that one should 

question all previous dogma and through a broad-based 

approach be prepared for the unexpected in doing 
stress studies. 

It is my hope that Col. McGuire and the Psy¬ 

chiatry Branch of the School of Aerospace Medicine 

will continue an active involvement in such studies. 

There are much to learn and much basic work to be 
done. They have my best wishes in their endeavors. 
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DAILY ADMINISTRATION OF UNILATERAL ECT 

Richard Abrams 
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venorau* ^ 6t &1 - (3) first induced therapeutic 

SIS---- 
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and memory loss with unilateral ECT was due to the passage of 

the current through the nondominant hemisphere and not merely 

to the delivery of less electric current to the brain. The 

authors felt that the increased scores were due to improvement 
in ability to concentrate rather to any real increase in mem¬ 
ory function. 

The purpose of the present study was to evaluate the 

feasibility of administering unilateral ECT on a daily basis 

permitting more rapid treatment and shorter hospital stay for 

patients requiring this form of therapy. Daily application 

of bilateral ECT was tried in the past (2), but the rapid 

appearance of confusional states with complete disorientation 

was a severe drawback. As noted above, previous authors using 

unilateral ECT thrice weekly found a striking absence of post- 

ECT confusion and memory loss without any statistically sig¬ 

nificant difference from bilateral ECT in therapeutic efficacy 

(1, 3, 4, 5). Therefore, no attempt was made in this study 
to evaluate the therapeutic effect of unilateral ECT. 

METHOD 

The case material consisted of 10 patients ranging in 
age from 18 to 30 years who were admitted to the USAF Hospi¬ 

tal, Sheppard AFB, Tex., during 1965-1966. All patients were 

acutely schizophrenic with onset of illness less than 3 months 

prior to treatment. After the need for ECT was determined, 

the patients were assigned to one of two groups by a toss of 

the coin. Group A (4 patients) received unilateral ECT to 

the nondominant hemisphere 3 times a week (Monday, Wednesday, 
Friday), and Group B (6 patients) received the identical treat¬ 

ment 5 times a week (Monday through Friday). Each patient 
received 20 treatments. 

Hemispheric dominance was assumed to be the opposite 
of skeletal-muscle dominance, which, in turn, was evaluated 

by three simple tests: (1) The patient was asked to roll a 

sheet of paper into a "telescope" and, holding it in one hand, 
peer through it using one eye. (2) The patient was required 

to walk up to and kick a crumpled piece of paper. (3) The 

patient was asked what his handedness was and whether it had 

ever been different. All patients stated they were right- 

handed and tested right-handed on at least 2 of the 3 test 

items. Thus, all patients received unilaterally ECT to the 

right hemisphere using the method of Lancaster et al. (3). 

The Wechsler Memory Form I was adtainistered to each 
patient prior to the first ECT and within 8 hours after the 



20th EOT. The effect of practice was assumed to be equal for 

both groups. For the reason previously noted by Zamora et al 

(5), the visual subtest of the Wechsler Memory Form I was 
omitted and only the raw scores used. 

The patients were pre-medicated with atropine, metho- 
hexital, and succinylcholine. A Reuben Reiter Mol-AC II 

machine was used, and each patient received one second of 
treatment at the "medium" setting. 

RESULTS 

The mean pre-ECT Wechsler Memory Score for Group A was 
50.6 (S. D. , 7.8) and for Group B, 47.9 (S. D., 12.7). The 

mean post-20th ECT Wechsler Memory Score for Group A was 54.4 
(S. D., 7.8) and for Group B, ¿7.7 (S. D., 10.6). Using the 

t-test tor small samples, no statistically significant dif¬ 

ferences were found between the mean scores of groups A and B 
either before or after treatment. 

Clinically, no patient in either group ever showed con 
fusion, memory loss, disorientation, or incontinence. One 

patient finished a course of 20 ECT given 5 days a week and 

went on pass the afternoon of the last treatment day to suc¬ 
cessfully take care of some pressing legal matters. 

DISCUSSION 

Although the number of cases presented is too small to 
yield definitive statistical conclusions, it is quite clear 

that unilateral ECT can be given daily without any clinical 

signs of impairment of mental functioning so marked in the 

old regressive ECT." This may be of especial interest to 

the private practitioner who has often to treat patients who 

have a limited number of insurance-paid days in hospital or 
who must be treated during a vacation period. 

SUMMARY 

In comparing two groups of schizophrenic patients who 
ijceived ECT to the nondominant hemisphere 3 and 5 times a 

week, respectively, no statistically significant differences 

in scores on the Wechsler Memory Form I were observed after 

a series of 20 ECT. In addition, the author and the nursing 

staff did not observe confusion, memory loss, disorientation, 
or incontinence to occur in any of the patients treated. 
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DISCUSSION 

i£l_Ç0L0WELSPARKS: I appreciated reading Dr. Abram's paper 

? ?ín8, t0 discuss lt because I've seen a 
efinite decrease in the use of the ECT as a form of 

treatment by our staff members who have better trainir 

and who have a background in various other technics oí 

treatme.it. At present, we treat approximately 1% of 

W\th ECT- The figure 1133 steadily 
down to that level. Two years ago, we had 6% of our * 

inpatients treated with ECT, and four years ago, 10% 

ot the inpatients were treated with ECT. At the 

present time, we are using a new form of treatment 

with th. .an,, goal la „l„d as expr.saad by Dr. Abrams 

in his paper, decreasing the amount of confusion and. 

^iCiy\inCr!aSin8 the Patient's ability to return to 
society in a functioning capacity as soon as possible. 

t-ÍÍÍVf T" !tate that W<S have done a few of tbes® new 
types of treatments and that the few patients that have 
returned áre similar t0 the pat;ient; that Dr> Abrams 

mentioned, the only followup we have relates to one 

who left on a pass on the day of treatment and was 

able to take care of pressing legal matters, and the 

Tmeal 0n*yhof left four days ^ter to go home to cook 
a meal. All of ours were female. 
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I think, in general, our interest in using these 
organic therapies involves decreasing the patient's 
time in the hospital, decreasing his time of nonfunc¬ 
tioning posttreatment, and increasing the chances of 
an early return to society to work on a change in 
behavioral pattern or relationships which were related 
to the onset uf illness either in his family or 
elsewhere, Wc have found, in some cases, ECT was the 
only way to help the patient return rapidly., I am 
sure this is true both here and at Sheppard. 

We have used bilateral ECT only, varying 
machines, hoping that there would be some difference 
in the posttreatment confusion. We have not used 
unilateral treatments, but as a result of this paper, 
we definitely will if the effects are as indicated. 
I wanted specifically to locate where the electrodes 
were placed in the unilateral treatment. In reviewing 
the articles by Dr. Abrams in his bibliography, 1 
noted a specific area mentioned that should be avoided 
if doing unilateral technic of treatment. The best 
placement is Just above a line extending from the 
lateral aspect of the orbit on the nondominant side-- 
® specifically between the lateral aspect of the 
orbit and the oracle on the nondominant side with the 
second electrode 70 posterior and 3 inches above that 
line so that the two electrodes are here and here 
(demonstrated). If you go much further back than chat, 
apparently there are visual disturbances that remain 
for several days. At least one of the studies 
mentioned this also. 

I did have some questions about the number and 
types of patients that Dr. Abrams had in the study. 
I asked him about it before we started the discussions 
today. Eight of the patients were female, and two 
were male, and all were schizophrenic. ECT has been 
recommended as a prime technic for treating depressed 
patients, and one of the articles at least, used 
depression as the most important criterion for starting 
treatment. Dr. Lancaster, in 1958, listed his criteria 
for use of this treatment. He would use it in the 
elderly arteriosclerotic who is depressed and anorexic, 

the intelligent individual who has a need to 
remember something in order to maintain himself in 
any sort of position, for instance, someone working in 
an office where he must remember certain patterns of 
behavior, and in the patients who are less than 40 
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years of age and who are neurotically depressed. He 

records bilateral ECT 1„ patient, „ho are delusional 
and depressed, suicidal and depressed, „ho have not 

responded to 6 unilateral treatment,, or „ho are 
catatonic schizophrenics. 

I appreciated reading Dr. Abrams's paper, and 
I feel sure this paper will influence our treatment 

hre- ukt leaSt We nOW have available a new 
riety of technic in training our residents so that 

?eci?e to use bilateral technic ECT rather 
n ilateral, Indoklon, or chemotherapy and thus 

have one other resource at their disposal which may 

less severely affect the patient in the convalescent 
period. 



PSYCHOTROPIC DRUGS 

David ti. Sosin 

,, , The teni1 "psychotropic" was introduced in 1957 
Gerard to describe those drugs which act on one or bou, 

The first ^™fCOmPlrS'~namely’ agÍtatÍOn and ine tirst group of psychotropic drugs is called tranquilizers 
second group is called psychomotor stimulants anti¬ 

depressants, and enercizers ,-1,0 a 1 ' 
promazine in 19S? frglZers- , S,ince the development of chlor- 
P - e m 1952, a new vocabulary has sprung up to descriHf. 
varwus compound which have a„ effect on the miid. The 
following three terms are in common usage: 

effect nn A árouP of phrenotropic (having an 
et on the mind) compounds whose effects are exerted nri 

inte1 LreVwith"^1031 S° ^ Piousness is n^^ 
which rí w h> ln Cûntrast to hypnotic and sedative dru^s 
which also have a calming effect. 

of anxiety £?Tonf‘Ü ■ ^ ”«"Í0S absence 
noun C“10n; 0001 and untroubled calmness The 

Z* :urt;:;u“ti2epLoposed by FaMne-This 

treatment oF^ëlfS^- ti„e drugs used in the 

Jhe ^156 drugs for the treatment of psychiatric dis- 
r ers has become widespread only since the mid-1950'< (n 

treatment tef bra"ldcs “ere toumor.ly employed for the ' 

chiatrtc orõbr’11“5' i"SOmnia’ but 'irua treatment of psy- 

^;tri™ei: “:;cMatryv°srestiirost praruioners- 

cause the pathophysiology of psychiatric ““order"^»^«' 
been determined. Neither drugs nor other somatic treatment 

nsvrhoth t0 the Pattent that can be achieved bí 
psychotherapy. Whether insight is desirable in a given case 

and mental^t: ^85 * ^ m0dif^ the -otional nd Rental state Or a patient to make him more receptive to 
psychotherapy; for example, an agitated manic patien may be 
sufficiently calmed by chlorpromazine; a highly anxious pa 

ent may feel soothed by chlordiazepoxide ; and a depressed, 



withdrawn patient may be aroused by imipramine so that he can 
communicate with the therapist, when, without drugs, this 
would be difficult. 

It is important to point out that a psychiatric diag¬ 
nosis does not in itself, detent ine the nature of drug therapy. 

An individual who is suffering from severe anxiety and has a 

history of psychotic episodes may respond more to a drug such 

as meprobamate or chlordiazepoxide than > a phenothiazine. 

Considerable clinical judgment is required in determining what 
drug or combination of drugs is needed by a particular patient 
at a particular time. 

The classification of tranquilizers as minor or major 
is based on differences in the pharmacologic.actions and clin¬ 
ical uses of the prototype agents in each group. The minor 

tranquilizers are used mainly for the symptomatic treatment 

of common psychoneuroses and as adjuncts in somatic disorders 

complicated by anxiety and tension. They are not effective 

in controlling severely disturbed psychotic patients, although 

they may be useful occasionally as adjunctive therapy in some 

of these patients. The minor tranquilizers closely resemble 

the barbiturate and nonbarbiturate sedatives in some respects; 

for example, they may produce psychogenic and even physical 

dependence in individuals who take them in excessive amounts 

for long periods. A somewhat lower incidence of drowsiness 

when equally effective calming doses are given is the main 

difference between these drugs and the older sedatives. The 

margin between doses that produce desirable and undesirable 

degrees of sedation is relatively narrow with most of these 
compounds. 

The major tranquilizers differ from the minor ones in 
that they reduce psychotic symptoms in many patients, and thus 
they are useful in the treatment of acute and chronic psy¬ 

choses. Practically all major tranquilizers belong to the 

phenothiazine group. Their value in treatment of psychoneu¬ 

roses and psychosomatic conditions has not been as clearly 

established. The most important pharmacologic characteristics 
of the major tranquilizers are: 

1. Antipsychotic activity--that is, the ability to 
calm aggressive, overactive, disturbed patents in a manner 

apparently unrelated to the soporific effects of large doses. 

2. Inability of even large doses to produce deep coma 
and anesthesia; animals and patients show both behavioral and 

electroencephalographic arousal when stimulated. 



3. Production of reversible and irreversible e'fef'ts 
on the extrapyraniidal system, leading to the development of 
related signs and symptoms. 

i j an^ tenclency to cause psychogenic or phya 
icu] depender)cc. ^ J 

The choice of tranquilizing drub for the individual 

patient remains empiric. There is no way to foretell accu¬ 

rately his clinical response or the toxic potential of the 

drug for him. In view of the multiple factors which modify 

drug-induced effects (personality structure of the patient 

type of emotional conflict, environment in which drug is 

given, attitude and personality of the administering party 

as well as pharmacologic effects of the drug), it is not ’ 

surprising that there are individual variations in the dosage 
level necessary for clinical effects and in the dosage at 

which side effects appear; nor is it surprising that a patient 
should react differently to different drugs of essentially 

similar properties, or even to the same drug on separate 

occasions. It is worth emphasizing that failure of a patient 
to respond to the first drug tried does not necessarily mean 
that he will not respond to others. 

MINOR TRANQUILIZERS 

Patients who respond to treatment with minor tran¬ 
quilizers usually will respond to properly selected doses of 

the classic sedatives; however, the minor tranquilizers may 

be useful for patients in whom sedatives cause a loss of 

alertness. In addition, their wider margin of safety m the 

event of massive overdosage may make them preferable to the 

barbiturates for patients who are considered to be potential 

suicide risks. When administered in large oral or parenteral 

doses some of the minor tranquilizers (e.g., Librium) occa- 

sionally help to overcome more severe psychomotor hyperexcit- 

3i1 ^or example» they have been used to treat hyperactive 
alcoholic patients suffering from withdrawal reactions or 

delirium tremens. Most of the minor tranquilizers exert 

s eieta! muscle relaxant and anticonvulsant effects in animals 
alter large doses are given experimentally; however, the 

favorable results reported may be attributed to sedative 

effects of the drugs, rather than to any relaxant effect on 

muscle spasm. They have had only limited usefulness as anti¬ 

convulsants, although Librium has been tried with som^ success 
m this area. 



Adverse Reactions to Minor Tranquil! zers 

in fh The.I"i"0r tranclullizers are relatively safe when used 
in the small doses required for relief of anxiety and tension, 

verdosage with the tranquilizers is less likely to result 

in severe coma, vasomotor collapse, and respiratory failure 

t rati or °VflerdOSaf with the barbiturates. Prolonged adminis- 
* may produce signs of autonomic imbalance, but this 

occurs less frequently with the minor tranquilizers than with 

the major ones, and symptoms are less severe. Nevertheless 

numerous reports of minor untoward effects have appeared. 

Drowsiness is the most common reaction, and ataxia, dizziness, 

and headache occur occasionally, especially during the first 

few days of treatment. Gastrointestinal discomfort, dryness 

e f°ü ’ n^Sea’ vomitin8» rash, chills, fever, and other 
signs of drug idiosyncrasy or hypersensitivity also have been 

noted. Blood dyscrasia and jaundice have been reported rarely. 

Patients who have taken excessive amounts for long periods 

have become dependent on some of these drugs, as indicated by 

the occurrence of mild to severe withdrawal reactions when 

the drugs were abruptly discontinued. These reactions, in¬ 

cluding delirium and convulsions, have been as serious as 

those produced by the barbiturates. Suicidal attempts in 

which massive doses of these drugs were ingested have led to 
coma shock, and even death; however, substantially fewer 

deaths have been reported from overdoses of the minor tran¬ 

quilizers than from overdoses of the barbiturates. Of par¬ 
ticular importance is the additive effect which may occur 

when a minor tranquilizer and alcohol are used concomitantlv. 

Especially during the early period of dosage adjustment, pa¬ 

tients should avoid undertaking activities that require mental 

alertness, judgment, and physical coordination, such as driv¬ 

ing a car or operating dangerous machinery. The physician 

should maintain close supervision over the amount and duration 

of use of the minor tranquilizers, and he should avoid writing 

prescriptions that are lalid indefinitely. If patients have 

een taking large doses for long periods, the drug should not 

e discontinued abruptly, since this may lead to restlessness 

and other signs of psychomotor excitability. Although serious 

adverse reactions affecting the skin, blood, and liver have 

een reiativeiy rare, caution is required in prescribing some 

of these drugs for patients who have a history of allergic 

dermatoses, marked capillary fragility, blood dyscrasia, im- 

function* or disease. It is suggested 
that blood counts and liver function tests be made periodically 
in patients who are receiving these drugs in large doses or 

tor an extended period. Physicians should be alert to the 

appearance of such symptoms as sore throat, fever, and weakness 
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in patients taking these drues Tf « . 

the drug8 should be discontinued and white Moorcell^nd’ 

ItetrrrM.^d^eM^'.^LutttlÓn ío' the possibility of risk to the “ Pregnant won,en, 
s* r , ' 1 riSK to the fetus must be weighed âl7A{ne^ 
the expected therapeutic benefits. 8 against 

Chlordiazepoxide (Librium) and Diazepam (Valium) 

duced i^-v^tîi^r^ï^r^ey^trr-îïir 

;zp ^rifi^îe r. 
anxiety and mild depression coexist excellen^ when 
effects of Ko»-k j exist. The most common adverse 
and ataxia ™d' íh”P dro"*lnese. dUrlness, fatigue? 
WithH« ,’ d h y 0CCur more frequently with large doses 
eííhdrT1 8yinpt0,ns» including convulsions, have occurred wher 

large^oaes ““or e^'f Pra.nn^d u.e T 
receiving 3¿0 to ÔOoTe ôf t ík"? 8tUdy ten °f eleven Patienti , T ^8* of Librium per day fabout t--imoo 
the usual therapeutic dose) for several „oit exjcrlenc^ 

swîtcSr o'T^T “Ithln a feu afrar they Se«“b?uptl, 
not hh d Plac®bo- Although anticholinergic actions have * ZlilT, ::rt:d'u is ^ »»t ie u?ed “ 
t lents with mlfd The do8aee ran8e ot Ubrlum for ps- 

ents with mild to moderate anxiety is 10 to 50 mg aid 
Valium may be given in doses of 5 to 15 mv n i ri 8 pÜ’j* 
pending delirium tremens or severe alcohol ¡cogitation 100 ma 

jLITTo £yfbo?,8lT ?\Tth 0r or eOO tn raiels? 

nn^lOh pa ien “ íhl"?b *aaaral da^a. 
back to 75Pmg?ti?d.?ti tLOO^OoO?6 “iTtlÎÎ Z 

at ab0“' 25 mg. ,.l.d. for aaveOlOeiki.' tÎÎu^ 

t!??? we““!6? “LT un"auaI1>’ hl*h- ‘r should be remembered 
othPT-wi« con8fdering a severely agitated individual who 

o°“deM0? ^ t0 ba C°atr0lUd "“h 2arge dO.e. 

Meprobamate (Miltown. Eauanil) 

This was the first of the minor tranquilizers Tt- uao 

lv:lp?dcLy,?:„rg8:d t; c^^di^eOtfdOOOdT’“1'^ i c° :ztz onTeh?.f the "oa; -da^ -Â"dÂ^iïigdru8 

r? ?• TLhl?.„ca7^?.dgpr?ba^0y j? r„á 
thin d°8e8' meProbamate appears to be as fafe a¡,’or safer 

ar urates. Various allergic and hematologic disorders 
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have been reported, however, and a hypotensive effect which 

is more pronounced in elderly indiviLls is colon y Teen 
t is associated with the development of aplas^ anemia 

thrombocytopenia, leukopenia, agranulocytosis, and erythroid 

occur^inrom Ô T“ Tt'1 ,°1 — AHer ic rcací L” 
series ‘ Patlent8. according to various 
series Compulsive use and physical dependence can definitely 

valsions06 y thÍS urU8‘ Withdrawal symptoms include con¬ 
vulsions, coma, psychotic behavior, and even death. The 

svndrle^n 1 ^ Critical in determining whether a withdrawal 

aíícíwlh ?CuUr: The withdrawal syndrome occurs more 
«rlí Î «Ith phénobarbital. Recent studies have demon- 
strated withdrawal symptoms with daily doses of 1 600 to 5 800 

ShiS'VíüVí0”'“ Tpt”"8 “‘““‘"S 
of 1 ?nn6 48 h^UrS a ter abrupt withdrawal from a dosage 

total dan8’/61 It: 18 therefore recommended that the 

as welî as other86!"0' ?’40° per Meprobamate, 
in par ents iío hf "T tran^ilizers» -V Produce improvement 

patients who have been refractory to phenothiazines alone. 

Hydroxyzine Hydrochloride fAtarav) 
and Hydroxyzine Pamoate (Vistaril) 

aiflpH 18 a *"tnor tranquilizer which is sometimes clas- 

and art!hi«»íí e«ntlhi,,:rlnlC- “ u"£ul and antihistaminic effects and can control anxiety aeitation 

«her man! festa dona cf.lUrgLdei 

cardiac"arrhvttai?.°Sha U*e£“lness o£ '"a drug In confrolllng 
pfffÎÎÎ arrhythmias has not been established. The average 
effective dosage is from 25 to 100 mg. q.i.d. 8 

MAJOR TRANQUILIZERS 

thP tran^11 i2««, of which chlorpromazine is 

y^’ are U8ed Primarily for their calming, anti- 
hJnotlr« e5feCt* Wnlike the barbiturates and other sedative- 

? aCtl0n d0es not pro(£uce unconscious- 
ness unless massive doses are given. Thus, by using these 

agents it is possible to control deeply disturbed patients 

without «using depression of vital centers. Most^Jor 

tranquilizers may be classified as phenothiazines. These 

daugs as a class are among the most widely used in the prac- 

Dhenothime?ÍClíe t0day- There are pre8ently over two dozen 
phenothiazine drugs used in medicine, with half being employed 

for psychiatric conditions. Phenothiazine itself was fTrst 

synthesized in 1883, but was not used until 1934 when it was 

tried as an anthelmintic, urinary antiseptic, and insecticide. 
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Promethazine (Phenergan) , the first phenothiazine derivative, 
was developed in the 1930's and was found to cause a marked 

prolongation of barbiturate sleeping time in mice. This l-d 

to a search for other phenothiazine derivatives with potenti- 

Íoío8^“0118.38 Wel1 aS 8reater central activities, and in 
Charpentier synthesized drug number 4560 RP, or chlor- 

promazine. Two years later Labor it and co-workers discovered 

IUI K, 8 Can Produce artificial hibernation. They noted 
that chlorpromazine by itself did not cause a loss of con- 

lELHfeSS; blJt produ“d only a tendency to sleep and a marked 
lack of interest in what was going on. The first report of 

treatment of mental illness by chlorpromazine alone was made 
by Delay and Deniker in 1952 in France. It was first used 

in the Western Hemisphere by Lehmann and Hanrahan in 1954 

Ai^theutreaíment °f Psychom°tor excitement and manic states. 
subsequently been used as an antiemetic in the 

United States, clinical studies soon revealed that the most 

importent action, as well as the most widespread usefulness 

of chlorpromazine, was in the treatment of psychotic states. 
It has been used primarily for psychiatric purposes ever 

since Altaough some practitioners use small doses of pheno- 

thiazines to treat neurotic individuals, there are really too 

many problems caused by this approach. For example, anxious 

individuals can become worse because of drug-induced feelings 

hi °l Unre!llt:y; obsa8ai°nal patients may be alarmed 
disturbance in their patterns and may become preoccupied 

with each side effect they experience. 

There are three chemical subgroups of phenothiazines: 

1. Dimethylaminopropyl compounds, of which Thorazine 
is best known. 

/XI 11 PiPeridyl compounds, of which thioridazine 
(Mellaril) is best known. 

,,,, J- Piperazine compounds, which Include trifluoperazine 

¿rat! f PerPhe"filne (Trilafon) , fluphenazlne (Permltll, 
Prolixin), and prochlorperazine (Compazine). 

So as not to create the Impression that these drugs 

have too many side effects to he useful, l will briefly dis- 
cuss the use of each of the drugs. 

Chlorpromazine (Thorazine) 

for ™ Ib0“?1"6 ÍS Probably the most useful phenothiazine 
for controlling psychosis and excessive agitation. It is also 
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warm imfmm MfpiiPippR|i|g ■h 

fr«, CrcM: « íncr^^the^ÍM01 ^■ -rh .s 

th. a^ae of '“"rag“ t.Pûl" anîtr:dUCe 

r," back T'Z^ZZt?™ 1 100 ÍHa„ 

afraid Ça preacrtbe'loroTÏ.Ô^'’“?8;"^^^-1^;- ^ 
amount is needed it- fo L6 H y> DUC il: this 

consultation. The 75 mg. Spansnle'gJvan'b laCrl<: 
convenient dosage form when «mull ? D-i-d- may be a more 

to give you an Lea ™ h» m^f^TLuToê^- "““i 
ate, there are some former state hosnírJ 8^ ^ Can t0ler' 
1,500 to 2,000 mg. per dlv SinrïTï Patnients taking 
frequently used f !L iÏV intramuscular Thorazine is 
azine T M 6 n,entioned that 25 mg. cf Thor- 

chancês of’producing híootei^it0 100 m8’ by mouth* The 
an intramuscular injection of Thor»6h feater when 8ivin8 
should not be higher thin 25 moT 5 ïherefore> this dosage 
receiving Thorazine at all nfñ h" 3 patient who not been 
before initial ^ ^ 

Trifluoperazine (Stelazinp^ 

le more^éfuÍLLra'ñaJhÍ'aLL^Lr “ TUU®rm ^ 

since it seems to^ra^iuLt^S ^fe“JOrirP°nentS 
synergistically in combination with Thorfzine 
are usually 5 mg. b.i d or t i ^ v ra ine* Starting doses 

the dosage to a^xL^’o^ mg 'parir 
intrinsic duration of action thaL IratL. 1^000Me" 

Perphenazine fTrilafon'» 
■wi h ..i i , i/m 

The dosage range here is 16 to 64 mg. Der dav Th<0 
drug has an antipsychotic action, but in the effect^ 

luneslirâr I81“' such as djatlíaId 86 
soporific effect advanta8e is ^8 decreased 

Thioridazine (Mellaril^ 

800 m8.Tp11;ges1na8%ÍL”tr 200 "8- «-i-d. Do not exceed 

beyond this dlgelLe TMrLret¿n°Pathy 0ccurr8d 
extrapyramidal and soporific effects. “ “ l0"er ‘nCld-nce ot 
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Prochlorperazine (Compazine) 

hJÎ18 ^8.13 sometlj"es classified as a minor tranquil- 

nsvIh^ïrSeT. I!0t that effective in the treatment of 
comolaints a TS effective w^n there are numerous somatic 
complaints. A 15 mg. Rpansule given once or twice a day may 
be a very useful dosage form. It has a high incidence of 
extrapyramidal effects. The antiemetic action of the drug 

dXortrT the CaUSe °f naUSea and VOmitln8 variLs^ganic 

Precautions, C»ntraindications, 
Side Effects of Phenothiazines 

and 

The major tranquilizers produce a wide variety of un¬ 
toward effects The pattern of adverse reactions is one oí 

tranfunT8 ^ * considered in choosing among the major 
^?qíÍlÍZerS’ ExtraPyramidal symptoms often occur after the 

administration of phenothiazines. Children are especially 
susceptible to these reactions. Thorazine is more lively to 

íiEidiív3 ^1°3011-1^6 syndrome consisting of tremors, 
DilWnni k eSia’ 3hufflin8 Sait> Postural abnormalities, 
ïa on r 8 mTmen,:! mask-like facies. and excessive saH- 
vation Compazine, Trilafon, and Stelazine tend to manifest 

dvÍ-eff?C mainly by causing dyskinetic syndromes. These 
yskinetic reactions, which may be accompanied by profuse 

about^the ^ COinmonly Evolve the muscles 
about the face and neck and include perioral spasms often 
with protrusion of the tongue, mandibular tics, difficulty 
in speech and swallowing, oculogyric crises, torticollis * 
hyperextension of the neck and trunk, and clonic contractions 
of other muscle groups. Usually the patient remains conscious 

a MOt°r restlessness with such manifestations 
as a feeling of inner disquiet and inability to sit still or 
sleep and complete intolerance of inactivity, and the appear¬ 
ance of continuous agitation have also been noted with pheno- 
Lhiazines. This latter syndrome is called "axathisia."P The 
Parkinson synorome is managed by reduction of dosage, admin¬ 
istration of anti-Parkinsonian drugs, or both. Kemadrin, 

da^v'ín dívídédY° °r Co8entin* 4 mS-> administered 
tL Lí dívlded doses> ara so™ of the effect;ive s> 
The dystonie syndrome is relieved by the intravenous admin- 

t ation of an anti-Parkinsonian agent or Benadryl (e.g 

in8hilfnán ho8' îfV‘ °r Benadryl> 50 Ï-V-) with repeat 
DÎrÎmîlr ï necessary- The Patient who develops extra- 
pyramidal symptoms may be able to continue taking the drug at 

druHs" aZ86 eVe}’ eSPecially if an anti-Parkinsonian 8 drug is administered at the same time. 
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a h M,Earlíer r^orts of cholestatic jaundice with Thorazine 
and other phenothiazines have diminished. Many of the earlier 

were Pyobably viral hepatitis, but phenothiazines should 
not be used in patients with liver disease. 

• Epinephrine should not be used in patients receiving 
p enothiazines, since its action may be paradoxically reversed 

and cause profound hypotension. If a patient develops hypo- 

tensxor, from a parenteral dose of Thorazine, the foot of the 

bed should be elevated and Levophed or Aramine should be admin¬ 
istered to raise the blood pressure. 

Witnin the past few years a number of serious new com- 
plications have been described in patients receiving pheno- 

thiazines. The first of these is : jyndr-me of pigmentation 
of the skin, eyes, and viscera, whfxh ba? been reported in 

?!yChÍacLÍC Patient8 who ai« «iven large amounts 
of Thorazine (i e., 500 to 1,500 mg. daxly) or other pheno¬ 

thiazines for three to ten years. Ocular changes consisting 

o opacities of the cornea and lens were also observed in 

some patients. Some of these unfortunate individuals have 
developed a deep purple color of the exposed skin. The pig¬ 

ment appears to be melanin. The brownish deposits in the 

cornea and anterior surface of the lens may occur in as high 

as 207. of patients receiving high doses of Thorazine over a 

long period of time. These are the areas of the lens and 

cornea which are normally exposed to light. The treatment of 

these pigmentary syndromes consists of stopping the drug and 

taking the patient out of the light. Chelating agonts have 

been tried as treatment. The rationale here is that tyrosine 

hydroxylase, which is copper-dependent, is needed to make 

melanin pigment. Penicillamine is an inhibitor of this enzyme 
and has worked in some cases. In the opinion of several in¬ 

vestigators, all phenothiazine derivatives at high dosage 

levels for prolonged periods have the potential to produce 
these changes. 

Another more serious pigmentary charge is pigmentary 
retinopathy, which has been found to occur only with thiori¬ 

dazine (Mellaril) when the total daily dosage exceeds 800 rag. 

A cardiac triad has been described in which EGG changes, 
cardiomyopathy, or sudden death have occurred. The ECG 

changes may be similar to those caused by quinidine or hypo¬ 

kalemia; therefore, phenothiazines should be administered 

cautiously tò patients with suspected heart disease. These 

alterations are most pronounced with Mellaril, especially in 

large dosage. The changes consist of 1-wave deformity with 
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ANTIDEPRESSANT DRUGS 

There are two main groups of antidepressant compounds: 

1. MAO Inhibitors. 
2. The tricyclic or dibenzazepine compounds. 

MAO Inhlb itors 

These include isocarboxazid (Marplan), phenelzine 
(Nardil), and tranylcypromine (Parnate). The MAO inhibitors 
are generally less popular because of their serious side 
effects. They comprise a rather heterogenous group of drugs 
that have in common the ability to block oxidative deamination 
of naturally occuring amines. These were the first true anti¬ 
depressant compounds and were developed in the 1950's; how¬ 
ever, their use has been largely superseded by the less toxic 
tricyclic compounds. The MAO inhibitors are greater potenti¬ 
ators of other compounds than even the phenothiazines. Their 
use was originally reasonably restricted owing to liver 
toxicity; however, recently the drug Parnate was implicated 
in the production of hypertensive crises produced by the 
ingestion of cheese, Chianti wine, chicken liver, and various 
other substances, including certain cold remedies containing 
substances such as ephedrine. Since the use of the MAO in¬ 
hibitors is fraught with so many complications, it is advised 
that the newer tricyclic antidepressants be utilized in their 
place. 

Tricyclic Antidepressants 

There are four main compounds on the market today. 
Although most published studies on the effectiveness of these 
drugs have been uncontrolled or poorly controlled, there is 
general agreement that one can expect improvement in 507. to 
60% of the cases which would normally show improvement with 
electroconvulsive therapy. These drugs may be useful alone 
or in combination with tranquilizers of the phenothiazine type 
in treating the depressive phase of certain types of schizo¬ 
phrenia. They should be used with caution in patients who 
are depressed but who may have an underlying schizophrenic 
reaction. They have a number of side effects which include 
the production of mental confusion, rashes, orthostatic hypo¬ 
tension, tremors, and prolonged A-V conduction time with a 
first-degree A-V block. They should be used with caution, 
if at al], in patients with glaucoma, pyloric stenosis, or 
benign prostatic hypertrophy. The cardiac status of individ¬ 
uals receiving these drugs should be assessed since toxic 
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doses may produce arrhythmias and tachycardia. Some instances 
of liver toxicity have been reported. 

Imipramine ¿Tofranil). This was the first tricyclic 

antidepressant and is an extremely effective drug in the treat¬ 

ment of endogenous and exogenous depression. It also has had 

recent successful applications in the treatment of enuresis 

in children and adolescents. Ditman has reported 85% effec¬ 

tiveness in treatment of enuresis. After two months on the 

drug with gradual tapering off, 24% of the individuals had 

no recurrence of enuresis after six months' followup. In 

responsive depressed patients, initial improvement may begin 

within the first two or three days, but more commonly not 

until the second or third week of therapy. One should start 

with 25 mg. t.i.d. or q.i.d. and raise the amount gradually 

until a maximum of 200 to 300 mg. per day is reached. After 

maximum response occurs, the dose should be gradually cut 

back to a maintenance level of 100 to 150 mg. per day. The 

upper dosages are more poorly tolerated by adolescents and 

elderly patients. Sometimes individuals become unusually 
jumpy from the medication. Those that tend to get this way 

in the evening should restrict their last dose to several 
hours before bedtime. 

Desipramine hydrochloride (Norpramin or Pertofrane). 
This is a primary metabolite of the parent compound, imi¬ 

pramine, and is felt to have a more rapid onset of action. 

Recent studies claim that this may not be noticeable clini¬ 

cally, and, furthermore, that it is not as potent as the 

parent compound. For some patients the effectiveness of 

desipramine is reduced after a period of two to six weeks. 

Dosage range is similar to the parent compound but may have 
to be maintained at a higher level for effect. 

Amitriptyline hydrochloride (Elavil). There are 

various reports which argue whether or not this compound is 

superior to imipramine. In any event, it has an advantage in 

cases of agitated depression, since it has an intrinsic 

calming or tranqullizing effect in addition to its antide¬ 

pressant quality. In responsive patients, some improve with¬ 

in the first week, although others may require four to six 

weeks of therapy before improvement is noted. Dosage range 

is similar to that of imipramine. It should be used with 

caution in epileptic patients, since it has caused some 

epileptiform convulsions in a few chronic schizophrenic 
patients. 
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doses may produce arrhythmias and tachycardia. Some instances 
of liver toxicity have been reported. 

Imipramine (Tofranil). This was the first tricyclic 

antidepressant and is an extremely iffective drug in the treat¬ 

ment of endogenous and exogenous depression. It also has had 

recent successful applications in the treatment of enuresis 

in children and adolescents. Ditman has reported 85% effec¬ 

tiveness in treatment of enuresis. After two months on the 

drug with gradual tapering off, 24% of the individuals had 

no recurrence of enuresis after six months' followup. In 

responsive depressed patients, initial improvement may begin 

within the first two or three days, but more commonly not 

until the second or third week of therapy. One should start 

with 25 mg. t.i.d. or q.i.d. and raise the amount gradually 

until a maximum of 200 to 300 mg. per day is reached. After 

maximum response occurs, the dose should be gradually cut 

back to a maintenance level of 100 to 150 mg. per day. The 

upper dosages are more poorly tolerated by adolescents and 

elderly patients. Sometimes individuals become unusually 

jumpy from the medication. Those that tend to get this way 

in the evening should restrict their last dose to several 
hours before bedtime. 

Desipramine hydrochloride (Norpramin or Pertofrane). 
This is a primary metabolite of the parent compound, imi¬ 

pramine, and is felt to have a more rapid onset of action. 

Recent studies claim that this may not be noticeable clini¬ 

cally, and, furthermore, that it is not as potent as the 

parent compound. For some patients the effectiveness of 

desipramine is reduced after a period of two to six weeks. 

Dosage range is similar to the parent compound but may have 

to be maintained at a higher level for effect. 

Amitriptyline hydrochloride (Elavin . There are 

various reports which argue whether or not this compound is 

superior to imipramine. In any event, it has an advantage in 

cases of agitated depression, since it has an intrinsic 

calming or tranquilizing effect in addition to its antide¬ 

pressant quality. In responsive patients, some improve with¬ 

in the first week, although others may require four to six 

weeks of therapy before improvement is noted. Dosage range 

is similar to that oi" imipramine. It should be used with 

caution in epileptic patients, since it has caused some 

epileptiform convulsions in a few chronic schizophrenic 
patients. 
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Nortriptyline hydrochloride (AventvD . Thie compound 
has the same relationship to Elavil as does Pertofrane to 
Tofranil. It Is said to be faster acting than the parent 
cGknpound, which it differs from only slightly. The dosage 
range is smaller than that of the parent compound. The max¬ 
imum effective dosage should be 150 to 200 tag. per day. 

It should be noted that Individuals receiving anti¬ 
depressant medication may be potential suicide risks. The 
risk of suicide is usually Increased as an individual begins 
coming out of his depression, since he is able to be more 
active and perhaps carry out plans that he might not have had 
the energy to accomplish owing to his depression. Large 
overdosage of Tofranil or Elavil can result in death, which 
is usually preceded by hyperpyrexia, hypertension, seizures, 
and coma. Treatment of overdose should be supportive, and 
In severe cases monitoring on a continuous basis should occur 
in an Intensive care unit. Convulsions may be controlled with 
short-acting barbiturates adninistered intravenously. Hyper¬ 
tension may be treated with short-acting, adrenergic blocking 
agents, and hypotension may be treated with norepinephrine. 
The development of cardiac irregularities may be difficult to 
manage. One note of caution--none of the tricyclic antide¬ 
pressants should he used along with or within two weeks of 
the administration of a monoamine oxidase Inhibitor, since 
this combination may produce severe atropine-like reactions, 
tremors, hyperpyrexia, convulsions, delirium, and even death. 

It is probably worthwhile to obtain psychiatric con¬ 
sultation la those patients in whom the use of an antidepres¬ 
sant is being considered. Recent criticism has been levied at 
overuse of these drugs in cases of depression which would have 
been self-limited to a short period without medication in the 
first place. 

Use of Sympathomimetic Amines in Depression 

The sympathomimetic amines, such as amphetamine and 
phenmetrazlne (Preludin), and similarly acting central ner¬ 
vous system stimulants, such as methylphenidate (Ritalin), 
have been tried in the treatment of depression and have been 
found wanting except in certain mild cases in which a drug- 
induced acute euphoric state would suffice. Their use in 
depression is generally not recommended. At times they may 
be employed along with phenothiazines to counteract excessive 
soporific effects of the latter compounds. 
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DISCUSSION 

_PER£Y: As much as we psychiatrists may want to get away 

from the topic of drugs, we are stuck with it and we 

are, I guess, rightfully expected to know about psycho¬ 

tropic drugs. When I got my grades In pharmacology 
during my sophomore year of medical school, I knew 

right away that this would not be my field. Later on 

I decided to go into psychiatry because at that time 
psychiatry was the one specialty In which you could 

practice and not have to use drugs. Of course, the 

year I began in psychiatry, Thorazine came out. Finally 

when I came to my present assignment, I thought this 

would be one environment, the School of Aerospace Med¬ 

icine, where I wouldn't have to mess with drugs, but 

as the junior branch chief at the time I was stuck 

with the drug project that nobody else wanted. I had 

to write a paper similar to Dr. Sos in's on the place 

of drugs In aerospace medicine. I didn't do this as 

he did, out of a very genuine interest; I did it for 

secondary gains. Once I wrote the paper I clearly 

showed that psychiatry had no place In this drug t,ro1- 
ect, and I finally did get it off my back. In the 

proceas of doing this I became quite interested de¬ 

spite my attempts at denial. I had to adnit a certain 
fascination for this topic. 

Dr. Sosin's paper was basically informative, 

and I think this is its primary usefulness. He wasn't 
trying to wave any flags or promote one drug over the 

use of another. He vas giving us facts. He was able 

to place a tremendous amount of information in a very 

small package. We need to know these things because 

other specialists come to us to find out about these 

drugs. This was his primary purpose in writing the 

P*P*r• 1 think a safe estimate on the use of such 
drugs would be that three-fourths of all the drugs 

prescribed in general medical practice in the United 
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States today could probably be found in the references 

for Dr. Sosin's paper. He has given us good, specific 

references; if you have these, knowing the internist's 

penchant for references, I think you can drive your 

points across when you advise on the use of such drugs. 

It is Impossible to get around all the difficul¬ 
ties in discussing drugs. For instance, each drug 

(and Dr. Sosin did this) presents both the generic name 

and the trade name, and some drugs have two trade names. 
I saw a patient once who was taking 800 mg. of Mil- 

town as well as 800 mg. of* Equanil daily at the same 

time. She was not at all aware that these two were 

the same drug. Then there are difficulties in the in¬ 

dividual reactions that patients show to drugs. You 

can't categorize them and this is something that is 

impossible to get around. There are difficulties in 

the studies of outpatients. I don't think you can say 

what dosage a patient is taking unless it is very, 

very well-controlled. Dr. Sosin has avoided some of 

these references. The first thing that I did when I 

picked up his paper was to look for a particular name 

in the bibliography of someone I know as a prolific, 
but at best equivocal, researcher in drugs. I was 

pleased to see that his name did not appear in the 

bibliography because whenever it does, I discount the 
article. 

For the most part, Dr. Sosin avoided these 

difficulties. Other people have tried to do this. Dr. 

Harold Himwich, for instance, has written extensive 

reviews of these drugs, but I found Dr. Sosin's paper 

much easier to understand than anything that Dr. Him¬ 
wich has put out. 

The only criticism is that Dr. Sosin skinned 

over the amphetamines. I have personally found methyl- 
phenldate to be quite useful. One indication for 

methylphenidate is in combating barbiturate intoxica¬ 
tion, which was not mentioned but is an extremely 

useful quality of this drug. So we owe Dr. Sosin a 

debt of gratitude, I believe, for tackling, digesting, 

and then understandably presenting the material he 
had for us today. 
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V 

MONKEYS, DOCS, AND EGGS—THE ROLE OF THE AIRMAN VETERINARIAN 

Joseph E. Morsh 

INTRODUCTION 

For the past seven or eight years the Personnel Re¬ 

search Laboratory has been conducting an intensive research 

program on Job analysis methodology. Based on a study of 

methods used in other government agencies and on research 

results, a procedure has been developed which enables the 

Air Force to obtain quantitative and reliable Job information 
from world-wide samples. 

By use of available sources, Job descriptions, course 
outlines, training manuals, and the like, ar. inventory is 

constructed which covers the work, not of a particular posi¬ 

tion or specialty, but of an entire promotion or career lad¬ 

der. Thus, an airman Job inventory will include work done 

at the apprentice, Journeyman, supervisor, and superintendent 

levels, since an incumbent may perform tasks which are above 

or below the level of his assignment. After extensive field 

review by subject matter specialists, the inventory is ready 
for mall administration. 

The inventory consists of several duties, or large 

segments of the work done by an individual, under each of 

which pertinent tasks are listed. A task is rather loosely 

defined as a unit of work activity which forms a consistent 
and significant part of a duty. 

In the course of developing and refining the Air Force 
Job analysis method, some 60 occupational surveys have been 

conducted in service and under contract. The suggestion that 

the airman veterinary career ladders should be among those 

surveyed elicited some negative reaction. It was pointed out 

that analyzing the Job of airman veterinarians was unnecessary. 

Everyone knows what a veterinary surgeon's assistant does. 

As paraphrased from the Dictionary of Occupational Titles, 

he cares for animals in a dog and cat hospital. He leads, 

wheels, or carries animals from their quarters to the treat¬ 

ment room, lifts them on to the operating table and applies 

restraints or holds them during treatment. He sterilizes 
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ínIfíhíJ/n*trU,!?ntS and 0th®r ®<luiPm*nt* He adminiaters 
ôf îhî Socíór" i0*“0"8’ and nUr8in8 care under ch« direction 
fLdhinfr \ He rae,l8ur®8» mix®®. grinda, and chopa apeci- 
He baíííl rí8 ^ prePar® f00d ®nd then feeda the aniLla. 
And ÎÎÎ!Îî K U8 68 tham and Clip8 their h®^ and naila. 
íñd bft 8we®p8» ^«t«, «nopa, and hoaea hospital rooma 
erínIrv^Lrrter8‘ ^ Wa8 aUo «seated that llrÜn íeT erinary Jobs were very few and not too important. 

The Airman Clasaification Manual, AFM 39-1, describes 
ÍVÍ1?811 8p®cUlti«® in two veterinary career ladders. In¬ 

cluded in one ladder are the Apprentice Veterinary Specialist 

u5dL ¡¡I7 TSp;clall8t’ and Veterinary Teclmician. The other 
ladder has Uboratory Animal Specialist and Laboratory Animal 
Technician. The Veterinary Superintendent has Jurisdiction 

Tu ..L'uuf*"- 1 0filCU1 J°b of“ 
Îîu ^ 1 Itif8’ 88 8iven ln the manual, do not quite agree 

with the popular preconceptions of the airman veterinarj job. 

SURVEY OF VETERINARY CAREER LADDERS 

_. ca8®» it wa« decided to go ahead and survey the 
,0f,Che tW0 «teria«, c.r«r Udd«.! 

::1,65 ?d J*nuari, 1966 * Job Inventory vas adnlnistefed 
Uoiel: 1*: rl*nî by “"««r a contract mo“ 
itored by the Personnel Research Uboratory. The survey in- 

11^0^2^°^8^0 °f * back8round information sheet and a 
list of 256 task statements grouped under 11 duty categories 

327 íõbeinerysWaí adJini8t®red hy teat control officer! to 
327 Job incumbents who were located in 14 major air commands. 

id.nHfÍÜJrpletín£ the lnventory, each participant supplied 
wíe íaít JfTirr bi?8raphKic **ta and checked the task! which 

. . p ^ hie regular Job. He then rated the tasks he had 
lïrï a °? T 7-polnt 8ca1®8* The first of th!se scales 

wHf:!: '1 •■’“î ^ Mch t,,k »Uh ochar 
IrílílT ihr! VwT r*"8<d fr“" 1 <very "“<=•■ below 

n rrTti,n? 8Jp,nt on ■ ^ ^ ..i: n: 
Î i"dicated the length of time he had been^n 

the job before performing each task. 

ANALYSIS of job INVENTORY DATA 

* Aítey o^P^tion, the inventory booklets were returned 
to a central location vhara th. re.pon.as vara kay^Sd 
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and placed on magnetic tape ready for computer analysis. As 
a first step in the computation, the computer converts the 
relative time spent task-rating into a percentage of time 
spent by each individual for each task rated. This is done 
by summing the individual's time spent entries, dividing each 
entry by the sum, and multiplying by 100, since it is assumed 
that the total of all an incumbent's ratings represent 1007. 
of his time on the job. 

GROUP JOB DESCRIPTIONS 

Each inventory completed according to Air Force pro¬ 
cedure is, in a sense, a description of a person's job in 
that it specifies his work activities and shows how his time 
is distributed across the tasks listed. The computer is pro- 
granmed to combine these individual job descriptions and 
print out the consolidated Job description of any group that 
can be identified with one or more of the background infor¬ 
mation variables that have been included in the inventory. 
In these group Job descriptions, tasks or duties performed 
appear in descending order of time spent on them. To identify 
areas of specialization, an automated Job clustering program 
was utilized to analyze the task data provided by the survey. 
The computer compared each individual with every other in¬ 
dividual in the sample in terms of percent time spent on all 
tasks performed. The computer then located the two persons 
with the most similar Jobs and generated a single composite 
job description which accounts for tneir work time with the 
least error. In successive stages the computer added other 
incumbents to this group or formed new groups of incumbents 
based on the similarity of their jobs. From these groups the 
13 significant job types were selected and task and duty job 
descriptions were published for them. These airman veterinary 
Job types are listed in table I. 

AIRMAN VETERINARY JOB TYPES 

This brings us to the topic of my paper, "Monkeys, 
Dogs, and Eggs. The 13 job types, that is,.the 13 different 
kinds of airman veterinarians, which comprised the entire 
survey sample, apart from 37 isolates who failed to group with 
anyone, fell into three major groups. One of these groups 
was composed of three Job types whose work was principally 
concerned with laboratory animals. Monkeys serve to designate 
their work although rats, rabbits, and goats are also used 
in Air Force laboratories. The second group consisted of four 
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TABLE I 

Airman Veterinary Job types 

Animal laboratory .lob types 

1* Animal Laboratory 
Supervisor 

2. Animal Laboratory 
Specialist I 

3. Animal Laboratory 
Specialist II 

Veterinary Services .lob types 

1». NCOIC Veterinary 
Services 

5. NCOIC Veterinary 
Training 

6. Veterinary Specialist 
(Journeyman) 

7. Veterinary Specialist, 
Sentry Dog Support 

Veterinary inspector .lob types 

8. Food Inspection 
Supervisor 

9. Perishable Foods 
Inspector 

10. Egg Inspector 
11. Food and Sanitation 

Inspector 
12. Depot and Dockside 

Food Inspector 
13. Inspector, Food Service 

Facilities 

Ungrouped 

Total sample 

Number of Percent Stage 
members time formed 

described 

9 6¾.7 1*6 

16 65.6 111 

6 68.2 87 

92 65.1» 5k 

13 57.8 23 

100 55.8 k2 

7 6U.3 53 

5 56.1* 36 

5 53.6 22 
6 5^.0 29 

20 56.8 50 

6 62.U 72 

5 57.¾ 30 

37 

327 39.9 1 

267 

É 



job types who worked with sentry dogs or performed other tasks 
commonly associated with animal care or treatment. Their work, 
however, does not fit the popular conception of the airman 
veterinarian s Job too closely. The six remaining Job types 
in the third group did not work with animals at all. They 
were inspectors--Inspectors of eggs, milk, and other perish- 

fïÎînf??d8’ 8a"iSation inspectors, Inspectors of food service 
facilities, and depot and dockside inspectors. 

ANIMAL LABORATORY JOB TYPES 

mais, 
animal 

Of the three Job types concerned with laboratory ani- 
one was a supervisory Job type and the other two 
laboratory specialists. 

The Animal Laboratory Supervisors were all in the Air 
Force Systems Command, Three members were in the Aeromedical 

ItTZ * ^ at Holloman ¿i* Force Base and six were 
assigned to the Veterinary Sciences Division, USAF School 
of Aerospace Medicine, Brooks AFB, Tex.- All members 

^r^8t; u!ff8?antf °r higher’ and 811 but two w*re working 
«ï Jhe 7_8kili level, in terms of percentage of time spent 
on tasks, members of the Animal Laboratory Supervisor Job 

I7?* ?!í™eí? 8 ?47, overlap with airmen in the survey who held 
duty AFRC MSn. Their work also had considerable overlapping 
(517.) with that of the Veterinary Superintendent. 

Members of Animal Laboratory Specialist I job types 
at Brooks and Holloman Air Force Bases and at 

Wilford Hall Hospital, Lackland AFB, Tex., while all members 

AFB 1 Lab0rat0ry Specialist II Job type were at Brooks 

In terms of percentage of time spent on particular 
tasks, members of Animal Laboratory Specialist I job type 
overlap 797. with airmen holding duty AFSC 90831, while mem- 

wiÜh ?ípAS^i1.Lab0íít°ry SPeciali8t 11 J°b type overlap 70% 
ith the 90831 s. The two animal laboratory specialist job 

types overiap each other to the extent of 567. of time spent. 
Both Job types devoted almost all of their time to two duties. 
perfonning animal medical care and supporting the Air Force 
animal research program. However, ie proportion of time 
spent on these two duties was reversed for the two Job types. 
For Animal Laboratory Specialist I, 687. of members' time was 
spent on animal medical care and 327. was allocated to the 
animal research program. For Laboratory Animal Specialist II 
the respective percentages were 357. and 627.. The work of both 
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job types tended to be homogeneous. Each Laboratory Animal 

Specialist I performed on the average, 32 of the 256 tasks 

in the inventory, while each member of Laboratory Animal 

Specialist II job type averaged only 21 tasks. 

Laboratory Animal Specialist I job type members who 

were principally concerned with animal care, devoted a large 

proportion of their time to such tasks as maintaining health 

and treatment records of animals, assisting the veterinary 

officer in preparing for surgery, performing surgery or pro¬ 

viding postsurgical care, in administering anesthetics, and 

in giving injections. On the other hand, Laboratory Animal 

Specialist II people who were more concerned with animal 

research spent much of their time on such tasks as maintain¬ 

ing sanitary conditions of animals, maintaining a breeding 

program for laboratory animals, quarantining newly procured 

animals, requisitioning food for experimental animals, and 

removing teeth. 

VETERINARY SERVICES JOB TYPES 

Two of the four veterinary services job types were 

supervisory and two were specialist. Members of the NCOIC 

Veterinary Services job type were scattered among all surveyed 

commands. Sixty-four of the 92 members held duty AFSC 90870. 

Most of the 9-skill level airmen surveyed belonged to this 

job type. The median grade of job type members was technical 

sergeant. More than half of group work time was spent on 
supervisory duties of which inspection occupied a large part. 

Members performed a greater variety of tasks than did members 

of any other job type, most of the tasks in the inventory 

being done by most of the members. 

Members of the NCOIC Veterinary Training job type were 

located in five major air commands. They spent 92% of their 

working time on supervisory functions including 21% spent on 

training their subordinates. Most members were 7-skill level 

airmen, although 3 were at the 9-skill level. Members* grades 

ranged from airman first class through senior master sergeant. 

These NCOFJs performed, on the average, 54 of the 256 tasks 

in the inventory. 

The Veterinary Specialist (Journeyman) and Sentry Dog 

Support Veterinary Specialist job types spent most of their 

time on animal medical care but in general did not work with 

laboratory animals. Almost one third of the surveyed airmen 

fell into the Veterinary Specialist (Journeyman) job type. 



Members were located in all commands surveyed and almost all 

were at the 5-skill level. Their grade spread was airmen 

third class through technical sergeant with a median grade 
of airman first class. 

All members of the Sentry Dog Support Veterinary Spe¬ 

cialist Job type were at the 5-skill level and were either 

airmen first or airmen second class. Six members were assigned 

to Wilford Hall USAF Hospital and one to USAF hospital in 

South Ruislip, England. Animal care and sentry dog support 

activities accounted for 897. of group work time. The most 

time-consuming tasks of the group included maintenance of 

health and treatment records of animals and collecting 
specimens for laboratory analysis. 

VETERINARY INSPECTOR JOB TYPES 

Members of six airman veterinary Job types performed 

Jobs which had nothing to do with animals. The work of the 

Food Inspection Supervisor job type included inspection of 

perishable foods for contract compliance, inspection of pack¬ 

ing methods and packaging, preparation and collection of 

laboratory samples, and maintenance of lists of federal and 
military food specifications. 

The major duty of the Perishable Foods Inspector was 

performing subsistence inspections. Members spent a large 

part of their time inspecting fats, oils, margarine, and 

other perishable foods. The principal tasks of the Egg In¬ 

spector job type were inspecting and grading eggs and egg 

products. Hence, the designation eggs was used in the title 

to characterize the important but perhaps unrecognized activ¬ 

ities of certain airman veterinarians. Additional tasks per¬ 

formed by some egg inspectors Included Inspection of meat and 

dairy products, grading meat and poultry, and collecting 

samples of subsistence items. The work tended to be extremely 

homogeneous, an average of only 15 tasks being performed by 
each member. 

Members of the Food and Sanitation Inspector job type 

spent a large proportion of work time on subsistence and food 

storage inspections. As mentioned earlier, in a group job 

description tasks or duties are listed in descending order of 

time spent on them. As an example, the first page of the Food 

and Sanitation Inspector job description is shown in table II. 

As seen at the bottom of the cumulat-ive column on the right, 

the 23 tasks given account for over 577. of group work time. 
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Table III presents the complete job description for the same 
job type in terms of duties. 

All members of the Depot and Dockside Food Inspector 

job type were located overseas. Tasks performed include in¬ 

spection of stock rotation and control methods, inspection of 

procedures used for loading and transporting subsistence items, 

inspectipn of inflight ifteals, and inspection of storage areas 

for insect and rodent control. Members spent more time in¬ 

specting cold and dry food storage than did members of any 
other job type. 

The principal activities of the Inspector, Food Service 
Facilities Job type included sanitary inspection of base 

facilities, inspecting food handlers' health certificates and 

other documents. Members spent some time performing animal 

medical care and zoonosis control but had nothing to do in 
support of the animal research program. 

CONCLUSIONS 

The occupational survey of the airman veterinary career 

ladders demonstrated quite conclusively the inadequacy of the 

popular conception of the duties and tasks of a veterinary 
assistant in the Air Force. 

Four of the 13 types of jobs identified showed a def¬ 

inite relationship to airman veterinary specialties as de¬ 

scribed in the Airman Classification Manual, AFM 39-1. How¬ 

ever, there is no clear-cut 3-skill level or Apprentice 

Veterinary Specialist Job type, and there is no 9-skill level 

Veterinary Superintendent job type. In terms of average time 

spent on tasks performed there are four veterinary supervisor 

job types--NCOIC Veterinary Services, NCOIC Veterinary Train¬ 

ing, Animal Laboratory Supervisor, and Food Inspection Super¬ 

visor. Instead of two journeyman-level types of jobs, Vet¬ 

erinary Specialist and Animal Laboratory Specialist as 

indicated in AFM 39-1 there are nine types of journeyman 

veterinarians, including five different kinds of inspectors. 

In the foregoing paper, a survey of airman veterinary 
career ladders has been used to demonstrate a new and power¬ 

ful method of job analysis. Ke now have Available, rigorous 

scientific procedures for identifying and describing the 

types of jobs that exist among the specialties and career 

fields of the Air Force. The study of the survey results 

and the designation of job types, provide substantial 



objective support for curriculum development, for selective 
training, and for structuring and organizing jobs toward 
more efficient management of personnel. 
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A VALIDATION ATTEMPT OF HOVEY'S 5-ITEM MMPI 
"INDEX" FOR CNS DISORDERS 

Lawrence R. Maier 

Richard R. Abidin, Jr. 

MM»T .„lí* Pre8'"t *tudy «tempeed to cros.-valldate a 5-item 
6y Hov,y (3> • “•'‘ch he found would 

dí‘oí£rr TheTîî P*tl'"“,“Uh an<1 “‘hhhut CMS lesion 
.. fólW S: M'ZrïTÎ the Í C;ltlC*1 CNS «‘««ion were iuiiows. NO. 10-There seems to be a lump in mv throat 
much of the time (F) ; No. 51-1 am in just as good píy^ai 

Ïhît I read°r ° ny frlend8 (F) 5 N°* 159-1 <*nnot understand 
diffiLït: . Ve1 88 1 U8ed t0 (T) ; No* tove had no difficulty in keeping my balance in walking (F)• and No 

?nl«!níht ‘8 a8 800,1 08 “ b«" ?••« <?)" Lei 
™ tí! L;0n8trU0t*,i hl8 8C*U b>’ P«rforming an 1M« Sval, 
dlaoîd responses of a group of male patients with CNS 
isorder diagnoses and a group without such diagnoses He 

disorHtedaiihe re8ult8 of thi8 analysis on new groups with CNS 
disorder diagnoses and without. He found that 5 of tie iteS 

alfSt? iated ^^«ntly between the new groups, with 
S tha" 507* °f the CNS disorder cafes and onU 9 

entiating itLf^n^hmiticfrSirfcti^.5 ¡I addifi^1^’ 

InlrTati Ihftpredict'^ taken ^nt0 a«ount°he cfuld 

. - i1* With 8 ClfS Scale «core of at least 4 and a raw r 

diaLsu Lidt ee^rofiôo^1’0" 1188108 8 br8ln h*"888 

Of at l«.tWn! ÄLs* L°ÏS be îu'r'f4!^ ‘ ““ ^ 

slmll.r'LcZ^or.'^ï i“..,1"8 tW0 8r0up8 U8« "tomarkably 
organic subits ‘ 8li8ht "hy8toti«l valley" in the non-" 

final cases 
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l'Ííríí? £1Üa!;"CUt neurolo8ic symptoms of brain damage, or 
established diagnosis of multiple sclerosis, epilepsy, etc 

upon admission to the Neurology Service” (p. 78). His argù- 

onîv I™ the8e exclu8ions waa that a test should be validated 
only on cases presenting diagnostic challenges rather than 

on cases that were obvious. Hovey did not list the diagnoses 

wfre^H8?8 17 dÍd I*® mention wh®ther epileptics and others 
ïfïfr I?/"/18 Pr°vided the diagnoses were made 

pr°^.SU ^ °nly that 

Cross-validation results of Hovey's original work have 

hïün rn8l8îent-, J0ítner (5)* U8ln8 8raall matched groups 
brain damaged, multiple sclerotic, and peptic ulcer pa¬ 

tients, found that the CNS Scale classified 46% of all the 

CMS patients correctly (brain damaged and multiple sclerosis) 

and none incorrectly. Only 1 of the 25 peptic ulcer patients 

scleroMla88ííÍed‘ Tïe 8Cale Wa® ra08t effective «ith multiple 
sclerotic patients, classifying correctly 64% of the group 
compared to only 28% of the brain damaged group. 

Weingold et al. (6), using brain damaged subjects wi¿h 
hnowi iMiott. (CVA., head trauma, and aur.lcll.) J cièar-cït 
fÕündltsíí , and nonpsychlatric outpatient controla, 

ïh ï°V?y 8Cale misdia8no8ed 28% of the controls 

ï8^all?d theT brain damaged) and 71.5% of the brain 
damaged (that is, called them nonbrain damaged). Even when 

these investigators used other brain damaged subjects without 

dear neurologic symptoms, 92% were called nonorganic by the 

fd ?? concluded that the scale was not "presently use- 
ful as a clinical tool." Hovey (4) in a reply to Weingold 

- J*» 8u88®8ted that two possible reasons for these differ- 
ent findings were that in his sample patients took the MMPI 

diagnoses were made, and his patients were under special 
hospital observation for diagnostic evaluation. Weingold 

hh U8et outPat,ient3 who probably knew their diagnosis at 
the time of psychologic testing. 

CNS dam^TnTTfi7) ; ^ evaluated veterans who had suffered 
thltdJh!8H f diffarin8 Agrees seven years previously, found 
that the Hovey scale correctly identified 29% of those with 

inda^d (braln inJury u8uaHy less than 4 cm. 
in area) , and 62% of those with severe CNS damage residue 

fTable l0S! °f brain tl88Ue) ‘ ^“Pite these rather 
modest figures, the author concluded that the five Hovey items 

do apparently identify the permanent or residual impairment 
due to severe brain injury." 

276 



METHOD 

The sample consisted of 155 patients (llá nui». 

IW hÔ’.JmÎT'* t0 e?“ '»^'■olosy Servie, if WllfÍrd'HeH 
S^ívlce, the end «.„rosurg ry 

„ Lrwc . 0f,the ?",ple were from the 
Service* Approximately 907. of the subjects were 

ieih ÍÍm unSer80ing diagnostic evaluation. In 

been P°"lblc c°rtlcal dysfunction had 
ha/» K<aa> Ail * prlmary ^ia8no®tic issue. The MMPI (1> 

XrH ti« h.;îered ‘a" * r0Utlne f**hio" « pert^ ti^ 

SES the 
s¿xi“r¿‘£w¿Sh‘“ 
w.. td.î8n?,tIC 0,,lnl0M were fl'en examined for all e„" 

thnro ^ The result8 of this division, as done by the au- 

wd hi* Î yeviewed h? the chief of the Neurology Service 

îr n£t * P< Wi! U8ed 88 the final criterion fs to whether 
5 nr A rU8ÍVen 8ubJect was cortically damaged. There were 

and the chîe^f^uroîo1? deCÍ8ÍOnS between th* -thors ana ene chief neurologist. The resulting groups consisted of 
73 organic patient. (64 male.) and 82 nötigen?. (TO 

(S D g'ln°51 thej°5f*5lc“ and no"or8*nlcs was 29.8 years x®**'* * 10• 2i and 31.2 vaars n - in "i\ . 

ÕÍírr.u8brjeUcPi.haodvearny45:b)eCt Í8 y“r” ^b'had 

medlcalTdUroM«df»StÍ!0í”0te‘ * *"””2 »* the final 

1. net suf^tTo'estabUsTSt12^^1:""?:^ “i“' 

of this oaner all nn - j T7 Proauc«ae For the purposes 

neurologist as fillip Wï Ch Wefe lnterpreted by the 
sidered shnnrm.i llir*6jfllt8ld* of normal limits will be con- 

as "mild" or "gro8s8"rdleS8 °f ^ adJectives such 
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TABLE I 

Diagnoses for Organic and Nonorganic Subjects 

Organic8 

(N = 73) 

1. Convulsive disorders 2g 

2. Infectious diseases 4 

3. Cerebrovascular disease or atrophy 5 

4« Brain tunors 2 

5. Cerebral vascular accidents 12 

6. Traumatic brain injury 28 

7. Other ^ 

Total 73 

Nonorganic 

(N ■ 82) 

1. Psychoneurotic disorders 

a. Anxiety reaction 10 

b. Depressive reaction 13 

c. Conversion reaction 9 

d. Dissociative reaction 2 

2. Psychophysiologie autonomic and visceral 
disorders g 

3. Psychotic involutional depression 2 

Personality disorders 1 

5. Otherb 29 

6. No disease found IQ 

Total 82 
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Footnote* - Table I 

•Specific diagnose* in each category were a* follow*: Convulsive 

Di»order* - 10 grand »*1 seizures, 1 grand nel seizure associated 

with alcohol withdrawal, 3 temporal lobe seizures, 2 psychomotor 

seizures, 1 epilepsy of undetermined origin, 1 grand mal psycho¬ 

motor and petit mal seizure with cerebellar ataxia; Infectious 

— e”ea " 1 •••Ptic »eningoencephalitis, 2 encephalitis, 2 post¬ 

encephalitic epilepsy, grand mal type; Cerebrovascular Disease or 

Atroghjr - 2 arteriosclerosis, 1 alcoholism, 2 cerebral cortical 

atrophy; Brain Tumors - 1 astrocytoma grade II, 1 paeudotumor 

Cer*bri: P«r«bral Vascular Accidents - 2 intracerebral hematoma, 

1 ruptured Berry aneurysm, 1 internal carotid aneurysm, 1 anterior 

cerebral artery aneurysm, 1 congenital anterior communicating 

artery aneurysm with epilepsy, 2 cerebral ischemia, ] CVA posterior 

1 CVA left hemisphere, 1 CVA due to cortical thrombosis with focal 

motor seizures, 1 CVA with anopsia; Trai«atic Brain Injury - 9 

skull fractures with concussion or cerebral laceration, 6 cerebral 

concussions or contusions, 2 post-traumatic paychomotor seizures, 

1 hematoma and concussion, 1 subdural hematoma, 2 extradural hema¬ 

tomas, 7 causes and/or effects unknown; Other - 1 subdural and epi¬ 

dural hematoma, 1 acute subdural hematoma, 2 subarachnoid 

hemorrhages. 

Specific diagnoses were as follows: 1 herniation of nucleus 

palposus, 2 hypertension, 1 pneumonia, 1 skull fracture, 4 tension 

headaches, 1 skull defect, 4 syncope, 1 myelopathy, 1 concussion, 

1 post concussion syndrome, 12 miscellaneous. 
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On the assumption that Hovey’s Scale can detect pa¬ 
tients with cerebral pathology, the following hypotheses 
were made: ° jr 

,1, ,The,number of subjects with CNS Scale scores at 
«“fi?0 levels 1 (score of 4 or 5, raw K of at least 
and 2 (score of 4 or 5, raw K of at least”l3) would not be 

independent of the diagnostic group-i.e., organic or non¬ 
organ ic. 

. Thf observed frequency of organic diagnoses in 
individuals who meet Hovey's CNS criterion levels 1 and 2 

would be no different than the expected frequencies reported 

by Hovey (i.e., criterion 1--86 out of 100: criterion 2--92 
out of 100) . 

The CNF Scale would lead to fewer 
in the evaluation of the presence of cerebral 
would diagnosis based solely on base rates. 

diagnostic errors 
pathology than 

4. The number of subjects with abnormal EEGs would 
not be independent of the diagnostic group. 

RESULTS 

• . j ? IILshows the number of subjects and percentages 
identified by the CNS Scale as well as the EEC findings for 

the two groups individually and combined. These figures show 

that the CNS Scale correctly diagnosed approximately 217. of 

TABLE II 

Sunury T.bl, of CNS Seal, and BEG Finding, for Organic and Nonorg.nic Croup. 

Subject. Identified by Hovey 
CNS Scale at EEC* 

Score of Criterion Criterion 
4 or 5 I h 

Abnoraul Noraal 
>• * N % N % N % N % 

Organic (1^73) 15 20.6 15 20.6 12 16.4 

Nonorganic (N-82) 17 21.0 16 19.5 9 H.o 

Coabined (N=155) 32 20.6 31 20.0 21 13.6 

(N-66) 38 57.6 28 42.4 

(N*63) 4 6.4 59 93.7 

0**129) 42 32.6 87 67.4 

*Twenty-aix .ubjact. war* not given EEC. 
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■OTP 

the organic subjects and 797. of the nonorganic sublects How 

in^h al8° mißdia8nosed 21¾ of the nonorganics by identify- 

ore “ L°°Unii at a11 '“'-J«“ a ^ score of 4 or 5, 477. were correctly identified The ftp 7 

oZVlCdÎTZÎ ‘"T 5n 01 the and^i.'ugno«,, 
tLt a swSî1;8- Stated dlffa«n“y. these fLdl'g. 

oui'eriM?01“1 EEG id‘nCiii^ -h an individual 90 

sub1ectshinS2erhe analysßs were run comparing the number of 

•Än1? ir161 and ,2- No 
crllevi» level, 1 and 2 ^ 

nos is fónubj'ecTírcvu:?;“8!1.™^ t™?*, ^ 

“uertnl'T? ‘«”y - ^ cS^a u.«? TcT^ 
intiaI1 1 a 8leant difference was found with the 

“«V iv1;1? s5?8 rh kU88 th8n the 8~ 

For^rlteri^0 Ï""TÎ ^ ÄdTC^ IÕÕ 

aó îe^rr Lvñj o¡? :Tnr:\:xn^ n 

pecce^i^out °f8W?‘ ” °Ut °£ '»»‘t^red'to^he'ex- 

diagnoses out of 155 decisions versus 73 correct ïï=: :¾ s: rrsrL"“ s,™„ 
XS'ä' :s St-«;";:““ 

«—Sr - r 
?a8írficMt c dii^ncir.“^ ^"i.'e.T* 

Â'tiî:, rs^/^rir^íern^1"- 
nonorganlc) on the «ale ^Un^t ‘LeT't' T . ot. 
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falling between 49 and 69. The corrected and uncorrected 

means and standard deviations for both groups are shown in 
table III. 

In contrast, the composite profiles of those patients 
with significant CNS Scale scores (experimental group) and 

those without (nonexperimental group) were strikingly dissim¬ 

ilar, with the experimental group showing the greater amount 

of deviancy. The Welsh coded profiles, using male norms, 

grouP (N ■ 32, including 8 females) 
13 287 549-60/FKL/, and for the nonexperimental (N : 123, 

with 13 females) 23 14 87-59 60/KFL/. Statistical analyses, 

using the t-test, between the MMP1 scale raw score means of 

the two groups showed significant differences between the 

ÜS» S, H*, Pt, and Sc scales at the .01 level, and between 

the S_i scale at the .05 level. In all instances the mean for 

the experimental group was higher. A statistically significant 

(t ■ 3,22, P < .01) difference was also found between the mean 

TABLE III 

Mean and Standard Deviation MPI Scale Scorei (Corracted and 

UncorrectedJ for the Organic and Nonorganic Groupa 

Group L F K uHs cHa D Hy uPd* cPd 

Nonorganic M 4.51 5.32 
(»=82) 

SD 2.22 5.23 

15.89 9.90 

5.10 6,64 

18.13 24.62 26.68 

6.09 7.42 6.54 

18.83 24.55 

4.32 5.39 

Organic 

(N= 73) 
M 4.96 4.55 16.81 

SD 2.31 4.22 5.41 

9.15 17.97 23.59 

6.10 5.66 5.11 

25.74 17.15 23.89 

6.69 5.19 4.89 

GrouP Mf Pa uPt* cPt* uSc cSc iMa cMa Si 

Nonorganic M 24.95 10.66 14.61 
(N=82) 

SD 7.17 4.41 10.73 

Organic M 24.95 9.71 10.93 

(N=73) 

SD 6.70 3.89 8.26 

*Significant at the .05 level. 

30.38 14.59 30.48 17.28 20.43 26.83 

7.86 11.64 8.87 4.53 4.03 10.84 

27.74 11.58 28.38 17.48 21.00 24.64 

5.39 8.55 6.22 7.16 4.03 9.33 



<29.2 years^of^he^nonexperimenCfll grôu”! 

discussion 

Pat lents ^with or¡aíic2diamosesUdldbe ^e8Jrded as unconfirmed. 
greater number of CNS Scale scores at^lth^1" ! si8nificantly 

or 2 than patients without organic d sorLa ^^'T leVel 
frequency of diaanosed oroan^ 8 disorders, the observed 

obtained CNS Scale scores8vas fir bll«8 811 8ubJects who 
by Hovey; and the CNS Scale was no moÜ ff pradicted 
fying organic patients than wera i i e^^ective in identi- 

pothesis that abnormal EEGs voulJ1™*1 baSe rates* The hy- 
organic patients was confirmed 1 frequently ln 
Hovey's scale is not ranahi à These data suggest that 

between patiente with orean£e°H<ef£eCtiVely lils<:rlmlnatlng 
«• defined m thl" ,t„d3S e a»d these withoet. 
meet as frequentlv a. iï' urtbenaore, It mlsldentlfles al¬ 

gors useLl^rlLl ,rrreCtIy ldentItle» and It is no 

less useful than knowing EEG^d'^oses^" ^ r“eS an<i 
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The present findings agree closely with results of 

Weingold et al. (6) , who found that the scale identified as 

nònbrain damaged 72.5% of their brain damaged group (compared 
to the 79% of this study) and identified 28% of the nonbrain 

damaged group as brain damaged (compared to 21%). Fairly 

close agreement also exists between the scale's identification 

of 21% of the organics in this study and 28% of the brain 
damaged mentioned by Jortner (5). 

The similarity between the organic-nonorganic profiles 

and the dissimilarity between the experimental-nonexperimental 

profiles suggests that CNS scores are more related to general 

psychologic disruption, rather than to cerebral pathology 

per se. It must be granted, however, that a patient's general 

state, his knowledge and suspicions regarding.his illness, 

and cerebral pathology are not independent events. Unfortu¬ 

nately, it was not possible in this study to control patient's 

awareness or suspicions regarding possible brain damage. No 

doubt, in some cases they did know, while in others, such a 
possibility had never been mentioned to them. 

Nevertheless, the results of this study fail to support 

the validity of the Hovey CNS Scale as a psychologic device 

capable of effectively discriminating between organic and 
nonorganic patients. 

SUMMARY 

The present study attempted to cross-validate the 5- 

item Hovey (1964) CNS Scale. One hundred fifty-five patients 

undergoing evaluation for possible CNS brain disorder were 

administered the MMPI from which the CNS Scale is derived. 

On the basis of final neurologic diagnosis 2 groups were es¬ 

tablished; 73 organic and 82 nonorganic. It was found^that 

the Hovey CNS scores (1) were independent of diagnostic 

group; (2) did not possess the diagnostic accuracy suggested 

by Hovey; (3) were no more effective for diagnostic purposes 
than local base rates ; and (4) appeared to be correlated more 

to general psychologic disruption than to the presence or 

absence of CNS lesion disorders. 
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CONCEPTUALIZATION AS A THEORETICAL CONSTRUCT 

A Re-evaluation 

Eric C. Theiner 

INTRODUCTION 

The term "conceptualization," or as used experimentally 

in recent psychologic literature, "conceptual complexity," has 

been employed to characterize several different forms of be¬ 

havior. Because all of the definitidns offered for this term 

have been empirical or operational, and because all of these 

operations have differed, it is not possible at this point to 

describe conceptualization by means of any single, all-embrac¬ 

ing behavioral definition. In the most general terms, however, 

it might be said that a person with a relatively high degree 

of "conceptual complexity" might be expected to demonstrate 

a great deal of subtlety and precision in classifying, or 

coding his experiences; he could generally avoid stereotypen 

in his thinking, and could make and preserve discriminations 

at an optimal level in both interpersonal and impersonal 
transactions. 

The central purpose of this study is to examine some 

various uses of the term, conceptual complexity, in order to 

achieve a clearer understanding of what Kelly (4) termed its 

"range of convenience." In other words, to what range of 

behavioral characteristics can we validly apply the term in 

identifying a single, general behavioral characteristic? 

The first experimental question is whether the char¬ 

acteristic, conceptual complexity, is of sufficient scope to 

incorporate both "impersonal" and "interpersonal" stimulus 

referents; technics attempting to provide estimates of degree 

of conceptual complexity have traditionally employed one or 

the other. Thus, the technics employed by Kelly (4), Bieri 

(1), Mayo (8), and Tuckman (13) have always involved people 

(interpersonal) as referents, while those of Kahn (3) and 

McGaughran (5) have typically used objects (impersonal). 

While the choice of one or the other kind of referent has 

usually been described as a deliberate one, the reasons for 

this choice have not always been clear. That is, each re¬ 

searcher has implied that use of the "other" kind of referent 



wouH lead to a different performance. The issue is unresolved 

îi^its0ofemUenîly,f0ne..releVant Procedure in examining the 
'“eaning f°r conceptual complexity" would appear to 

be to determine if comparable scores for each single opera¬ 

re fêrenís^^s vs t be°bt?}ned when both classe» of stimulus- rererents are systematically introduced. 

The second experimental question is whether the resnons» 
leafíng t0 the inference of conceptual complexity 

should be unidimensional or multidimensional. Three opera¬ 
tional methods under present consideration designated as mea- 
i! e? of conceptual complexity (Bieri's "Cognitive Complexitv " 

*nd Tucknan'8 "Integrative 
ïu!i ? based upon the assumption that the term, concep- 

teníiaí7íííí y’ ^ t0 & 8et °f homoê^ous behavior po¬ 
tentials that can be measured along a single dimension Anm-h*». 

anAÍ0a?h* ”cG®ughran's (5) multidimensional "Conceptual Area" 
nalysis, is based upon the assumption that a single-dimension 
naljrsis of conceptual behavior is an oversimplification con- 

plexity118 ThereforqUaíh ^ construin8 conceptual com- 
the "rantte of rn \ ^ ®e^0nd portant aspect in examining 
the range of convenience" for the term conceptual complexity 
is to analyze the degree of common variance across several 

h^T8’ all,°í WhiCh been identified by thL t«m! A 
wîvd!8reff?f/nterc0rrelati0n acr088 a11 measures would 
sumption8offfCÍent °f. hom°8eneity to warrant the as- 
llZÎ TK ? Seneralized behavior trait that can be described 

g single dimension. The absence of this lu degree of 
intercorrelation (e.g., the occurrence of several clusters of 
common variance) would indicate that a multivariable form of 
analysis would be more appropriate. 

inino ^ ona ye8earch^ d*) has addressed himself to exam- 
ining the possible generality of conceptual complexity albeit 

tions8Ôf8hirflnïïeWhatiin'di8Crirainate manner- The Jplica- 
be Ain A indi”®8 Vis-a-vis those presently obtained will 
be discussed in the body of this report. 

PROCEDURE 

Operational Measures 

The operational definitions of conceptual complexity 
selected for present consideration were four: Bieri's Í1) 
Mayo s (8), Tuckman's (13), and McGaughran's (5). 
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Bieri's technic is simply to present the S with a list 
of ten names of significant role figures. He then presents a 

list of ten constructs, as "adjusted-maladjusted," and asks 

the S to decide to what extent each of the ten constructs 

(on a 1 to 6 scale of magnitude) applies to each role figure. 

The more differentiated the application of the constructs, the 

more cognitively complex the S. His is an interpersonal form; 

i.e., it uses people as the stimulus referent. The impersonal 

form of this measure was obtained by simply substituting 
stimulus objects for the role figures. 

Mayo's technic is similar to Bieri's, in that she pro¬ 

vides the S with a list of names of significant role figures, 

although she presents only three figures at a time. Her in¬ 

structions to the S are to give as many ways as possible in 

which two of the figures are alike but different from the 

third. The number of such constructs which the S can produce 

in a given time period constitutes her index of cognitive 

complexity. The impersonal modification as with the Bieri, 

simply required the substitution of stimulus objects for role 
figures. 

Tuckman's approach consists of presenting the S with 
each of six hypothetical interpersonal situations. He then 

requests that the S select one of four possible forced-choice 

responses to the given situation. These responses presumably 

differ in the number of alternative solutions offered; thus, 

Tuckman defines the cognitively ("intégrâtively") complex 

individual as the one who characteristically selects the re¬ 

sponse incorporating multiple alternative solutions. As a 

further refinement, he calls his "low" compj.tix person a System 

I person and his maximally complex subject a System IV person, 

with Systems II and III persons describing intermediate posi¬ 

tions. Since his operational definition is intrinsically tied 

to the perception of social, interpersonal situations, no 

impersonal form of his technic could be developed. 

Finally, McGaughran's approach is basically a conceptual 

system or schema, which can be applied to a number of different 

kinds of performances. The essential aspect of his position 

is that he rejects the assumption that so broad a group of 

conceptual processes as those grouped under the term cognitive 

complexity, can range along a single dimension. Rather he 

suggests that there are at least two salient dimensions, or¬ 

thogonal to each other. His first dimensicn is termed "order 

of conceptual classification" and has been described as rep¬ 
resenting level of "abstraction" (10). 
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Order of conceptual classification is defined by the 

re?trlctiveness in the collecting principle (ex¬ 
pressed, perhaps as a range of equivalences) characterizing a 

conceptual grouping. One end (or pole) of the dimension is 

termed cloyed, because the equivalence range of concepts 

toward this end is narrow. An example of such "limited equiv¬ 

alence is the response "the same things" given to the stimulus 

configuration of two or three identical pencils. That is, t'**. 

number of objects that could be correctly classified under 
that specific concept is quite limited. 

Conversely, the other pole is termed "open" because 

the concepts here are much less restrictive; many referents 

could fall under the grouping. An example of an "open" con¬ 

cept would be the accurate classifying of a ball, a square, 

and an eraser under the rubric "red." There are, of course 

Max things that could be "red," and so fit into the category. 

V18’,,. re ar® ~ restrictions on the defining characteris¬ 
tics ( attributes") subsumed under this concept. A "closed" 

concept, by contrast, is one in which several distinguishable 

deflnin¡{ characteristics are used to form the principle of 
equivalence. 

The second dimension is defined by the degree of 'social 
agreement" concerning the "meaning" (i.e., limits) of the 

concept. That is, some concepts possess conceptual limits 

that are more readily predictable than those of others. Such 

concepts are termed "public," implying the higher degree to 

which the principle upon which it is based is shared and freely 

communicated by the majority of persons within the subculture. 

Other concepts have limits that are not readily pre¬ 
dictable or are lacking in the extent to which they are shared 

these are termed "private." Thus, ". . . a subject who col- ’ 

lects several three-sided, closed figures under the concept 

triangles is using a more 'public' principle than a subject 
who collects the same figures under the relatively private 

piMsing’" (ref. 7, p, 194). The attributes under- 

lylng triangles are more readily discernible and specifiable 
than those underiying "pleasing." The conceptual boundaries 

it? i,. are more 80cially communicated, and the medi- 
tional link between the stimuli is seen as relatively "public." 

Since McGaughran does not require the use of any spe¬ 

cific operational definition to define his dimensions, three 

seperete estimates for the Clos:d-Open dimension (termed "Scores " 
•Range, and Elements") were obtained in the present * 

experiment. Two estimates of the Publie-Private dimension 



(termed "Total/N" and "1st 20 Scores") were also obtained. 

Furthermore, estimates were obtained using both role figures 

and objects, providing both Interpersonal and Impersonal forms. 

Besides the indices described above, age of the Ss, 

hours of college credit, academic year, estimates of verbal 

fluency, and manifest achievement were also Introduced as 

experimental variables. These variables required control 

presentation because each had previously been hypothesized as 
affecting conceptualization. 

Subjects 

The sample consisted of 60 female college students 
with an average age of 21.years, S.D. s 6.06 years; 92% 

of the Ss were between 18 und 28 years of age, with the pre¬ 

ponderance (71%) being single. The average number of hours 

of college credit completed was 41.80, S.D. r 30.87. All 

Ss were considered as doing adequate school work as defined 

by their enrollment in the classes described'. The decision 

to limit the sample solely to females was to reduce uncon~ 
trolled variation due to sex differences; such variation has 

previously been shown to affect conceptualization (12). 

Experimental Manipulation 

A total of 45 scored variables was obtained from the 

data which for computation, was later reduced to 22. The 

question as to whether the data were suitable for the use 

of parametric statistical technics was answered by the de¬ 

velopment of graphs for the raw scores of each of the variables, 

which demonstrated that the sample distributions were clearly 

approximations of normality. The sole exceptions were the 

Bieri measures for which square root transformations were 

carried out. The extent of relationships between the indi¬ 

vidual measures of conceptual behavior, considered by pairs, 

was tested by use of Pearson's r. The commonality among the 

several multivariable sets of conceptual complexity measures 
was tested through factor analysis. 

RESULTS 

Computation of r between the control variables of age, 

hours of college credit, scholastic year, verbal fluency, 

manifest achievement, and the experimental measures (the 
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conceptual complexity indices) yielded three significant inter¬ 

correlations (2 in excess of .05; 1 in excess of .01), by a 

two-tailed approximation of t with d.f. - 58. This proportion 

is actually less than alpha, and these significances were 

attributed accordingly, to random variation. 

Test of the First Major Hypothesis 

The first major hypothesis proposed a direct correlation 
between conceptual complexity as elicited by interpersonal 

stimuli, and conceptual complexity as elicited by Impersonal 
stimuli, for each individual pair of tasks. 

Results indicated the Bieri forms are related .52, the 

Mayo forms, .72, the McGaughran Closed-open forms, .60, .49, 

and .59 (for Scores, Range, and Elements, respectively), and 

the McGaughran Publie-Private forms -.25 and -.13 (for Total/N 

and 1st 20 Scores, respectively). All correlations, with the 

exception of the McGaughran Public-Private 1st 20 Scores, are 

significant (McGaughran Public-Private Total/N, P < .05; all 
others, P < .01). 

The Implication of these overall findings is that the 
interpersonal and Impersonal forms of the various measures 

are, for the most part, highly correlated. Thus, the defini¬ 

tions of conceptual complexity used by Bieri, Mayo, and 

McGaughran are contingent upon the technic they use to derive 

their respective indices. This holds irrespective of whether 

humans or things are used as reference stimuli. This overall 

interpretation may be less tenable in the instance of McGaugh- 

ran's Public-Private dimension, however, and the implications 
of this will be considered later. 

Test of the Second Major Hypothesis 

The second major hypothesis was that a significant 

commonality exists among the measures of conceptual complexity; 

this was tested by use of factor analysis. 

After computation of product-moment correlations among 

all of the conceptual complexity variables, the resulting 

22 X 22 matrix of intercorrelations was factor analyzed by the 
princlpàl axis method. Unity was used as the basis for com- 

munality estimates. Termination differences were obtained 

through 10"7. Eight factors were extracted and rotated to 

simple structure by the Varimax method. 
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f-k. Int«rcorrelations between the variables considerad in 
the factor analysis, the factor loadings of th«s eieht 

factors, the unrotated factor loadings, and th<! percentaeas 

“ *CCOU“ted ^ ^ »>• unrot.t.d 
.p ;to”.;i:xclud*d ,r" ,>t*,ent »«.u.. „i 
8 ff total var ifince accountod for by the 

factors is 83.4X. The only other factor analytic assessment 
of the commonality between measures of cognitive comolexltv 
Vannoy s (14) ; he was able to account for only 38 5% of the 
total variance by his eight factors ThL * £ h* , reflert. * „„„„.J i» eigne laccors. Thus, this present study 
reflects a considerably more general factor structure. * 

, . tha5 the Pr*8®ntly obtained total variance accouote 
for is higher than Vannoy s is not surprising; 1 Is range of 

measures °fcomplexity was much tioader than that 

accîîÎlH8^11^^ While there does not aPPa*r to be a coeanonly 
accepted technic to test the significance of the difference*^ 

between amounts of total var Unce accounted for, the differ¬ 

ences in this case appear, by inspection, to be considerable. 

DronorM^o/ÏÜ t0tal Änaly8i8 «^counted for a substantial 

~ J Cam0n variance* no factor Accounts for more 
J*“18’ conc®Ptual complexity, at least as reflected 

ïinoî ‘»P«^10"8 presently used, does not appear to be a 

b^hI^Un i"7 Paran,eter- Rether, "conceptualization" may 
nÎoï er de8crib®d as a “ultifactor or multidimensional Y 
process• 

fk fcThe factors were examined in order to assess 
the “ture of the comnonality. The six largest factors were 

considered interpretable, with selection being based on ex¬ 

amination of tests having rotated loadings above .40. Only 

tenuous interpretation of Factors VII and VIII can be made? 
A discussion of each of the factors follows. 

Factor I 

Variables 

Bieri Interpersonal Square Root Score 
Bieri Impersonal Square Root Score 

McGaughran Closed-Open Interpersonal Score 

McGaughran Closed-Open Interpersonal Elements 
McGaughran Closed-Open Impersonal Score 

McGaughran Closed-Open Impersonal Elements 

Loading 

.75 

.82 

.79 

-.76 

.80 

-.73 
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Factor I, the largest factor extracted, accounted for 26.3¾ 
of the common variance extracted by the eight factors. The 
negative values of the two "Elements” measures are due to 
reverse scoring and are actually consistent with the direction 
of the other four variables. 

Examination of the nature of the measures loading highly 
on this factor suggests a pattern of cognitive characteristics 
leading to fine discriminations in both interpersonal and im¬ 
personal situations. It is not, however, simply a question 
of using many polar opposites in categorizing; rather, a person 
with these characteristics employs numerous subclassifications. 
Significantly, his verbal skills, at least in terms of this 
highly circumscribed college population, bear virtually no re¬ 
lation to his capacity to establish and maintain a large number 
of categories. This is in contradistinction to Vannoy's find¬ 
ings, that "possession of a more complex verbal apparatus is 
conducive to, or at least correlated with, a more varied and 
possibly more equivocal interpretation of experience" (ref. 14, 
p. 390). There are several aspects that might account for this 
difference. First, Vannoy's sample was exclusively male, and 
the present sample exclusively female. Verbal skills, as re¬ 
lated to multiclassification tendencies, may be a more salient 
factor for males. Also the range of Vannoy's verbal test (the 
School and College Aptitude Test: Verbal) was greater than 
the one presently used, and perhaps more sensitive. Finally, 
factor structure itself changes with different subject selec¬ 
tion procedures: Vannoy's Ss were selected on the basis of 
their performance on measures of the affiliation motive, a 
screen not used in the present study. 

At the opposite extreme is found the conceptually un¬ 
differentiating person, who forces experience into few cate¬ 
gories, establishing few gradations, and seemingly employs a 
limited perspective. Factor I suggests that complex conceptual 
structure is broadly applied to environmental referents, and 
appears correlated with a diversified, and possibly more equiv¬ 
ocal r interpretation of experience. 

Factor II 

Variables Loading 

McGaughran's Public-Private Impersonal Score .92 
McGaughran's Public-Private Impersonal Total/N .95 
McGaughran's Publie-Private Impersonal 1st 20 Scores .92 
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Factor II, a highly specific factor, accounted for 18.7% of 
the common variance. While the scores represent different 
indices based on the same operations and are consequently 
correiated, the significant aspect is that this triad possessee 
such a high proportion of conmon variance, for which it alone 
can account. Factor II was »created» as it were by the h^S 
in^h1 The factor is most significant with- 
in the framework of previous findings indicating an orthogonal 
relationship between the Publie-Private, and Closed-Open con- 

anPemoir^inhflÍ(T'f ^ 18 ’ 18 both a th«o«“cal and an empirical basis for assigning some portion of cannon vari- 
TnCLt0 the Clo8ed“°Pen dimension, and the Bieri, Mayo, and 
inCthl* !®arre8; A1i °f the8e mea8ures been identified in this study under the same term »conceptual complexity." 

*U4 The Public-Private dimension was not included within 
this grouping. The composition of Factor II supports this 
distinction. Moreover, Factor IV, while not accounting 
for as much common variance, is also consistent with this 
interpretation. 

Factor III 

Variable 

Mayo Interpersonal Score 
Mayo Impersonal Score 
McGaughran's Public-Private Interpersonal Score 

Loading 

.94 

.85 

.84 

Factor III accounted for 14.6% of the common variance. The 
presence of the McGaughran Public-Private Interpersonal Score 
appears to be an artifact of technic in that the raw Scores 
Index was contingent on the number of responses the S gave, 
and was accordingly a function of productiveness of constructs, 
which is the essence of the Mayo measure. That an individual 
commonality may exist, however, independent of the Mayo mea¬ 
sures, is suggested by the fact that five of the six Public 
measures, corrected for number of responses, are reflected in 
^ff®J®nt iact0“ f11 and IV> * By the same token, however, 
the McGaughran Public-Private Impersonal Score might have 
been expected to load significantly on this factor, but this 
expectation was not borne out. The reason for this is un- 
w^ïü! a íun®tion of th® 1688 powerful intravariable weighting used in the impersonal measures. 

Major hypothesis 1 appears again supported by these 
findings; that is, there is a tendency to conceptualize the 
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environment consistently as defined by a specific technic, 

irrespective of the actual nature of the given referent. 

Factor IV 

Variable Loading 

McGaughran Publie-Private Interpersonal Score .45 

McGaughran Public-Private Interpersonal Total/N .94 

McGaughran Publie-Private Interpersonal 1st 20 Scores .94 

This factor accounts for 11.3£ of the common variance. Also 

highly specific, its implications appear the same as for Fac¬ 

tor II; that is, it exists apart from all measures of concep¬ 

tual complexity, including the Closed-Open dimension. Also, 

the indices of interpersonal and impersonal "Publicness" are 

relatively independent of each other, and in this sense, dif¬ 

ferent from all the other measures. Whereas all other inter¬ 

personal and impersonal forms share sufficient common variance 

to be reflected within the same factor, interpersonal and 

impersonal "Publicness" do not. Thus, the degree to which 

referents can be described in "predictable" (public) terms may 

be a function of whether the referent is a person or a "thing." 

Factor V 

Variable Loading 

Tuckman's System II Score -.86 

Tuckman's System III Score .90 

Factor V accounts for 9.2% of the common variance extracted. 

Examination of the items comprising the variables which loaded 

highly on this factor suggests the behavioral characteristics 

of a person at one extreme who "perceives his world against a 

background of self vs. other." Such persons have been de¬ 
scribed as having "an absolutistic orientation toward others 

who, when seen in a position of potential control are 'warded 

off,' and experiencing conflict when external control is im¬ 

posed upon the self . . . a negatively independent orientation" 

(13). At the opposite extreme is a person highly sensitive 

to others who attempts to match his perceptions to theirs. 

His orientation is toward the maintenance of close interper¬ 

sonal relationships. The interesting aspect of these two 

variables concerns their theoretical Interrelationship with¬ 

in Tuckman's full schema, including Systems I and IV. That 
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«ô;e „ ¡T.I ulfîï'r "î™ '»“»/«»crlb.d .. representing . 

“rr:L° un:irdlrf.ly' 

^r.*S i;-- 

Factor VT 

Variable 

Tuckman’s System I 
Tuckman’s System IV 
Verbal Fluency 

Loading 

-.66 
.84 
.74 

While £heavilyCrepresented8by^Tuckman • * 
Systems II and III load negligiblT? nA f lntn IV 8core8, 

ïntutî“ “ mt< f:;tor : p¡.r2torp".P:Lts1Velyl 
ÎîînlLnr î "c* ,0r •“'i tend to «ructure tSêlâ- 

=llnn«1rda.:Ü!d8e0«ÔÎÎirbi:W1:8 mTtr\ They ln- 
anchor. „Ith overgen^îî^în™ 1 

-“î'ge^^ô rflrT-t^^reTre^t^Tt11“1 ^ 

wí^Âíi-f' - 

ftril* this sort of person is also verballv 

ÂÍ1!- r r^-rf îe'nïïf 

T. Ibe^cposUiL^f Pactor vz ^ggrs tL0: Z ^ "“'ï’ 
of more complex verbal skills ia ! that the possession 

«Ploying eîbtl. end au““?^ " p^e“ in 

mÏS';. T1“ Zim 1‘ n0t "«^llar E« 
êS,8' b>*** h“ J“d^« «-»«8» «Ith different*™! 

Factor VIT 

Variable 

McGaughran's Closed-Open 
McGaughran's Closed-Open 
McGaughran's Closed-Open 
McGaughran's Closed-Open 

Interpersonal Score 
Interpersonal Range 
Interpersonal Elements 
Impersonal Range 

Loading 

-.44 
.85 
.49 
.78 
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Factor VII accounted for 6.17. of the comnon variance Th- 

îrdïîfî uî?%Vaïiable8 high loadln8 on this factor 
is difficult to interpret. The factor is loaded with four 

£Lthe 8lî ^1°68 o£ McGaughran's Closed-Open dimension. 
However, it is not loaded with the other two, which suggests 
the presence of a unique structure. Moreover, it can nfither 
b.e interpreted as a simple reflection of the extent to which 
a person can establish differentiations in his way of concep¬ 

to ÎMdnf^th^f^Virí>n^,ent, 8inCe the Bieri "»««“res also fail 
It °n it. Thus, there remains a question 

ÎLturÎÏ ,?aÎ£ï < tapped’ Which P^bnbly need not be con- 

oníi 5 0Ä RatLr 5V8lnCe t0tal variance involved is 
niy 5.0¾. Rather, future experimental investigation specif- 

icaiiy directed toward the analysis of the components of the 

appraisal11 W°Uld pr°bably Provide a more^dequate 

Factor VIII 

Variable 

Manifest Achievement 

Loading 

.94 

5aC5°r.accoun^ed for 5.97. of the common variance. The 

lith thl lalT ®or[elations of the Manifest Achievement index 
Î p comPlexity measures resulted in its being 

represented on a factor by itself. Thus, the measures of 8 

aPPear to ba lately independent of the 

fim" 8 faíÍeVe,nent m0tive* at laast within the circumscribed limits of the present population. 

DISCUSSION 

hh« Primary inference to be drawn from the results of 
this study is that there exists a considerably greater con- 

t c ^ dtfinltions Of conceptual c^le,. 
ity (i.e., within separate schemas of measurement but across 

tíÍTÍT' “i*“ ClaS8e* 0i both »«'i ••things") 
ol t- Z--^81"- “h,IU í°”e COT"on*llty i»«* appear to 
exist among the several schemas identified as measures of 
conceptual complexity," it is generally low. No first fac¬ 

tor was found on which all of the variables, or even a large 

¿¡T 0f them* Were 8ub8tantially loaded. Thus, the 8 

crintLn^f a 8ln,ple PrinciPle exiflts f°r the adequate des- 
uíídf™ ?f c®ncePtualization, as implied by the use of 
unidimensional measures, was not supported. 
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While the two original dimensions of the McGaughran 
schema loaded heavily on the first two factors, accounting 
for 26.3X and 18.7% of the common variance, respectively, 
there is a clear implication that additional construct di¬ 
mensions were tapped by the totality of these various exper¬ 
imental measures of cognition. In general, these findings 
were interpreted as supporting the position of Gardner and 
Schoen ¢2), and Scott (11), and Vannoy (14) that differences 
in conceptualization, or conceptual complexity, cannot be 
accounted for by differences along any single continuum. 

The Initial phase of this experiment, the examination 
of the effect of the nature of the stimulus-referent on con¬ 
ceptual performance, indicates rather clearly that the given 
Investigator's notion as to the nature of "complexity" is 
largely inherent in his operational definition. Once the 
technic is stipulated, significant consistency occurs. An 
experimenter's attachment to the exclusive use of people or 
things as referents appears a gratuitous limitation. Moreover, 
while the present investigation was limited to these two 
classes, it seems quite reasonable to explore more extensive pa¬ 
rameters of conceptual choice. For instance, under conditions 
of threat or anxiety evocation, conceptualization with regard 
to interpersonal referents might shift rapidly and, thus, be 
in sharper contrast with conceptualization Involving impersonal 
referents. 

As a corollary, another interesting result is the over¬ 
all lack of correlation between the McGaughran Public-Private 
dimension with interpersonal referents and the Public-Private 
dimension with impersonal referents. While the lack of re¬ 
lationship may be attributed simply to the tapping of different 
parameters, this explanation is unsatisfying. That is, there 
seems to be no reason to believe that the criterion of "pre¬ 
dictability" used was not an adequate one. It is not unreason¬ 
able to suppose that an individual using the constructs "Negro," 
"old," or "fat" to refer to human referents, might also employ 
such constructs as "black," "old," or "round" in conceptual¬ 
izing objects. Similarly, individuals responding to persons 
in cognitively simple "like-dislike" terms might be expected 
to respond similarly to such referents as "fruitcake" or 
"melody." Yet, relations such as these were, for the most 
part, absent. 

The McGaughran Closed-Open dimension is virtually in¬ 
dependent of the Public-Private dimension. This finding, to 
the author's knowledge has, heretofore, not been demonstrated 
by factor analysis. It is noteworthy that, in the face of 
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this independence, the Bieri Impersonal measure jLs signifi¬ 
cantly correlated with McGaughran*8 Public-Private dimension. 
The implication of this would appear to be that the Bieri, at 
least for Impersonal referents, taps both parameters described 
by McGaughran, and would accordingly be subject to greater 
error variance in describing either. 

The overall lack of correlation between the Mayo and 
the other conceptual measures is striking. It rather clearly 
indicates that Mayo's conception of cognitive complexity is a 
unique one, as previously suggested by Naugle (9). Neverthe¬ 
less, it bears a relation to McGaùghran's Closed-Open imper¬ 
sonal elements, and a rationale for this is readily available. 
That is, both focus on the number of discrete concepts that 
a person will produce, in contradistinction to simple breadth 
of range. Yet, the relation is not maintained with regard to 
McGaùghran's Closed-Open interpersonal elements; this, again, 
may point to the possibility of slight, but sometimes signifi¬ 
cant, differences in conceptual performance as a function of 
differences in type of referents. 

The implications of the factor analysis are, as noted, 
to be regarded with caution. The reason for this caution is 
that a necessary aspect of the experiment was the use of 
measures expected to have common variance (the interpersonal 
vs. the Impersonal forms), and the use of several slightly 
different measures to tap the Closed-Open, and Public-Private 
dimensions. Thus, the predicted, but heretofore unsubstanti¬ 
ated, relationships between the experimental measures might 
not be so much in evidence in a more heterogeneous selection 
of indices of conceptual complexity. 

The significant aspect is that, in spite of these 
possible flaws in measurement, three of the factors (I, III, 
and VI) had substantial loadings across measures, and two 
(V and VI) indicate that a single index (the Tuckman) con¬ 
sists of at least two demonstrable vectors. Thus, four fac¬ 
tors appear to represent discrete and measurable inter- and 
intra-index commonalities that cannot be completely explained 
on the basis of "built-in" relationships. 

Interpretation of the factors obtained in this analysis 
suggests the operation of several different components in a 
person's "conceptualizing" behavior. The first is a tendency . 
to establish multiclassifications which persists Irrespective 
of the nature of the stimulus-referent. Some Individuals 
characteristically employ a large number of differentiations, 
establishing numerous subclassifications with discrete scalar 
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points. Bieri appears to have described this tendency as 
^cognitive complexity." McGaughran has described it as 
closedness, i.e., the tendency to employ numerous circum¬ 

scribed conceptual categories. The other end of this continuum 
iUnÎifferentiati0n* in which experience is forced into relatively few categories, with few gradations. This 

kind of performance appears describable in Bieri's terms as 
cognitive simplicity," and in McGaughran's as "openness," 

i.e., the use of broad "open" categories into which a wide 
sample of experience is globally sorted. 

Another behavioral tendency or process in conceptual¬ 
izing appears to be the tendency to use "predictable" terms. 
That is, some individuals tend to employ the more apparent 
features of the reference object in establishing conceptual 
categories, whereas others rely on more esoteric associations. 
Persons employing "predictable" categories focus on physical 
attributes and role characteristics when dealing with perceived 
persons, and on perceptible, tangible attributes when dealing 
with objects. “ 

McGaughran*s "publicness" would appear to describe this 
tendency toward predictability, whereas "privateness" reflects 
the use of such categories as "like-dislike," with idiosyn¬ 
cratic meanings for the given individual. Interestingly, while 
there might appear to be a relationship between conceptualizing 
human and nonhuman referents in terms of this dimension, it is 
quite low. This suggests that some individuals who use quite 
predictable (public) terms for describing objects may shift 
to rather nonpredictable terms when conceptualizing people, 
and vice versa. The motivational bases for such preferences 
seems unclear, but may well relate to a person's willingness 
or ability to discuss his interpersonal relations in conven¬ 
tional understandable terms. The use of private terminology 
could readily signal behavior abnormality since such concep¬ 
tual terminology would effectively preclude comprehensible 
interpersonal communication; this interpretation has been 
demonstrated in the extreme by McGaughran and Moran (6). 

The ever-present possibility with factor analysis is 
that a quite different factor structure might have emerged 
hau the characteristics of the sample been different. Thus, 
the present data do not provide any information with regard 
to differences in cognitive structure between sexes. 

While some amount of correlation between the measures 
o cognitive complexity employed in this study was demonstrated, 
most of the variance remained unshared. Thus, while some 
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F^hêîï,!,ÏÏ eÍÍStS ^°118 theSe mea£UreS. it is quits low. 
tnerraorc, it may even be a function of factors other than 

the existence of a single, highly generalized trait of cog¬ 
nitive complexity. 6 

The implication is that presently available measures 

MoreoverP Uh '3ty measure basically different behavior« . 

favorld ,MfhÍle,.íhe T 0US exPerimenters have traditionally 

ÍrS clfsrfïïat dii aS8eS °f ”Pe0ple" °r ,,t:hin8S,, 38 “f^nts, it is clear that differences among methods, the technics, of 

obtaining the measure are considerably more important than 
differences between referents, per se. 

sig"ificance of this i» evident. Regardless of how 
attractive a simple unidimensional technic for analyzing con¬ 
ceptual behavior may appear, it is incomplete. Thus, the 

£°ï íUture research seems indicated-the development 
of multifaceted systems which may provide successively more 

adequately approximate models to predict the complexity of 
cognitive behavior. 

SUMMARY 

Decisions concerning the operational specification of 

c7Plexity» involve two important choice points. 

is of^uffí her the characteri8tic> conceptual complexity, 
is of sufficient scope to incorporate both "interpersonal" and 

impersonal referent« . Explicit in such decisions is the 

choice s relevance to social perception behavior. The second 

is whether or not response analysis leading to the inference 

dimensional comPlexlty" should be unidimensional or multi- 

Several systems of measures of conceptual behavior 

presumably concerning conceptual complexity--Bieri's "Coe- 
nitive Complexity" (1), Mayo's "Cognitive Complexity" (8) 

Tuckman s Integrative Complexity" (13), and McGaughran's ’ 

Closed-Open' and "Public-Private" conceptual dimensions (5)- 
ere employed to test two main hypotheses: (1) different 

?°nceP*ual complexity within themselves provide 
a statistically reliable score regardless of whether the con¬ 
cepts are elicited in response to either "impersonal" or 

interpersonal referents presented as stimuli; and (2) a 

preponderant commonality exists among the different measures 
of conceptual behavior supporting the idea that conceptual 

complexity is describable as essentially unidimensional. 
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The subjects were 60 randomly selected female college 

students with a mean age of 21.43 years, S.D. • 6.06 years. 

They were sufficiently comparable so that the control variables 

of age, hours of college credits completed, academic year, 

verbal fluency, and manifest achievement demonstrated no 

consistent relationship with performance on any of the con¬ 
ceptual complexity variables. 

Each subject was administered the control and concep¬ 

tual complexity measures, the last in randomized order to 

control for position and practice effects. The statistical 

technic testing hypothesis 1 was Pearson's product-moment 

coefficient of correlation (r). Hypothesis 2 was tested by 

use of a factor analysis employing the principal axis method. 

Eight factors were extracted and rotated to simple structure 
by the Varimax technic. 

Analysis of the data revealed that the Interpersonal 

and Impersonal forms of the Bieri, Mayo, and McGaughran mea¬ 

sures (for both dimensions) were, for the most part, highly 

Intercorrelated. Thus, hypothesis 1, that different measures 

of conceptual complexity within themselves provide reliable 

scores, regardless of the "object" or "person" character of 
the given referent, was supported. 

Second, the factor analysis revealed the preponderance 
of factors obtained to be generally technic-specific. No 

factors were loaded significantly by any substantial proportion 

of the measures currently used. Hypothesis 2, that conceptual 

complexity can be adequately represented by describing a uni¬ 

dimensional parameter, was less supported by the present data 

than the alternate conception that conceptual complexity in¬ 

volves a number of discrete constructs. That is, the analysis 

did not yield a large first factor, or even one on which more 
than two of the indices were loaded significantly. 
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PERFORMANCE OF RHESUS MONKEYS DURING CONTINUOUS 
LOW-LEVEL GAMMA RADIATION 

Robert G. Braun 

Donald N. Farrer 

William Zappln! 

Guy H. Crook, II 

INTRODUCTION 

yhe Je8earch I report on today arose from a mutual in- 

lev!l ï? m0re 8ubtle* nonlethal effects of sustained low- 

seIrch Center of0íhPrTÍn,atribehaVÍOr 8hared by the Health Re- 
^ f th 1,08 Alam08 Scientific Laboratories and 

the 6571st Aeromedlcal Research Uboratory at Holloman Al'B. 

Center L Ä W 

conttnuously for 10 day, (1) .nd tad „eisurJ phystoïêgic enS 

bloehemicel chenge. but hed not obt.tn.d .„y JeiforiS« 

.tu«;. thnr:Wo„^ Ío^íe“;^^“ nlryle^r“Ltt:t10C*1 ^ the rang^of ^ r' 

exploratory a tody, t^^S^d0!«-!™! 

“fîrc^Â:?“Sp,uine- u”in8 -0"- 

were 1 per h0Ur and t0tal do8e of 500 r 
õf thlr !mCÍ becau8e they are believed to be valid estimates 
rídiÍMnnhÍ Vü a8tíonaut in 8Pace would absorb during a high 
radiation period such as during a solar storm (1) The normfi 

ficient^to tof°ddediby the 8paCe Craft 18 believ®d to be suf-1 
íhí1« tolmP®de slower radiation particles, and thus, only 
tut radiation was employed in this study. Furï-hir 

itelv af?fr8aríaPern,Ítt!d entry int0 the 80urc® r00“ imnedi-’ 
te™i ti ll hutdoy"» and therefore was more advantageous in 
terms of the overall procedure. 



METHOD 

Subjects 

Six naive, mature, rhesus monkeys from the 6571st 

Aeromedical Research Laboratory's primate colony were the 

subjects. Their weights ranged from A.8 to 5.3 kg. 

Apparatus 

The animals sat in modifiée' pillory neck plate restraint 

chairs to which identical performance panels were mounted 

(fig. 1). Since the animals were confined to these chairs for 

each 30-day phase of the study, each chair was equipped with 

a spring-loaded footrest mounted so that the seated animal 

could exercise its legs without raising the rest of its body. 

Each chair's seat was formed by four metal bars through which 

a current could be passed thereby delivering a mild shock to 

the animal's buttocks. A water storage-dispenser unit was 

located on the right side of each chair within easy reach of 
the subject. 

The performance panel included eight stimulus-response 

keys (SRK) , two levers, nine cue lights, one auditory speaker, 

and a food storage unit with a food delivery mechanism (fig. 1) . 

The radiation came from an 82-curie, Co^ source located 
in the center of an octagon-shaped room AO feet in diameter. 

This room was located at the Health Research Center of the Los 

Alamos Scientific Laboratory. The subject chairs were located 

in a semicircular fashion so that each chair was exposed to a 
total dose of 500 r just inside the plastic back plate. 

The programming equipment was composed of standard relay 

and solid state circuitry which automatically presented stimuli 

and recorded responses for each task performed by each subject. 

Performance 

There were four tasks involved in the study. There 

were: (1) a Sidman avoidance schedule on the right-hand lever 

using a 5-second stimulus-response (S-R) interval; (2) discrete 

avoidance to a visual cue with a 3-second S-R interval; (3) 

discrete avoidance to a 1000 cps auditory cue with a 3-second 

S-R interval; and (A) a 50:1, fixed ratio for a food reward 

on the left-hand lever. The temporal relationship of these 

tasks is shown in figure 2. The hour schedule was repeated 
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FIGURE 1. Pillory neck plate restraint 
chair showing spring-loaded footrest leg exer­
cise unit and performance panel.
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six times and then was followed by a 6-hour rest or sleep 

time. The work/rest cycle was repeated twice daily which 

allowed for 12 hours of performance to be obtained each day 

for the duration of each 30-day phase in the experiment. 

Procedure 

The animals were trained to asymptote on each task and 

then were implanted with four radiation dosimeters--two ven- 

trally at the level of the fifth intercostal space on the mid¬ 

clavicle line, and two dorsally at the distal surface of the 

scapula. The animals were returned to training after 4 days 
of rest to test for performance stability. 

There were three 30-day phases in the study. The first 

phase served to check equipment reliability, data recording 

procedures, and procedures for maintenance of the animals. 

This latter point was important in that only a half hour was 

available to enter the source room, inspect each animal for 

possible detrimental effects caused by the restraint or ex¬ 

perimental situation, clean waste trays, refill water and 

food storage units, and supplement each animal's diet with 

fruit. A longer delay would have necessitated either increas¬ 

ing the rate of exposure or reducing the total dose, neither 

of which were desirable in attempting to conform to the con¬ 

ditions anticipated in actual space during a radiation bom¬ 

bardment. Data recorded during this phase were reviewed in 
the analyses of the results. 

^ Following the first phase the animals were given a 

week s rest, transported to the exposure facility, given a 

comprehensive physical examination, and prepared for the study 

proper. The experimental phase was composed of 10 days' base¬ 

line and restabilization, 10 days' exposure to 2 r per hour 

(the source was lowered during the half-hour maintenance 

period), and 10 days (postexposure) as an immediate followup. 

The third 30-day phase conducted 60 days after the 

termination of the second phase was a followup check for pos¬ 

sible latent radiation effects and followed the same proce¬ 
dures established for the first two phases. 

In addition to the behavioral measures recorded, 

samples of blood were drawn at various times during the study 
and will be discussed later in this paper. 
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RESULTS AND DISCUSSTON 

H« a fi radiation employed. A more detailed account of 

the 

t..k appaíeñ^"M.™£(ec^dPbtÍííVelyJ"OI:lVated- £1,ted rat1» 

:"-*“rPMst:“rrlly 
periods during the experimental phase, but postexoosur* nor 
formance was significantly ereater thin rvL; i ?P per_ 
(table Tho mo«« u 8r®a7er tIian that during exposure 
wa' cÔnv.;t.ï ^ 0t Uver Pre8s«8 “*ch day 
(.hju. C d C , ? 8ta«dard score to make each atilaars var- 
iability comparable. These values were olotted (fio j 
a visual Inspection of the function obtained ovei thé S-dav 

“se"1™"“ faP«“ ÍnTdMated afdÍÍP ln -8P-8 -^ aUed‘ he 
inork , ! 1 • This was followed by a gradual rise dur- 

compared with th" 5 8ifificant (^ble II) when 
not with ?k VÎ 5_d^y peri0d Mediately preceding it, but 
not with the 5-day period immediately following. 8 

P at .01 level is 7.56, 
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TABLE II 

Summary of Kewman-Keuls teat on FR onformance durin« 

the 30-day exposure pnaae 

Exposure parlod Pre-exposure 
period 

Days 11-15 

11-15 

16-20 

1-5 

6-10 

26-30 

21—25 

16-20 1-5 6-10 

KS NS * 

NS NS 

NS 

Postexposure 
period 

26-30 21-25 

• « 

NS NS 

NS • 

NS NS 

NS 

Benot«. . significant, difference beyond the .01 level 

over«nhi1i.n°n,,i8IllflCant '»««“'o “« obtained between the 

ir “posre p:riod’th* 

stabilize, and that the rate began to rise while still in ^ 

tfr ‘“[C^y “ elicit a greater eaort"fíhed 

£ : 

a. S/íartt^e'^trL^rw^ ““dP 

radiatinn^ff00? tat? Stable IH) farther indicated that 

ioltt“ întuuM a.‘a8 a,ni"t1S- There Ua* a eoiiicient phya- 
«ni«™« K ! U C severely depress the antibody defense mech- 
anisma, but not enough to cause a performance deficit tn tít 

311 

É 



: ,l#:' "ir ■ ... ■ f11' • ■■■ (fii|■ 'hi • 

TABLE III 

Mew blood values obtained at each sarmling 

avoidance ta3ks. These data also lend credence to the animal 

avndrnm!11* £ood_'ewaríed an Indicant of the radiation 
ear1v°radiatlon*^’ thus ®eems to be a sensitive measure of 

aísííed if 689 í0"1 WhiCh recovery is relatively 
iiTí f this ",easure 18 Proved reliable, it may be useful 
in determining radiation tolerances which mav be imposed on 

ciÍnenI?aCe enderT8’ in directives for SsTby 
militar^ ^ dU8try’ and in tactical Problem8 ^ the 
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A CURSORY EVALUATION OF HOD TEST 

Eugene R. Smith 

The Hoffer-Osmond Diagnostic Test, commonly known as 

the HOD, was created and tested by A. Hoffer and H. Osmond. 

Their conclusions were presented and published in the Journal 

of Neuropsychiatry, vol. 2, No. 6, August 1961. - 

The abstract of that article describes the card sort¬ 

ing test as designed to separate schizophrenic patients from 

those of other diagnostic categories and from normal people. 

It further specifies that this test "is usually successful 

in differentiating schizophrenia from all other diagnostic 

categories with the exception of the organic (toxic confuslonal 
states)." 

The article itself is well written and is carefully 

documented down to the finest details and tabulations. The 

statistics are rather profuse and quite convincing. The 

test, as it exists, must be accepted as being well-founded, 

reliable, and valid. The only question which now remains is, 

can the results of this study be accepted at face value for 
use in any setting. 

The most likely and most significant variable which 

we must investigate is the population parameters in the in¬ 

itial study and in our own setting. 

In describing the experimental subjects, the authors 

list 279 patients, 156 of whom are schizophrenic and 123 who 

are .generously scattered among five other broad diagnostic 

groups. Since it will become of some Importance later, suf¬ 

fice it to add at this time that 44 of the subjects were 

diagnosed as "personality problems." 

All of the subjects who were tabulated as "personality 

problems" were acquired through a 39-bed open ward in a large 

general university hospital where there is no waiting list but 

where all psychiatric problems are accepted according to teach¬ 

ing and research needs, and the overflow is simply sent to a 

mental hospital nearby. 
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006 ?an hardly helP b«t wonder about these personalitv 
« Î! °Î* ;■ î° r!“lr ”or' «peclflc nature ïnd ïüî tÜey 

tiltil’u*notWn*0£ eh' "f*"*1 •«■'«» «“ « L.t 
Í5l fc* fÜ*' *; t0 Mhether the eubjects «ere brought to 
íhlrí f0C"' referr'd b)' profeeeionel pereone olee- 

^ítth tta «áÍÍrôí,f«n0U8,>tk,‘Mplt*11“tl',n by ^•»••Ivee 
elrnín» Ík 4 5Í 8 f £ ily “«“h«18• If we knew more con- 
cerning their diagnosis ve might feel comfortable guessing 

are U8Ually 8ent» 8ubJects with character 
neurosis usually are self-referral, and inadequate patients 

t£ '‘.It'ihl rrn* by ’’í'“' ■»*«*• Unfortunately 
W.ÎÏ™? “* n°thlng t0 help ,olv* thI' P«tloul.r 

. ... Tb® Siu®8bion posed may well appear to be pickine at 
minutiae if your clinical role is comparable to the roU 

which is described in the article, but other clinical «ettines 

mu!.-™* always 80 c^fortably and potitively oriented. We 8 
must assume, or perhaps it is safer to suggest a hypothetical 

.™.;n.dtTY'“T‘,i£ w* wno are seen at the hospital ward described in the article 
ar. there entirely or ...entlally of their own ColItIon--the 
diagnostic group that are labeled as "personality problems" 

"r, ikely t0,;* « exclusively Inaijual.^d 

níuM ín iíi r ^o£ di,<>rd"* “h“ <=»»> to thi. 
Whiîh ÏÎ h?pe thft 80me typ® of help can be provided 
tî íheTr1]/11? te í®1' feelin88 of discomfort. It is 

advanta8® to help the staff identify precisely where 
and what the psychologic pain is. if the therapist knows all 

iîeÏÜ í8n«tín0V aí0Ut ïhe problem8 of thc8® subjects, he 
y<*00d p08ition to Prescribe a fairly sound prognostic regimen. 7 

Suppose that the clinical setting was not so oleasantlv 

oí!!6?6*? üÍth ’“‘»ti'^eted patients. If the setting wire asso-7 
ií ¿hich1?? ®ubj8Ct8 in 8 Prison, court, or militfry setting 
in which it is often to the patient's advantage, at least ií 

acLallv^eis^f-11!! b/ f°Und 8lCk 0r m0re un8tabl® than he 
suí^cu eHuv SíLÍLÍn’ T“ íhe H0D Continue t0 find these 

ÂÎXVu byPCîh?Sl‘x0£ thi‘ ls Potient. 

Ject might bëTmanipuïating!*6 t0 CVen 8U88e8t that a 8ub- 



It is proposed that this test as it now exists is a 

l^whlch^t1!6 and.u?eful t001 as lon8 •« the clinical setting 
aí* ^ Í U8?d 8 cliente1« composed of subjects who * 

ñoLíhi Vt d t0 i**7® the Cllnic and return a8 quickly as 
possible to a prpductive and reasonable stable role. The al- 

Ítr^uídeaCann0t be 80 auccinctly and emphaticallystated.*1 
to ïeveraîTÎÎ T< eJcaœination that anyone who elects 
easilvdoso íuí ? nonpathologic thought processes could 
fAat- ^ *8 *tr|,r!sely found among many psycholosic 
tests that even known manipulators will not identity them- 8 

recorded? * 8eri0U8ly 111 whan tha «re being 

labors JT0*1 8ay that the doe8 n<>t identify manipu¬ 
lators as being nonschisophrenic without some evidence to 
demonstrate empirically that this is true, but It iü Soíbtful 

thîî iIyrwoIIhÍhilbJeCt ÏÜ the tentative 8u88«stion that cnis is a worthwhile consideration. 

d«. an/í1!* ‘î1! P088ibility i« »ind, a small sample of ran¬ 
dom and selected patients were given the HOD at the Mental 

?ãit?r<CliniC r B8lin AFB’ Fla* Exigencies of tLetMaff 
limitations, and availability of the desired types of patients 

^ ^ki * C0,nPrehen8ive and complete study of the question 
impossible at the present time, but the few tests giîen are so 

of conmenf d«^ pradicated Rothes is that a pilot-study type 
of comment does not seem unethical nor entirely premature. 

The psychometrician was instructed to acbinister thi« 
to p.tl.nt. being r.f.rr.d fío. rt. 

staff members, with some emphasis being placed on cases in 

dUrnoJil80"™1^ dl!order8 were "«ntioned in the provisional 
diagnosis. The psychometrician was also asked not to identify 

to imv* th* ^ 

ir 
Biveí’tí^ach^of11!^8 Wîîe COmPared to the final diagnosis 

k f * **tienta- Fiva of the patients were 
diagnosed as being schizophrenic by the HOD, by the psycholo- 

ll ï y te8t8' and by the r®farring psychiatrist 
Two ofdiafn08i8 uPon the disposition was based. 
Two of the patients were identified by che HOD as being 
nonschizophrenic and were called neurotic by the psychologist 
fin«! psychietrist. One patient was labeled slightly paranoid 

He wassailed îOhiwidT di8c“88ed> but nonschizophrenic. 
He w s called schizoid by the psychiatrist, and the psycholo- 
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!i!t/J!ep0rí índicated both paranoid and achisold faaturea. 
but indicated no sign of psychotic ideation. We a *e now left 
with two subjects to make a case, and it must again be em¬ 
phasized that we do not suggest that this is an empirical 

nor ‘k we wl#h t0 Pre>«“t this as a finding upon 
which decisions regarding the use of the test might be made. 
We mean only that a particular diagnostic group which is quite 
meaningful in some clinics may not be appropriately tested 
with this test. 

( 

Many of the details and descriptions of procedures, 
conclusions, and so on have necessarily been excluded from 
this paper, but without going into the rationale behind these 
criterion scores we must, for reasons of understanding, make 
some direct quotes again from the article. Conclusions drawn 
from the study state, "A perceptual score of 4 or mere in- 
dlcates schizophrenia or a toxic psychosis," and later adds, 
A paranoid score of 4 or more indicates schizophrenia." 

There is also a later similar reference to a total score which 
does not need to be considered to add to, detract from, or 
modify the material we are discussing. 

The first case which we will consider to add credence 
to the previously stated hypothesis is a 20-year-old, Cau¬ 
casian male airman who had completed over two years of his 
Air Force obligation; earlier, he had been discharged med¬ 
ically from the Marines for a knee Injury; he had been 
married for about three years but had no children. Past 
history consists of a successful professional father to whom 
the patient related poorly and infrequently, an overprotective 
mother, and a rlvalrous brother. He arrived at our clinic as 
a self-referral because he had been "slapping Qhislwife 
around," and he wanted some medication, he said, "to help me 
control py temper." 

The admitting psychiatrist saw this man as probably 
being immature. The physician who carried this case felt that 
this was an Immature and unstable young man, but asked for 
psychologic testing to substantiate his impressions and to 
search for dynamics. 

The patient was given the Bender-Gestalt Psycho-Motor 
Coordination Test, a Sentence Completion Test, the House-Tree- 
Person Projective Drawing Test with inquiries, and the Ror¬ 
schach Psychodiagnostic Inkblot Test. The sunmatlon of the 
Psychological Testing Report stated that "he only repeated 
signs of a characterological defect." 
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The final diagnosis given to this man before he was 

returned to full duty was "aggressive reaction in an unstable 
personality." 

The HOD which was administered, but not included in 
the interpreted test battery, gave him a Paranoid Score of 

7 and a Perceptual Score of 17--strongly suggestive of 
schizophrenia. 

Some contemporary personal details must now be con¬ 

sidered in an attempt to find an explanation for this apparent 

incongruity. The patient's wife had recently asked him for 

a divorce and so the patient had become very angry and hit 

her. He then called his father for advice and was simply and 

emphatically told that there was nothing wrong with him and 

if he was discharged from the Air Force for his behavior he 

was not to come home. The patient immediately went to the 

hospital, again looking for someone to assure him that his 

behavior was not his own responsibility. His HOD scores 

reflect his inadequate response to life and an expression of 
his underlying need to "look" sick. 

The other case to be considered is not vastly different 
from the first. HOD scores were: Paranoid-10 and Perceptual- 

21» The patient was grossly immature and previously requested 

that he be allowed to return to the protective confines of a 

grossly banal home and an overprotective mother. When he did 

poorly on the testing, he saw this as a possible escape from 

the impossible demands of military service. 

Three of the subjects in this group were selected by 

the technician according to a criterion established by him¬ 

self and the psychologist. Two of the three are those already 

discussed here. The defect in the test must be reasonably 

gross if subjects can so easily be selected who are apparently 
not properly identified by the test. 

CONCLUSIONS 

The HOD test is probably a very fine tool with a very 

useful potential, but it has one obvious defect if it is to 

be used in a setting unlike the one in which it was originally 

formulated and tested. Much like many other objective per¬ 

sonality tests it readily lends itself to being manipulated. 

If the subjects taking the test feel, for any reason, that it 

is to their advantage to appear "sick" this test will help 
them to demonstrate that they are "sick." 
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It is suggested initially that anyone who makes use of 
the test must first very carefully determine that the patient's 
motivation is totally positive. If the patient can profit in 
fact) or in his own mindt either primarily or secondarily from 
a poor showing on testing, then this test is useless. 

It is also suggested that eventually, if this test is 
to be included as a meaningful part of psychologic tests used 
in any setting, some form of internal check be included to 
determine the patient's purpose and the validity of each in¬ 
dividual test administered. 
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PYRIDOXINE AS A PROTECTIVE AGAINST TOXIC RPPRrrc ne 
OK complex opeS monkey 

Glayde D. Whitney 

Thomas L. Wolfle 

hmA K Th? hydr*zines been known since before 1900 and 
ïîl e?Vre8îi8ated from a biocl*emical and pharmacologic 
viewpoint by that time. But interest in and research cot- 

thríwõíj oíinr?oníhTP0Und8 increa8ed » mee 
Êion heÍr U8e aa rocket fuels and their func- 
fíel îs^L Ïk * Monoin«tby 1 hydratine (MMH) , « rocket 
Índ^/V™6 °f th*m°st ,toxic of the known hydrazines (LDSft) 
and is the moat active of the hydrazines on the central ner¬ 
vous system. Chemically it is closely related to îprônisüïd 
Convu sions terminating in death are reported following ex¬ 
posure to monomethylhydrazine. snowing ex 

*4Thf behavioral affects of exposure to low doses of MMH 
ï jfíí8t !;ePort*d by Reynolds and Back in 1966 (1) . They 
Z? that 2*5 a"d 5-° ««•/kg. MMH seriously disrupted per¬ 

formance on complex operant tasks in about half of the mon- 
keys tested. Furthermore, their behavioral measures were 
clinical symptoms. 

A number of compounds have been investigated as pro- 

HCÍ was rêoortê^í^í!8 ^ hyd5a*lae axPoa«ee; pyridoîine ÍK1 was reported to have prophylactic properties in cases of 
exposure to high doses of MMH. Pyridoxine is vitamin B<. 
its hydrochloride form is a white crystalline powder. Its 
value in human nutrition is not definitely established, but 
convulsions have been observed in pyridoxine-deficient in- 

b** been 8hown that beliavioral involvement 
following MMH exposure may appear before and at lower doses 

aí,8ym?t0,n8 ?f toxicity. and th-t Pyridoxine pro¬ 
vides protection from the acute effects of Mffl, Important 
questions arise concerning the effectiveness of pyridoxine 
in protecting against the toxicity of low levels of MfH on 
complex primate behavior. This investigation was performed 

nvestigate the effect of pyridoxine as a protection 
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against the detrimental effects mm« 
ance- Jf mH on Primate perform- 

food deprivati¿nCíchedíÍe1andan¡tU!n°nkeya "“^fained on a 
ad libltnm body weight. At the m llo^ed to drop below 90X 

aM?,"“ r*n8e<1 fr" 3-l° >*■ oïiZTtiïTâ™ th,lr 

chM,ber.h*„nnJ«"‘etïêctrMiIct'i.°f, e*\‘““‘vldu.! work 
programe to each chamber. 8°le which Presentad work 

“Ido by^ '"8lde Mch w 61 cm Í24 , 
«oor .„d oo.-.^ ‘.”¡1 ‘r?h:ndh!\C- <26 !"•) hS/n.1"0 
wïÎîh * «lectrlc ohock^'S £*“ * S1« through 
wall contained a Plexielae be Pre8ei»ted. One side 
could b. observed, ."d .“ork o.^, OU8h W,,lch the «object 
side wall of the chamber. k P 1 Was mounted on another 

»1th cu^iigtof nie1 Uere "“P0"«« lever, 
presented fron behind tlînéoTÎenï d ^ ««old be 
flush on the pen.!. A no?‘Pí™..íP;e‘“íle k«y« «>»nted 
forn^nce chamber may be fL J < description of the per- 
where (2). 7 1,6 fotfld in * report published else? 

BEHAVIORAL SCHEmfTr 

presentedPfor02rminutes8I^d re”8^^"8 °f multlPle tasks was 
period; t,,. work ^ 

ayersiveiy control led itaík8*0thÍ?eiWOrk>1pr08ram stained 
avoid a mild electric shock.’ 8UbJ!Ct WOrked t0 
the program, positively rewarded ÍSeCOnd 12 “inutes of 
reinforcement was used? d C ks Were Presented. Food 

'•hock lnt«írín„-0p^eÕee,fforlthUldth “ l5-«<>»d response- 
cverslv. portion ofPthe“ '^ °f the 12?nl”«e 

6 wor,t—“*■ - -p—: ír^íirstejut.”' 
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a 1000 coï tonî î 8 re8p0nfe key» and the auditory cue was 
kei FrS^ tZTn a speaker mounted behind another response 

llTl ! ?n8Çt 0f each di8crete stimulus, the subject 
proper keyC°if no^esooní” WhlCh re8P°nd by depressing the proper Key, it no response was made during the 2-second ÍLr 
lod, the subject received a mild electric ahoácí P 

During the appetitive portion of the program half ft,» 
subjects were presented with a FR(100) lever-prfL schedule- 
the other group worked a three-stimulus oddity task with re’ 
inforcement scheduled of a FR(19) ratio Tn i *. 6 
reinforcement consleted of 1.0 £. “ÔS'peïût. h 

procedure 

The subjects received extensive training on their 

Pre-experimental^a^laeVera* month8 Prior to the experiment. Pre experimenta! baseline control values were obtained over 

tiOTse <oi ?hrlhd Preceding experimental injec¬ 
tions. On the baseline days each subject was injected intra- 
peritoneally and intramuscularly with 1.0 cc. sterile water 

cíeles8orthmlnUtf8 bef0re the £ir8t WOrk se88i°n; then eight 
Jects weL ^v?drd0r";nCe Pr°8rara Were Presented. The sub? jects were divided into two dosage groups for the exnerin«.,,.- 

IÎS recê^'s0" ^ FRÍ100> ta‘k ”er‘ the hl8h do.e group 
working thedodH?f*/í8't,ÍntraperÍt0neally of The subjects 
releívfd 5Vd 7 k Were placed in the low do88 group and 

intramuscuiar^y* to^â 11 ^aubjèc t8^atP50 ^g^/kg. ^inject lons'and 

Zai^roTtrXT “duti'’8 ba"ane a"d 

anA ?!îri?8 pha8e 0ne the 8ubJects received a dose of MMH 
and pyridoxine on two days with one day between injection 
days. After eleven days without injections, the subjects 
were egain injected with MMH at the same dose as they hid 

latir J7 reC?íVe? and Were giVen 3 8econd d08e 48 b^s later. No pyridoxine was given during the second phase of 
the experiment (table I). ^ 
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TABLE I 

Experimental treatments by days 

Phase 

Baseline 

Phase 1 

Recovery 

Phase II 

Treatment 

Pre-experimental baseline 
control 

Inject MMH pins B¿r 
Postinjection day0 

(2) Inject MMH plus 
Postinjection days 

No injections 

Preinjection day 
(1) Inject MMH alone 

Postinjection day 
(2) Inject MMH alone 

Postinjection day 

Day 

1 - 5 

6 
7 
8 

9-10 

11 - 20 

21 
22 
23 
2k 
25 

RESULTS AND DISCUSSION 

¢4 j0?* 8“bJect in the low d°se group died following the 
first injection of MMH with pyridoxine and was removed from 

the analysis of behavioral effects. Necropsy showed massive 

centrolobular hepatic necrosis. The magnitude of liver de¬ 

struction was far greater than can be accounted for by the 

quantity of iflH injected, and hepatic damage was not clini¬ 
cally apparent in the other subjects. 

Positively Rewarded Tasks 

At the l0W d08e level there were no significant group 
differences between baseline and either injection series 

but at the high dose level the MMH injection group showed a 

significant decrease in reinforcements per session below the 
baseline value, while the MHH plus B6 group did not differ 
from baseline. 
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,QÍ7Í£: Unle8S otherwise stated, "affect," "decrement " 
and significance" refer to the .01 level of significance.) ’ 

Negatively Rewarded Tasks 

fh i °!1 theavoidance schedule, only one subject at 
the low dose level displayed a decrement and the décrient 

was apparent during only one work session. At the high dose 

was M£ectfd t" »”« ““k session loHoolng 
ïüïk í1? Î6’ Í1!? *nother »ubjoct shoued a decrement on sin 
work sessions following MMH alone. 

-d d*/ rePe®^ed »«asures analysis of variance yielded no 

íp8,^Íf05?nÍre£íeCt at#ïhe îi8h d08e level* but a 8i8nificant 
ruf ü^înt effect was discernible at the low dose 

level. This difference w^s due to the low dose MMH plus Ba 

group, which showed a significant increase in response rate 

when compared to baseline or MMH alone. This increase in 

response rate following the low dose of MMH with pyridoxine 

may be an indication of the stimulatory effects of MMH re- 

and "“y be related to its activity as an 
MAO-inhibitor. 

Data from the two discrete avoidance tasks contributed 
little to the evaluation of the effectiveness of pyridoxine 

in terms of number of animals affected since two or three 

subjects from each group showed some significant decrement 

in performance. Generally, the affect lasted for a longer 

time following injections of MMH alone than it did after in¬ 
jections of MMH and Bg. 

i i-d Another indication of treatment effect is obtained by 
looking at the total number of work sessions, across both 

task and subject, which were affected by the various treat- 

^ high,do8e level, 20 work sessions were affected 
by MMH plus Bg, while 50 work sessions were affected following 
injection of hMH alone. 

Clinical Signs 

nnt-aH ^8°8 8UCh 88 abnor“al posture and emesis were 
noted with time of occurrence. Since the time of onset of 

behavioral impairment relative to the first clinical signs 

a°timeÍeMBnar?fUrC ^ °f Potentla“y g«at importance, 

íiÍhMMHlíI R T8 Tí í0r ^688 Foll™ln8 injection 
ith MMH plus Bg, for both dose levels, no subjects displayed 
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definite clinical eigne without, or before, behavioral dec¬ 

rement. On the other hand, from 40X to 75% of the eublecte 

on any one day diaplayed behavioral décrémenta on acme taak 

before* 8howin8 clinical aigna. When injected 
with JMH alone, up to 25% of the aubjecta diaplayed clinical 

lrjrj°r before, behavioral involvement, while up 
to 80% of the aubjecta on any one day diaplayed significant 

behavioral decrements without, or before, showing clinical 
symptoms • 

In terms of duration of affect, when a behavioral dec¬ 
rement occurred on the Sidman avoidance schedule, it was never 

Sn!1* lí,thVhírí h0Ur after lnJectlon and lasted max¬ 
imally until the sixth hour after exposure. More animals 

showed an effect on the appetitive FR tasks, and the effect 

appeared within the first hour after injection and in one 

instance following an injection of MMH alone, the decrement 

in FR responding was still apparent more than 24 hours after 
injection. 

SUMMARY 

aMÎn...Tîït íy£Íd?Xln? ^10118 to 80m® decree as a protectant 
against the behavioral effects of exposure to low doses of MMH 

is indicated by the generally longer period of decrement seen 

following injection of MMH without pyridoxine. Also, behav¬ 

ioral impairment after injection with MMH and B, was displayed 
y fewer subjects than was shown after exposure to MMH alone. 

to MMH tîf posltiv®1y reinforced tasks were much more sensitive 
to MMH than were either clinical signs or the other behavioral 

tasks. Thus the performance program used in the present study 

may have bracketed" the range of behavioral impairment to be 

expected following these dose levels of MMH with and without 
pyridoxine. 

Since the program includes both very sensitive and 
very stable behavioral measures, the data indicate that be¬ 

havioral involvement ranges from relatively slight to quite 
extensive. 
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■KminiRpiiviai* 

PROSPECTS ARISING FROM AIR FORCE RESEARCH ON JOB PERFORMANCE 

Llewellyn N. Wiley 

OVERVIEW 

This paper describes a study which is currently going 

on. The data are only beginning to arrive, and it will be a 

long time before analyses are completed. We propose to tell 

you what the study is about, what we hope to get out of it, 

and the background work which makes us hope that it will 
succeed. 

We began by having airmen in all skill levels of two 

ladders in the supply career field mark a standard job in¬ 

ventory. They indicated the proportion of their time devoted 

to each of 300 tasks. This was a necessary step in our ex¬ 

periment. 

As ws receive the completed job inventories, we learn 

the names of the supervisors of these job incumbents. The 

supervisors were then sent two packets which called for rating 

the airmen on a number of dimensions. The first packet con¬ 

tained the overall performance scale and 65 ratings of traits 

or behavior characteristics. (See illustrative material on 

following pages.) Upon completing the general ratings, the 

supervisor turns to a second booklet which is a special form 

of the job inventory containing task statements. The rater 

reads through the inventory looking for tasks that he is cer¬ 

tain his ratee performs. He rates his man on each task accord¬ 

ing to the performance scale. When the task performance rat¬ 

ings are done the rater rates on all tasks in the inventory, 

including those just considered, using the training require¬ 

ment scale. This calls for estimating the relative time it 

would take the ratee to learn to do each task, assuming that 

a new assignment calls for the task's performance. A man who 

is currently doing a routine task should be able to perform 

it immediately upon reassignment. However, if the task re¬ 

quires that the ratee supervise airmen in grades considerably 

higher than his present grade, he probably could not be assigned 

the task within the next two years. These are the extremes of 

our scale: from can do the task now to could not do it within 

two years of training. ¿See data collection outline.) 
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CiMek Liât 

I M# (or >«r) thla mu> daily whilo ho porfoWod) 
hla dntioa. 

2. I aoo (or aanr) tho producta of thla aaa'a work. 

raportod to 3> Varaoaaal who auporrlao(d) thla 
on hla porformnct. 

I hart (cr hod) reporta of thla aaa'a porforaaaco 
trm hla co-workara. 

5. I aoo (or oaw) thla aan at work occaalonally 
(throo or four tlaoa a aonth). 

6> 1 •** «•») wloua Undo of atatiatlcal recorda 
of thla aan'a output. 

7. I alwagra aoo (or raw) thla aaa woikln« aa pa t 
of a toaa or crew, and novar alooo. 

8. I frequently aoo (o- aaw) thla aao workln« aa part 
of a toaa and alao taw hla work!no alono or on 
an Individual project. 

9» Hr lafomatlon about thla aan la chlofly baaed 
« the producta of a toaa or crew of which ho 
la (or waa) a —^ 

Too. 

Too. 

Tea. 

Toa_ 

Too_ 

To*_ 

To,_ 

Toa_ 

Tea 

10. Hr lafomatlon about thla aaa la chiefly baaed 
on tho proáucte of noro than one toaa or crow 
which work aucceealvely on tho taaka to which 
oo la (or waa) aaalgnod. 

U. lafomatlon about thla aaa which deala with 
taaiao or crown la baaed upon hla perfomance 
aa loader or euperviaor of auch groupa. 

Toa 

Toa 

- ■o. 

_ Io_ 

_ *0_ 

_ Io_ 

- *o_ 

_ Io_ 

- *°_ 

. Io_ 
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II 
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CARO •< (CAM CONTROL NO. 1*4) 

Fjmturo» or Qullfiootlcii. I 
i 

1. Work! undar uneaRtfortabl«, dloocrttablo, or 
«zu. ^rin< coodltlocm without loainc ••If-control. 

2. Oo«« difctlr to th« «xMt locatlco of anythin« 
related to the work, whether it i« parte, equipment, 
aatorials, or facte (Exeaplee: Knowe wbere a part ie 
located in a plane, or where an authority letter nan 
been filed). 

3. Nakea up hie alnd quickly. 

b. Checke <9 regularly on the progreae and quality 
of hie nen'e work, not relying on aecondhand infor- 
aatiou. 

3. Baa aaaured auumeri above eelf-confidence. 

6. Vatchee for eafety hasarda and reporta or correcta 
then ^Mediately. 

T• Shove a perfectioniat attitude toward work, vanta 
each detail exactly right. 

8. Accepta auggeated changea in hla way of working. 

9. Correcta or critlclsea without acoldlng or nagging. 

10. Inventa or finde laqiroved vaya of doing work. 

11. Heneabara detalla about thing« aeen, read, heard, 
or dene (Imaplee: Reueabera how aany parta ware 
ordered, raneabara the day he waa given an order, how 
a regulation waa worded, etc.). 

1*. Shown nature behavior, attitudea, or Jud^Mnt. 

13. Shown anthuaiaan about the work of hla specialty. 

1» 

it 

» 
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1*». Kaep« hi, co-worker« and aubordinatea inforaed 
regarding dedaiona which affect then. _ 

it 
15. Plana hia own work to use.hia tine efficiently. _ 
, ** 

lo. Ia proaçt in beginning and ccnpleting work 
aaaignnent. 

17f Underatanda conpllcated inatructionat whether 
written or oral. 

18. Can tell which nen are doing good work and uaea 
the infomation fairly (Muat neet both condltlona). 

19* Spends considerable off-duty tine keeping up on 
nattera relating to hia work. 

20. la competent at several different Jobe within 
the specialty. 

V 

21. Follows directives and printed authority carefully. 

22. Shows that he knows much about science, math, or 
engineering, whether it's useful on the Job or not. 

23. Aaslsts others willingly when working as a nenber 
of a group. 

24. Is able to apply theory and principles in order 
to get tasks done (Examples: Uses formulas in chemical 
analyses, encodes crypto messages, writes computer 
programs, predicts weather from data). 

25. Breaks in new personnel skillfully, so that they 
are quickly able to work alone. 

M 

m 

S4 
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JOB INVENTORY 
*PK 

6UJXO 
6ltTXO 

PAOI JO op 23 Pawl: 

LISTED DILOW ARI A OWTY AMO .NI TAME «MlCM If INCLUOIS. «VI A PIO* 
EORMANCI RATING ON (ACM TAM TOU ARI MR! TNI RATH MIL AM AMO RATI 
ANT TASKS TNI RaYH MIS WNCH ARI NOT LIST». POR THOM TAMS TNI RATH 
DOIS NOT DO. «VI AN ISTMATI OP TNI TRAINING HI MULO RHWRI TO DO IACH. 
ALSO «VI A TRAINING RIOUIRIO RATING POR IVIRV TAM TNI RATH MIS M. 

YiroBBTo mIci. 
** 

1. |MI*aVtM*G< 
ft «Sh* 

B. PasnaV ««a- 
t- MIG*ÏV* 

««•■ata 
G. at*«« GvGMtG 

S, *a«ns THAN 4 

A. WIG* LG«« 
T nasala a 

t. rpgim »GAiNiNt 

*. aatGIGSM 
fnasniGG 

t. Glffl« f*tl»l*G 

B. w«t* MTfLI 
vaaSMiNG 

», itvtt •• ** 
**• 

DUTY 
F. Smirching «Ad Maint*lnlnf Publication« and Flics 

a«batte 
t. 1S1 IP T St* ML* 

■ILL 
*. ■«*«•• wmm 

arntm* TAMS INCS.UOIO IN AMVI MTV 

1. MAintAln cord flit« on noo-llitid •Lock nuabirt 

2. MAlntAln CARA fll«a so sptclal •utborliAtloni 

3. MAlntAln clAAilfltd filna of pinna and proem* 

1«. Mnlntnln corraapondanea fllaa 

5. MAlntain cuatody raeaipt fllaa and rabiatara 

6. Maintain docuaant control fllaa and raglatara for 
CQulnment accounta 

7. Maintain docuaant control fllaa and raflatara for 
auDDly account* 

6. Maintain fll* of allowance source docuaant« 

9. Maintain fllaa on Technical Order Coapllanca property 

10. Maintain requisition fila* 1 

11. Maintain stock nunbar directory 

12. Mcintcio supply reference files of directives! technical 

13. Maintain ■uspans* file* 

Ik. Maintain warehouse fils for Hl-Valu, claaalflad, or 
easily stolen Itan* 

13. Maintain warehouse fils of cure dates for property 

16. Maintain warehouse file of locator carda for stored 

17. Make input to file of data concerning basic, detail. 

18. Requisition publications 

19. Search catalogs or technical publications for Itan 
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TASK PERFORMANCE SCALE 

Does the Task 

1. Unsatisfactorily 

2. Fairly well 

3. Slightly below average 

1». About average 

5. Slightly above average 

6. Exceptionally well 

7* Better than anyone 

TRAINING REQUIREMENTS SCALE 

To Do Task 

1. More than two years training 

2. Very long training 

3. Much training 

Moderate training 

5. Little training 

6. Very little training 

7* Could do it now 
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Thus, we are gathering supervisory ratings on men who 

have filled out Job Inventories. We are collecting assessments 

of their overall performance, their habits and abilities, how 

well they do their tasks, and how readily they can be used in 

tasks which they are not now performing. We have introduced 

controls into the study by collecting a set of ratings from 

each of two supervisors for every ratee. We are also collect¬ 

ing current operational Airmen Performance Ratings. 

This emerges as a large study because it requires two 

sets of rating data on each of some 1,500 airmen. One is 

Justified in asking what we hope to get out of the cumulative 

man-hours which go into all these ratings, and why we have 

the temerity to undertake a study of this size. 

When one considers the practices covering reassignment 

of airmen, it immediately becomes clear that even a small im¬ 

provement in the effective utilization of airman skills will 

have substantial payoff. Regulations provide that upon re¬ 

assignment an airman will be used in his primary AFSC. In 

general, the regulations are followed. However, there is 

loss in effective utilization in cases where a man's training 

and experience do not conform to all the possible assignments 

which can be given to him within his primary AFSC. Nor is 

there any standardized method by which men with special ex¬ 

perience can be identified to fill critical assignments. In 

other words, if we help the commands and bases to improve 
utilization by aiding them in placing reassignees where they 

will be most effective, even with only a small improvement, 

we shall have paid for the study several times over. 

REASONS FOR EXPECTING GOOD RESULTS 

The tasks that people do impose requirements on those 

who do them. During the past eight years studies have shown 

that raters can make reliable assessments of the requirements 

needed in a Job incumbent for successful accomplishment of 

his tasks. Recent high speed computer developments make it 

feasible to unify a great variety of auch ratings and to re¬ 

late them to an overall assessment of a man's performance. 

There are two major kinds of rating data which can be collected. 

One kind is impersonal. It looks at a task such as driving 

an ambulance in traffic. Raters are asked to rate this task 

on several different scales. For example, on-the-job training 

time would be a pertinent scale for ambulance driving. Some 

dimensions, such as clerical ability, ought to yield low rat¬ 

ings for ambulance driving. Other dimensions such as emotional 
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control, ought to yield high ratings. Our studies indicate 

that any group of raters who are acquainted with the tasks of 

a job can provide a reliable set of estimates of the require¬ 

ments of a Job. The consensus of seven judges is sufficient. 

The "second class of data is personal. It involves the 

evaluation of individuals in jobs. The scales on which people 

are rated are imed at the same kinds of information as the 

dimensions on which tasks are assessed. That is, both seek 

to describe the qualifications needed to do a job successfully. 

The task rating score is an average, but the statistical mea¬ 
sure needed from rating personnel is a correlation coefficient. 

We are asking this question: Is having a great deal of a given 

trait associated with high performance on the job? Our studies 

have looked into both the impersonal and personal approaches. 

We are satisfied that supervisors can give us valid data of 

either kind. Our current study requires a supervisor to pro¬ 

vide both kinds of ratings. We would like to know whether 

inflation of ratings can be reduced by one of these methods 

and whether using both technics provides information not 

available by use of one method alone. 

The results of our studies on trait ratings of Job 

incumbents form a baseline for determining the reliability of 

the ratings being collected now. It was shown that raters 

agree well on the overall quality of a man's work performance. 

Supervisors agreed fairly well on rating separate features of 

a man's behavior. Thus, habits, attitudes, and Job knowledge 

could all be assessed and Jointly related to overall perfor¬ 

mance. This Joint accountability of overall performance rat¬ 

ings from separate trait ratings is usually high, from 65¾ 

to 90% agreement. Moreover, these predictions held up rather 

well on cross-validation; that is, for the same job incumbents 

the trait ratings made by one group of supervisors predicted 

over half the variance in the performance ratings made by 

another group of supervisors. 

Operational Airman Performance Ratings were obtained 

for adnlnistrative airmen and then correlated with our exper¬ 

imental performance ratings. Correlations between operational 

APRs and experimental performance ratings ranged around .50, 

representing agreement on 25% of the variance. Much of the 

agreement might be attributed to grade, since the higher rank¬ 

ing airmen received higher performance ratings. However, when 

skill level was controlled, the agreement remained substantial 

for all grades except senior and chief master sergeants. Al¬ 

though more reliable data were obtained under experimental 

conditions, it appeared tha*: the operational performance 
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ratings had considerable validity. Considering all of these 

findings, we were encouraged to believe that supervisors can 
make a task-by-task assessment of a man's Job performance, 

that supervisors can estímate the specific requirements of 

tasks, and that supervisors can anticipate a man's capacity 
to acquire new skills. 

Throughout this research it has been apparent that rat¬ 

ings of all sorts are Inflated by grade. The next display 

compares the distribution of APRs for adnlnistratlve airmen 

with the distribution of experimental performance ratings. 

The figure Is arranged horizontally by skill level with APRs 

In the upper section. The data are for the same men In the 

tvo sections. Eighty-five percent of the 9-skill level air¬ 

men received APRs of 10, or the top of the scale. It was 

nearly as high for men at the 7-sklll level. The correspond¬ 

ing distributions of experimental ratings are also very 

skewed, but they eave room to distinguish exceptional men 
from average men. 

The correlations between trait ratings and experimental 

performance ratings are given in table I for two career lad¬ 

ders. Blank spaces occur in the aircraft mechanic data. 

Supervisors were allowed to omit trait ratings which they 

considered to be inappropriate. Trait 48 was never rated by 

aircraft mechanic supervisors. The correlation appearing at 

that point is derived from a substitution of the mean ratings 

assigned to a man by his supervisor. In table I the data are 

limited to those ratees who had two sets of ratings, and the 

correlations are computed for only the lower supervisor of 

the pair of raters. That is, the correlations reflect the 

estimates of supervisors who were close to the ratee in terms 
of work contacts. It developed that meaningful trait dis¬ 

tinctions could be made among skill level groups. For ex¬ 

ample, differences existed between Journeymen (5-skill level) 

and apprentices (3-skill level) in respect to ability to 

work without supervision. This requirement was correlated 

more closely with good performance for Journeymen. Ability 

to supervise and to indoctrinate new personnel distinguished 

7-level from 5-level men. And differences in ability to plan 

and organize distinguished 9-level from 7-level men. 

The method of analysis was the multiple linear regression 

equation. The R2 values reported in table II show a series 

of regression problems in both the administrative and mechanic 
ladders. Each R2 can be read as a percent. It is the percent 

of the overall performance variance which can be accounted tor 

by the trait ratings taken jointly. A system of successive 
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problem solving was used as reflected in table II. In this 

procedure the first equation was computed with all trait 

ratings used as predictors. Then the traits were arranged 

in descending order of their correlations with the overall 

performance rating. After solving an equation with all avail¬ 

able predictors, the trait with the highest correlation was 

removed without replacement. A new equation with one less 

predictor was computed, and this process was repeated until 

the predictors were exhausted. Table II shows every tenth 

problem in this sequence. Analyses for aircraft mechanics 

at the four skill levels appear in the upper half of table 

II. One can get an idea from table II of how the traits hold 

up in joint prediction as the best predictors are removed. 

The second and third columns under each skill level 

contain Rz values for those ratees who had two raters. The 

low echel-on rater was the one closer to the ratee in the 
work situation. Data providing columns 2 and 3 were pooled 

and recomputed to give column 4. Note that the pooled Rz 

values for aircraft mechanics in column 4 are consistently 

lower than the values in columns 2 and 3. This is very un¬ 

usual In trait rating studies. The conventional finding has 

been that two trait raters are better than one. The trait 

ratings for administrative airmen behaved in a coventional 

manner, but those for mechanics did not. The phenomenon 

suggests that supervisors working closely with aircraft me¬ 

chanics observed different features of the work than did 

supervisors higher up the ladder. 

The trait rating studies indicated that different 

patterns of job requirements existed at different skill levels. 

In doing so they revealed the fact that not all supervisors 

can provide 'he same information on a man. These rater dif¬ 

ferences can '.rise from the nature of the work, the way it is 

organized, and how it is supervised. Lower echelon supervisors 

appeared to be able to rate a man's habits better than higher 

level supervisors, but there was also some evidence that they 

exaggerated the quality of his products. That is, lower eche¬ 

lon raters appeared not to have as adequate standards for 
placing a ratee among other men who do the same type of work. 

It is fortunate that two sets of raters could be obtained in 

the trait rating studies. This made possible the cross- 

validations shown in table.III. We can infer from these re¬ 

sults what magnitudes of R^ we ought to get from the current 

study on supply personnel. If it turns out that rating men 

on their task performance yields a more stable criterion of 

overall job performance than we have so far achieved, these 

R‘ standards will tell us so. We do not know yet if this will 



TABLE III 

Cross-validation R values usine low echelon trait ratings 
to predict high echelon performance estimates and 

vice versa for aircraft mechanics* 

Echelon ofEchelon of Rü by ikill level 
trait criterion ^3131 43151 43171 53190 
raters raters 

Low High 
High Low 

.633 .329 

.633 .Ull 

(83)t (l*i8)+ 

.503 .753 

.583 .855 

(275)t (77)t 

Comparative R2 values in which trait raters predict 
their own criteria 

Low Low 
High High 

.836 .832 .802 .898 

.875 .806 .777 .935 

The number of iterations is five to ten times larger 
in the cross-validation problems than in the conventional 
ones* 

fHumber in parentheses is number of ratees. 

occur. Let us look for a moment at some data which are almost 
certain to result. 

APPLICATION OF THE NEW DATA 

Returning to the page of task ratings in the supply 

inventory, suppose that we separate the ratees by grade. We 

now compute means across all inventories at a grade level 

using the ratings in the second column. We obtain the mean 

rating on training time for each task. For example, we have 

a set of training time ratings for airmen first class. Any 

task which is comnonly done by airmen first class will average 

out with a high rating. Tasks involving supervising men in 

grades above airman first should have low mean ratings for a 

table built up from ratings made on airmen first class. We 
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build similar tables for men in the other grades. Subsequent 
tables contain imaginary data based upon trends from the 
earliest returns of the study. 

We now avail ourselves of the information obtained from 
grouping the Job inventory responses which the ratees made in 
the first phase of tne study. Job types will emerge from 
these analyses. If we arbitrarily say that a job type consists 
of those tasks which are performed by at least 50% of the mem¬ 
bers, we can identify a job type by a specific group of tasks. 
Using our tables of mean training time ratings, we can assign 
a training time score to each task in a Job type. Out of this 
will come a suitability level. For instance, c job type can 
be characterized as appropriate for staff sergeants but not 
for airmen first class. We can now move tp a specific ratee. 
We can ask the question: Would it be appropriate to assign 
a certain man to work in the Job type in question? Since the 
ratee was given training time estimates for all tasks in the 
inventory, he received a rating for each task in the job type. 

We need only to compare his ratings on the tasks in question 
to the means for his grade level. If we suspect that the 
ratings on one man are likely to be unreliable, we can match 
a number of men to the Job type and establish error tolerance. 

One can extend this general plan to finding job types 
which are training grounds fer upgrading men to higher skill 
levels. Another possible use of the rating data could be to 
assist base management in the development of Jobs that can be 
done with a minimum of formal training. 



AIR FORCE NORMS FOR THE THIRTY-ONE HARRIS 

AND LINGOES MMPI SUBSCALES 

Lawrence R. Maler 

INTRODUCTION 

Despite numerous structural flaws and recent public 

and congressional criticism (see the November 1965 issue of 

the American Psychologist), the Minnesota Multlphasic Per¬ 

sonality Inventory (MMPI) remains one of the most popular and 

well-researched psychologic instruments available. Since 

Hathaway and McKinley (1940) published their first MMPI arti¬ 

cle , literally hundreds of studies and books concerning it 

have appeared In print. Much of the work done has been in 

the construction of subscales, developed for a multitude of 

purposes, both diagnostic and predictive. As long ago as 

1960, there were at least 213 scales published (Dahlstrom 

and Welsh, 1960) with many more having appeared since then. 

Of particular importance to the present investigation 

is the subscale work d<ve by Harris and Lingoes (1955). Their 

31 subscales are groupings of items taken from within 6 of the 

10 published clinical scales of the MMPI (Hathaway and McKin¬ 

ley, 1951) and were constructed as an aid to regular profile 

interpretation. Scale groupings were established and named 

subjectively by the authors and are believed to be useful to 

psychologists with a variety of theoretical orientations. 

Use of these scales gives to the clinical psychologist 

far more Information than can be obtained from analysis of the 

clinical scales alone. For example, it is well known that the 

Hysteria (Hy) scale contains two quite different sets of neg¬ 

atively correlated items. There are items dealing primarilv 

with physical functioning and another set of items reflecting 

more social attitudes. By using the subscales the clinician 

can determine which set of items is more deviant, thereby 

suggesting possible conversion reaction or hypochondrical 

concerns on the one hand, or hysterical "character" features 

on the other, i.e., denial, social manipulation, repression, 

etc. Or, by using the Paranoia (Pa) subscales the clinician 

can determine if it is primaiily paranoid-like projection that 

the patient is showing or if it is, instead, the heightened 
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sensitivity or overrighteousness of parsnold-llke people that 
is causing the scale elevation. Or, maybe it is all three. 

Such discriminations can be made by use of subscale scores. 

Norms for scales like these must be used with caution 
since age, socioeconomic status, geographic location, aànls- 

sion policies, etc., can all influence scale elevations and 

item frequencies. This is especially true in the military 

hospital setting where many patients undergo psychologic 

evaluation for reasons other than their own. Very often things 

like retention, disability benefits, retirement, promotion, 

and even Job assignment can be influenced by the inferences 
drawn by the psychologist. 

Harris and Lingoes developed norms for their scales 
from the randomly drawn MPI records of voluntary male and 

female psychiatric patients (about 60X of them outpatients 

and 40% inpatients) at the Langley Porter Neuropsychiatrie 
Clinic in San Francisco. Fifty patients of each sex were 

used. As far as this aufhor knows these norms have never 

been published (although mimeographed copies are available), 

nor have they been replicated, either by the original authors 
or others. 

The purpose of the present investigation was to estab¬ 

lish Air Force norms for these 31 subscales and to stake com¬ 

parisons between such norms and those of Harris and Lingoes. 

Such norms should have direct clinical applicability for Air 

Force psychologists in assisting them to stake more accurate 
and detailed use of MPI profiles. 

SUBSCALK NAMES AND DESCRIPTIONS 

Since the subscale descriptions have not been published, 
these «nd the subscale names are reproduced below. The authors 
report that the names and descriptions emerged fairly easily 

from the items and that no effort was made to force them into 

a systematic framework. The interpretations are felt to b», a 

"mixture oi attitudes, complaints, symptoms, fnd inferred de¬ 
fenses," snd are to be understood ss resulting from scatements 
which patients have affirmed ot denied. Such statements 

always require interpretation as to their particular meaning 

with a particular patient. The underlined phrase below is 

felt by the authors to be the most convenient term for ex¬ 

pressing the core meaning of the group of items, with the 

other phrases being suggested alternatives. The following 

descriptive information is taken from Harris and Lingoes (1955): 



A. Depression 

D** Subjective Depression: a negation of Joy in doing 

things; pessimism, poor morale and low self-esteem; 

complaints about psychologic inertia and lack of 
energy for coping with problems. 

Peychomotor Retardation; nonparticipation in social 
relations; immobilization. 

D3. Complaints about Physical Malfunctioning: preoccu¬ 
pation with oneself. 

D** Mental Dullness: unresponsiveness; distrust of one's 
own psychologic functioning. 

D5. Brooding; ruminativeness; irritability. 

B. Hysteria 

P*n*al of Social Anxiety; social extroversion. 

Need for Affection and Reinforcement from Others: 
implied in an (obtuse^ denial of a critical or re- 

sentful attitude toward other people; impunltiveness; 

overly protested fai'.h and optimism in other people. 

I^eeitude-Malaise; complaints about functioning be¬ 
low par physically and mentally; effortful keeping 

up of a good front; need for attention and reassur¬ 
ance. 

Somatic Complaints; of a kind that suggest repression 
and conversion of affect. 

Hy5‘ Inhibition of Aggression: expressed by concurrence 
with others, disavowal of violence. 

C. Psychopathic Deviate 

(Items are drawn from both the scale as published in the 

current manual and from the unrevised, 1943 edition of the 
scale.) 

Pd1, fAMilial Discord; struggle against familial control. 

Pd2, Authority Conflict; resentment of societal demands 
and conventions and parental standards. 
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Pd3. Social Imperturbability: denial of social anxiety; 

blandness; denial of dependency needs. 

Social Alienation: feelings of isolation from other 

people; lack of belongingness; externalisation of 

blame for difficulties; lack of gratification in 
social relations. 

Pd4B. Self-elienatlon; lack of self-intégrâtion; avowal 

of guilt, exhlbitlonistlcally stated; despondency 

(e.g., these items are often answered in the scored 

direction by alcoholics who refer themselves for 
treatment). 

Pd4. Alienation: a summation of 4A and 4B. 

(N.B. In naming the Pd subscales, and in inter¬ 

preting scores on the scale as a whole, we have in 

mind a continuum running from a rejection of social 

norms aL the high end to an over-internalization, 

implied by extreme conventionality, at the other.) 

D. Paranoia 

P*!» Ideas of External Influence: externalisation of blame 

for one's problems, frustrations, failures; in the 

extreme degree, persecutory ideas; projection of 

responsibility for negative feelings. 

Pa2. Poignancy; thinking of oneself as something special 

and different from other people; high-strung; cherish¬ 

ing of sensitive feelings; overly subjective, "thin 
skinned." 

P*3. Affirmation of Moral Virtue: excessive generosity 
about the motives of others; righteousness about 

ethical matters; obtuse naivete; denial of distrust 
and hostility. 

E. Psychasthenla 

The items in this scale do not lend themselves to classi¬ 

fication; many are complaints about inefficient psychologic 

functioning, and express doubt and ambivalence--a kind of 

"hypochondriasis about the mind," as described by Janet. 
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F• Schizophrenia 

SclA< Social Alienation: a feeling of lack of rapport 

with other people; withdrawal from meaningful re¬ 
lationships with others. 

SclB* Emotional Alienation: a feeling of lack of rapport 

with oneself; experiencing the self as strange; 
flattening or distortion of affect; apathy. 

Scl. Object Loss; a summation of SclA and SclB. 

Sc2A* I*.«* of Ego Mastery. Cognitive; the admission of 
autonomous thought processes, strange and puzzling 

Sc2B* Ig-gk of Ego Mastery, Conative: feelings of "Pf,y- 
chologic weakness," abulia, inertia, massive in¬ 
hibition; regression. 

Sc2C* l^ck of Ego Maotery. Defect of Inhibition and rnn- 
— P*» a feeling of not being in control of one's 
Impulses, which may be experienced as strange and 

alien; at the mercy of Impulse and feeling; disso¬ 
ciation of affect. 

Sc2, Itgck of Ego Mastery. Intra-psychic Autonomy: a 

feeling that one is not in control of part-processes- 
■ensitlon, perception, thought, motor activity. 
A sunnation of Sc2A, Sc2B, and Sc2C. 

Sc3. Sensorimotor Dissociation: a feeling of change in 

the perception of the self, and the body image; 

feelings of depersonalization and estrangement. 

G. Hyp ornan la 

Mal- Amoralitv: a callousness about one's own motives 

and ends and those of other people; disarming frank¬ 
ness; denial of guilt. 

Ma2, gsy-homotor Acceleration: hyperactivity, lability 
flight from inner life" and anxiety; pressure for 
action. 
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Mu3. Imperturbability; affirmations of confidence In 

social situations; denial of sensitivity; proclama 

tion of independence from the opinions of other 

people. 

Ma4. Ego Inflation; feelings of self-importance to the 

point of unrealistic grandiosity. 

SUBSCALE ITEMS 

The item numbers for each subscale and scoring direc¬ 

tions are contained in Dahlstrom and Welsh (I960, pp. 448- 

468). Scoring templates can easily be constructed by punch¬ 

ing holes in MMPI answer sheets. 

ITEM OVERLAP AND INTERCORRB1ATIONS AMONG AND BETWEEN SUBSCALES 

Table I contains the item overlap among the subscales 

and between each subscale and the main clinical scale from 

which it was derived. No attempt was made by Harris and Lin¬ 

goes tc avoid the placement of an item in more than one sub¬ 

scale (at least for the D and Pd scales) since any given item 

was felt to have potential validity for more than Just one 

attitude or personality trait underlying the different sort¬ 

ings. No doubt this overlap did tend to raise some of the 

intercorrelations. 

Table II contains all product moment correlations and 

intercorrelations between and among the subscales and the main 

clihical scales from which they were derived. These figures 

are based on the raw scores, uncorrected for K, of the W il ford 

Hall sample, to be described below. Table 111 shows just the 
correlations of the subscales with the appropriate main scale 

and their intercorrelations for both the Wilford Hall and 

Langley Porter samples. None of the correlations were cor¬ 

rected for item overlap. 

Correlations between each subscale and all other main 

scales (L, F, K, Hs , Mf, Pt, Si) , as well as with age and 
education were also obtained. These data are not reported 

here since comparative figures are not available. 

It is interesting to note from table III the high de¬ 

gree of similarity between the correlations of the two samples. 

No doubt item overlap is partially responsible and yet the 

close agreement between subscales with minimal or no overlap, 
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e.g., Pa and Hy, auggeata that the Harria and Lingoea corre¬ 
lations are reliable measures of the scale relationships. 

Most of the subscales with similar names or similar 
descriptions but from different main scales show hi jh corre¬ 
lations. For example, a look at some of the subsciles re¬ 
quiring an admission of symptomatology shows a correlation 
of .85 between D1 (Subjective Depression) and Hy3 (Lassitude- 
Malaise) ; .78 between PdAA (Social Alienation) and SclA 
(Social Alienation); and .73 between Pd4B (Self Alienation) 
and SclB (Emotional Alienation). Between D3 (Physical Mal¬ 
functioning) and Hy4 (Somatic Complaints) a correlation of 
.49 was obtained. 

Subscales which in a general sense seem to reflect 
denial or defensiveness against symptom adnission correlate 
high in a positive direction with each other .but negatively 
with the symptom subscales. For example, Hyl (Denial of 
Social Anxiety) correlates .88 with Pd3 (Social Imperturba¬ 
bility) and .71 with Ma3 (Imperturbability), but correlates 
-.60 with Sc, and -.47 with SclB. In like fashion Pd3 cor¬ 
relates .74 with Ma3 but -.55 with Sc. Another interesting 
correlation is the .75 between Hy2 (Need for Affection and 
Reinforcement from Others) and Pa3 (Moral Virtue). 

NORMS 

All stetistical computations were done on the randomly 
drawn MMPI records of 253 male and 53 female patients referred 
during 1965 to the Psychology Service of Wilford Hall USAF 
Hospital. All subjects were either military personnel (in¬ 
cluding retired) or dependents of military personnel with 
80% of the total sample being referred by the Psychiatry Ser¬ 
vice and 17% by the Neurology Service. Approximately 77% 
of the sample (235 out of 306) were inpatients; 63% of the 
males and 68% of the females were married. The mean agg for 
males was 30.3 years (S.D. ■ 9.0) and for females 28.2 years 
(S.D. ■ 8.4); the mean educational level for males was 12.6 
(S.D. s 2.0) compared to 13.0 years (S.D. > 2.2) for the 
female subjects. Mean differences, tested by t between the 
two groups were not statistically significant.” For male and 
female subjects combined the mean age was 29.9 years (S.D. ■ 
8.9) and the mean educational level 12.7 years (S.D. > 2.1). 

The average main scale T scores for the male and female 
subjects of both the Langley Porter and Wilford Hall samples 
are given in Table IV; t score comparisons between the two 
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TABLE III 

SubacaU Intaroorralatlons for th« Vtlford Hall and 

Laiglay Porter Saaplaa 

DI 

D2 

D3 
• 

DA 

DS 

D 

.91^(.92)1 

.69..70) 

.58(.64) 

.84(.86) 

.76(.70) 

DI 

.65(.65) 

.49(.60) 

.91(.91) 

.90(.05) 

D2 

.27(.18) 

.58(.63) 

.49(.45) 

DS 

.45(.50) 

.36(.42) 

D4 

.82(83) 

_HJ_Hyl_Hjr2 HjrS Hy4 

Hjrl .0S<.25) 

■y2 .17(.31) .43(.28) 

Hjr3 . 71(.67) -.45(-.26) -.38(-.19) 

»7* .73(.71) -.38(-.13) -.34(-.15) .72t.55) 

Hy5 .17(.38) .20(.25) .38(.36) -.21(-.06) -.21(-.01) 

N Ml M2 M3 M4 

Pdl .72(.58) 

Pd2 .39(.48) .19(.12) 

M3 -.21(-.33) -.27(-.39) .15(-.03) 

P64A .78(.72) .58(.44) .28(.25) -.34(-.53) 

Pd4B .78(.77) .55(.37) ,16(.29) -.52(-.56) .80(.74) 
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1 

.1 

Table III (contd.) 

Pa Pal Pa2 

Pal 

Pa2 

Pa3 

.79(.68) 

.71(.67) 

.00(.31) 

Sc 

.59(.53) 

-.42(-.29) 

SclA 

-.**(-.24) 

SclB Sc2* Sc2B Sc2C 

SclA 

SclB 

Sc2* 

Sc2B 

Sc2C 

Sc3 

.89(.87) 

.79(.78) 

.84(.74) 

.84(.80) 

.77(.79) 

.56(.72) 

Ma 

.70(.63) 

.63(.52) 

.69(.63) 

.65(.67) 

.61(.47) 

Mal 

.65(.58) 

.83(.85) 

.52(.53) 

.52(.40) 

Ma 2 

.82(.76) 

.63(.45) .56(.55) 

.69(.44) .58(.44) .70(.68) 

Ma3 

Mal .27(.66) 

Ma2 .75(.75) .23(.40) 

Ma3 -.01(-.14) -.10(-.14) -.38(-.46) 

Ma* .68(.77) .07(.40) .46(.56) -.18(-.30) 

*Baaad on the Wllford Hall Saaple. 

"Baaed on the Langley Pc -ter Sanple of 50 aale and SO faaale In- and 

out-patient paychlatrlc aubjecta. Only raw acorea uncorrected for K 
were uaed. 
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samples show that Langley Porter subjects of both sexes had 

generally more deviant profiles than Wilford Hall subjects. 

Langley Porter males scored at least 1.5 standard deviations 

higher on three scales (Hs, Pt, Sc), while Langley Porter 

famales scored at least 1 standard deviation higher on four 
scales (Hs, Pd. Pt, Sc). 

Table V jhows the raw score means and standard devi¬ 

ations for all main scales and subscales. Probability levels 

resulting from t tests done on the male-female mean differ¬ 
ences are also given. 

To make the subscale scores as practical and useful 

as possible for day-to-day clinical work, standard subscale 

T scores were computed. This was done by drawing from the 

total population six successive samples for both males and 

females whose T score on the main MKPI scale in question ex¬ 

ceeded 60 (uncorrected for K) . For example, all males whose 

Depression T score exceeded 60 comprised one sample, all 

those whose Hysteria T score exceeded 60 comprised another, 

and so forth. A T score cutoff of 60 was used because of the 

TABLE IV 

Male mid Female Uncorrected T Scores on MIFI 

Main Scales for Both Samples 

MALE 

L F K Hs D Hy Pd Mf Pa Pt Sc Ms 

Wilford Hall 52 SO 55 43 69 65 S3 59 61 34 37 55 

Langley Porter 51 59 57 60 76 68 61 62 61 61 60 54 

FBMALK 

_L F K He D Hy Pd Mf Pa Pt Sc Me 

Wilford Hall 50 60 S3 45 65 66 54 59 62 42 46 54 

Langley Porter 51 61 5 2 57 68 6 2 6 6 5 2 61 60 6 3 57 
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TABLE V 

taw Scot* Maana and Standard Davlatlona for Vlltord Hall Subjacta 

VarUbla- 
L 
P 
K 
Ha(Dncomctod ) 
Ha(Oorraetad) 
0 
ip 
M(llbeorraetad) 
Fd(Oorractad) 

Pa 
Pt(lmoorract«d) 
Pt(Oorractad) 
Sc(Unoorx«ctod) 
Sc(Cflrroctod) 
lla(lbK«rractad) 
Ma(Oorraetad) 
SI 
D1 
D2 
D3 
D4 
D5 
■Pi 
«P2 
Hp3 

ifS 
Pdl 
N2 
NS 

MdB 

Pal 
Pa2 
PaS 
ScU 
SclB 
Sel 
8e2à 
Se2> 
Sc 20 
8e2 
SeS 
Hal 
Na2 
MaS 
Mat 

Mala 
"W 

Paaala P* 
B"" Sb (Stall) 

Ceablnad 
H-SET 

4.52 2.47 
7.02 «.22 

15.S2 5.74 
8.«2 6.78 

18.51 6.1« 
28.«0 7.2« 
25.04 «.27 
20.20 «.OS 
2«.28 5.35 
25.14 4.97 
11.8« 4.59 
15.38 11.02 
SO. «3 7.49 
15.78 12.54 
31.07 9.29 
18.01 5.05 
21.02 4.53 
27.71 11.37 
10.81 «.37 
«.«2 2.21 
4.1« 1.99 
4.57 3.87 
3.15 2.«7 
3.«0 2.00 
7.01 2.«5 
5.13 3.8« 
4.29 3.7« 
3.27 1.32 
2.70 2.31 
5.00 1.77 
7.55 2.88 
«.«2 3.49 
5.78 3.«5 

12.40 «.7« 
2.88 3.23 
2.95 1.99 
4.82 2.33 
3.82 3.83 
2.1« 1.9* 
5.74 5.11 
2.53 2.81 
3.51 3.12 
2.53 1.94 
8.57 7.02 
3.44 3.48 
2.05 1.33 
5.35 2.20 
3.58 1.79 
2.97 1.72 

4.08 2.5« 
7.08 5.87 

14.21 4.77 
10.40 «.43 
17.7« 5.«4 
27.3« 7.98 
27.94 5.91 
20.«0 8.02 
28.32 5.32 
37.55 4.17 
11.85 3.79 
20.47 18.59 
34.«4 7.57 
19.77 12.83 
33.74 10.01 
18.«2 3.84 
21.34 3.70 
30.93 13.«4 
13.11 «.74 
«.91 2.3« 
4.59 1.81 
5.47 3.88 
4.«2 2.«« 
3.47 2.08 
7.0« 2.11 
«.2« 3.«7 
5.85 3.82 
3.28 1.13 
3.87 2.8« 
3.77 1.52 
8.85 3.43 
7.28 3.07 
«.32 3.51 

13.«0 8.28 
2.2« 2.10 
3.38 1.74 
4.98 1.85 
5.02 3.52 
2.53 2.23 
7.55 5.39 
2.74 2.77 
4.30 3.23 
3.3« 2.22 

10.40 7.37 
4.43 3.73 
2.51 8.47 
5.93 1.97 
3.02 1.88 
3.04 l.«8 

MB 
MB 
m 
16 
NS 

.05 

.01 
MB 
MB 

.001 
16 

.01 

.001 

.05 

.05 

MB 
.001 
MS 
MB 

.05 

.01 
MB 

.01 

.001 

NS 
MB 

.05 
MS 

.05 

NS 
.05 

MS 

4.44 2.49 
7.03 «.15 

15.13 5.80 
8.93 «.74 

18.73 8.08 
25.08 7.45 
25.55 «.29 
20.27 «.02 
2«.29 5.34 
27.29 «.75 
11.39 4.45 
18.2« 11.10 
31.32 7.«5 
1Ä.47 12.«« 
31.53 9.4« 
18.12 4.8« 
21.08 4.40 
28.27 11,83 
11.21 «.48 
«.«7 2.24 
4.23 1.97 
4.73 3.85 
3.40 2.7? 
3.58 2.01 
7.02 2.5« 
5.32 3.85 
4.5« 3.78 
3.28 1.29 
2.90 2.41 
4.79 1.78 
7.43 2.99 
«.74 3.43 
5.87 3.«3 

12.61 «.«8 
2.78 3.07 
3.02 1.95 
4.88 2.2« 
3.8« 3.84 
2.22 1.99 
«.05 5.20 
2.57 2.80 
3.«5 3.15 
2.«8 2.01 
8.88 7.11 
3.«1 3.54 
2.13 2.94 
5.45 2.17 
3.48 1.81 
2.88 1.71 

OB t feaat ■Ipaaa batman sala md 
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assumption that a subscale analysis will be more useful when 
the main scale score Is elevated. Usleg low scores would 
have decreased the variation among the subscales. These 
samples, 6 for males and 6 for females, differed In size and 
should not be considered Independent samples since any given 
subject could easily have been in more than one sample. The 
sample sizes, means, and standard deviations for these samples 
are shown In table VI. Standard scores derived from these 
statistics were found for ea h of these subscales by use of 
the formula 4 

T subscale 
raw score - mean . .. 
Standard deviation 

These T scores were then arranged in easy-to-use profile form, 
copies of which are attached. The clinician can use these 
profile forms In a manner similar to the published IMPI pro¬ 
file f-heets. It should be kept In mind that a subscale T score 
of 50 is the average score for records with a main scale T of 
greater than 60. Consequently, subscale deviations as great 
as main scale deviations will generally 'a quite rare. 

Despite the presumed as well as actiial differences 
between the Langley Porter and Wllford Hall samples, subscale 
T scores for the two groups are surprisingly similar. This 
Is true even for the female norma despite the fact that sample 
sizes for Wllford Hall females were quite small, ranging from 
an N of 7 on Hyposmtila to an N of 36 on Hysteria. All of the 
Langley Porter norms were based on sample sizes of 50. 

Nevertheless, caution is urged In the use of these 
norms particularly In places where characteristics of the 
patient population are likely to vary widely from the kinds 
of patients seen by psychologists at a Urge military hos¬ 
pital. Special care should be used In applying these norms 
to females since sample sizes for some of the subscales were 
small. 
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table vi 

Subacale Meant and Standard Devlatlona tor Male and Paauile 

Groupa with Main Scale T Scorea Greater than <0 

-H- -_ Fumslo 
Scale MF M SD M SD 

D 
D1 
D2 
D3 
M 
D5 
«y 
Hyl 
Hsr2 
Hy3 
Hy4 
Hy5 
Bd 
Ml 
Pd2 
Pd3 
Pd4A 
FdhB 
Fd4 
Pa 
Pal 
Pa2 
Pa3 
Sc 
SclA 
Sc IB 
Sd 
Sc2A 
Sc2B 
Sc2C 
Sc2 
Sc3 
Ma 
Mal 
Ma2 
Ma3 
Ma% 

157 33 

160 36 

67 16 

101 28 

49 12 

50 7 

28.86 5.66 
14.25 5.51 
7.52 2.08 
4.83 1.81 
6.50 3.63 
4.30 2.60 

28.55 4.94 
3.66 2.03 
7.34 2.70 
6.56 3.88 
5.76 3.90 
3.43 1.31 

28.37 3.69 
5.08 2.19 
5.94 1.88 
6.39 3.04 

10.48 3.13 
9.76 2.62 

20.24 5.07 
16.05 3.84 
5.30 3.75 
4.42 1.87 
4.51 2.43 

36.82 7.93 
9.10 3.39 
4.74 2.06 

13.63 4.61 
6.65 2.13 
8.06 2.63 
5.00 1.89 

19.71 4.50 
8.16 3.69 

25.86 3.01 
3.42 1.34 
8.04 1.44 
3.08 1.83 
5.02 1.39 

32.49 5.10 
17.24 4.67 
8.06 1.98 
5.24 1.70 
7.58 2.88 
6.06 1.98 

31.06 4.41 
3.39 2.16 
7.33 1.76 
7.89 2.97 
7.28 3.24 
3.17 1.11 

28.00 3.74 
6.63 1.96 
4.56 1.75 
6.38 3.32 

10.56 2.10 
9.69 2.36 

20.25 3.87 
14.61 2.79 
2.96 2.33 
4.29 1.58 
5.36 1.62 

38.75 9.33 
9.00 3.36 
5.25 2.34 

14.25 4.99 
6.00 2.34 
8.08 3.06 
5.75 2.34 

19.83 6.55 
9.17 4.28 

25.57 2.07 
2.29 1.11 
7.86 1.86 
3.29 1.50 
4.86 1.86 
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Tflble VI (contd.) 

D 1. Subject!** DeprcMlcn (N ■ 32)*, 
2. Psyehoaotor BeUrdetion (H • if), 
3. Fhyuio&l N&lfinotienlae (M km 
4. IfcnUl Dulin..« (IT - ifc. 
5* Bmdiac (> a-U))« 

J***. 

MALE 

T 
155=- 
98- 
96- 
94- 
92- 
90- 
88- 
86- 
81k* 
82- — 

78- ? 
76- __ 
74- __ 
72- _ 
70-r 25 
68- - 
66- -- 
64- — 
62- — 

60- u 
58- “ 
56- __ 
54- _ 
52- „ 
50- - 

46- 
44- — 
42- 10 

38- 
36- “ 
34- - 
32- 5 
30 «i — 
28- — 
24- - 

M-B2_P3 D6 D5 

15 

10 

15 

10 
10 

10 

ng- M ” 
98- 
96- 
94- 
92- 
90- 
88- 
tó« 

15 

SO 

Jtt_P4 P5 

82- 

78- 
76- 
74- 
72- 
70- 

66- 
64- 
62- 
60- 
58- 
54* 20 
54- - 
52- - 
50— _ 

46- 
44- 
42- 

38- 
36- 
34- 
32- 
30- 
28- 
26- 

15 

10 

10 
15 

10 
25 

— 10 
10 

Î“ 
lot 
Seor« 

TS B5 Q K Br“ T BI—B3—B5—B(—BT 
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Wbl« VI (cootd.) 

Hy 1. 
2. 
3. 
4. 
5. 

HAU 

T 
Í5õ=" 
98- 
96- 
94- 
92- 
90- 
88- 
86- 

84- 
82- 
80- 
78- 
76- 
74- 
72- 

68- 
66- 

64- 
62- 
60— 
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56- 
54- 
52- 
50- 
48- 
46- 
44- 
42- 

38- 
36- 
34- 
32- 
30- 
28- 
26- 

Dtnltl of Social Anxiety (N - 6). An__ 
Hoad for Affoetien and Ralnforecnant fron öbiara (N ■ u;, 
Lasaituda-Nalaiaa (N - 15). 
SfaKtla-ConfttüftaOl « 17). 
Zhhlbiticn of Aggraaaian (N - 7), 

FEMAI1 

JA 1K Hrt mi Hfl-toi IW IM Hrt. 

98- 
96- 
94- 
92- 
90- 
88- 
86- 
84- 
82— 

15 
15 

10 
10 

78- 
76- 

74- 
72- 
70— 

68- 
66- 
64- 
62- 

15 15 

10 

10 

— * 

58- 
56- 
54- 
52- 
50- 
48- 
46- 

44- 
42- 

10 10 

38- 

36- 

34- 
32- 
30- 

26- 

5 
5 — 

t Rÿî RF5 Ry3 fyH lljf}' 
Raw 
Score 

T Myl nya Hy3 Hy4 RyT 
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Score __ _ 
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Tibia VI (eaatd.) 

m 1. 
2. 

.J« 
4. 

Faalllal Diaeor« (M - U). 
Authority Ccnfliet (I ■ U)t 
floeläl ayrUrtohility (M ■ 12). 
Allautlon 'I —33). 

4A. Sooial AHanotlon (Ñ a XI). 
4B. 8olf-oll«*tlon (V ■ 15). 

zum 
T^Wl W2 W3 W4 M4A _M48. 
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96- 
94- 
92- 
90— 
68- 
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96- 
94- 
92- 
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88- 
86- 
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78- 
76- 
74- 
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68- 
66- 
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62- 
60... 
Î* 
56- 
54- 
52- 
50- 
48- 
46- 
44- 
42- 
40— 
38- 
36- 
34- 
32- 
30— 
28- 
26- 

10 10 

10 

M 

2S 

IS 

— s 

20 

IS 

M 

— — 5 
10 
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84- 
82- 

1S 

10 

78- 
76- 
74- 
72- 

• 70- 
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66- 
64- 
62- 
60— 
58- 
56- 
54- 
52- 
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48- 
46- 
44- 
42- 

38- 
36- 
34- 
32- 

26- 
26- 

10 

10 

SO 

IS 
IS 

10 23 

20 
— lo¬ 

is 

Mi"M W4 fa) M ’ "M teù' 
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T*bl* VI (conta. ) 

Cc 1, Object Lom (N “ 32). _ 
A. Soci*l All «rut io« (X ■ 21). 
3. Enotic, J. All«n*tion (X • 11). Aü 3«x 

2. Uok of Efo MMtory, Intrt-jujrchio AutonoBjr (M » 35), 
A. Uck of Ego MA»t*ry, Co^iltly« (X - 10). 
B. Uck of Igo M««t«rr, Oautir« (X • U). 
C. Uok of Ego D«f»ct of Inhibition Md Control (N • 11). 

3. S«uorUotor DUoooUUon (M ■ 20). 
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54- 
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36- 
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32- 

30- 

28- 

26w 

i2i_fiSÜ 

25 

20 

15 

10 

20 

15 

. 10 

5 

JflU 

10 

¿tí_StíA ¢¢28 5o2C ao3 

25 

20 

— 5 

15 

10 

10 

5 

10 

5 

20 

15 

10 
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SclA Sell 8o2 5o2A Ml-' 3e}¿ Sc3 
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Tabic VI (coQfl.) 

lia 1. Aaorality (N ■ 6). 
2. Psychcaotor ioodcratlon (I ■ U)t 

■3t lapcrtur^abUlty (H ■ •)• 
4« IflB Inflation (V • 9). 

am 

T _m M, ...jfcL 

10 

fer 
98- 
96- 
94- , 
92- 
90- 
88- 
84- 
84- 
82- 
80- 
78- 
76- 
74- 
72- 
70- 
68- 
66- 
66- 
62- 
60- 
58- 
56- 
54- 
52- 
50- 
48- 
46- 
44- 
42- 
40- 
38- 
36- 
34- 
32- 
30— 
28- 
26- 

JÚ_IkL 

10 5 
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RANKING ACCURACY AS A FUNCTION OF SORTING PROCEDURE 

AND DIFFICULTY OF STIMULUS DISCRIMINATION 

Joe T. Hazel 

The purpose of the present experiment was to investi¬ 

gate the effect of various sorting procedures on ranking 

efficiency with two sets of stimuli that differed in degree 
of discriminability. Results should indicate whether ranking 

efficiency varies as a function of difficulty of stimuluf. 

discrimination. 

Madden et al. (3) and Hazel and Bourdon (2) found 

significant iifferences in efficiency among various sorting 

procedures for rank-ordering visual stimuli. In the earlier 

study the stimuli were two circles drawn on cards so that 

the differences in area between circles increased progres¬ 

sively from card to card. In the later study the stimuli 

were 50 irregularly curved figures, each figure drawn on a 

card so that there was a uniform increase in area from card 

to card. In both studies the criterion of efficiency was the 

absolute difference between the judged rank-order of a stimu¬ 

lus based on its physical measurement. 

In the circle-area experiment the hypothesis was 

offered that a free procedure is more efficient than procedures 

designed to simplify the ranking task. Information from the 

subsequent experiment suggested modification of this hypoth¬ 

esis because there appeared to be some interaction between 

type of stimuli and sorting procedure. The ranking error for 
Irregular figures was much less than the error found for circle 

differences, and the most efficient procedures differed for 

the two tasks. For more complex tasks (e.g., ranking circle 

area differences) a free procedure may yield more accurate 

results, and for simple tasks (e.g., ranking irregular fig¬ 

ures) several procedures may be of comparable efficiency. 

Before this modified hypothesis was accepted, however, fur¬ 

ther Investigation of these findings seemed desirable. In 

both prior experiments there was a decrease in mean ranking 

error with an increase in either the size of the figure area 

or the amount of difference between circles. Not only may 

ranking efficiency vary as a function of qualitatively dif¬ 

ferent tasks, but also as a function of the difficulty of 

discriminability of stimuli within a specified task. 
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METHOD 

lí® 8tírauli U8ed to investigate stimulus discrimination 
difficulty and procedure effects were the 50 irregular figures 

ir HbL?rel/?d B/urdon (2)- T°create tw° -X tasir 
which differed in degree of perceptual difficulty, the 50 

figures were divided into two sets. (Copies of the two sets 
of stimulus figures may be obtained from the author.) One 

set contained the 25 figures with an area less than 1.0 sq. 

in. and the other set contained the 25 figures with an area 

greater than 1.0 sq. inch. The areas of the two sets of 

stimuli are given in table I. Because of the previously men¬ 

tioned decrease in error with an increase in stimulus size, 

the set of smaller figures was assumed more difficult to rank- 

order because the differences in area between adjacent stimuli 
were less for this set than the set of larger figures. For 

both sets, the basis for ranking the stimuli was the increase 
in figure area from card to card. 

Four sorting procedures were selected which represented 
« progression in the number of decision points or stares re¬ 
quired of Ss before final ranking of the stimuli (i.e.*, 0 1 

Z, 3 stages). Each stage consisted of S dividing a pile of 

cards into two subgroups. The procedures were assumed to 

represent a continuum of structure designed to simplify the 

asnfollows*k’ The eSSential steps in each siting method were 

(I) Free sort; Ss were instructed to rank the cards 
from the smallest to largest figure using any procedure de- 
sired then to verify that all the cards were in the order 
considered correct. 

(H) One-stage sort: The cards were sorted into two 
piles, one for small and another for large figures. Next, each 

?woeordpr°H n thu t0 ^ lfir*e8t fi«ure- two ordered piles were then combined and the ranking reviewed. 

(III) Two-stage sort: The cards were sorted into two 
piles, one for small and another for large figures, then the 

subgroup with the most cards was sorted into two more piles. 

Next, the three piles were ordered, then combined, and the 
final ranking reviewed. 

(IV) Three-stage sort: The cards were sorted into two 

fur 8ma11 and ancther for lar«e figures. Next, the 
tallest of these two piles was sorted into two stacks and the 

largest of the three resulting piles were again sorted. The 
four derived piles were then ordered, combined, and reviewed. 
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stimuli set. 
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FIGURE 2. 
stimuli set. 

Twenty-five irregular figures in the large 
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TABLE I 

Area and mean ranking error for tvo seta of stimulus cards 

Smaller figures Larger figures 

Card Area Mean Card Area Mean 
Ko. (so. in.) error Ho. (so. in.) error 

1 
2 
3 
U 
5 
6 
7 
8 
9 

10 
11 
12 
13 
lU 
15 
16 
17 
18 
19 
20 
21 
22 
23 
2k 
25 

.10 

.11 

.12 

.13 

.11» 

.15 

.17 

.19 

.21 

.23 

.25 

.28 

.31 

.3k 

.37 

.kl 
M 
.50 
.55 
.61 
.67 
.7¾ 
.81 
.89 
.98 

1.2¾ 
.98 

1.1¾ 
.99 

1.16 
2.75 
1.10 
2^9 

.98 
1.02 
1.12 
1.67 
1.32 
1.17 
1.87 
1.17 
1.09 
1.12 
1.37 

.71 

.96 
1.23 
^9 
.53 
.35 

1 
2 
3 
¾ 
5 
6 
7 
8 
9 

10 
11 
12 
13 
1¾ 

15 
16 
17 
18 
19 
20 
21 
22 
23 
2¾ 

25 

1.08 .86 
1.1? .81 
1.31 .61 
1.¾¾ 1.36 
1.58 1.38 
1.7¾ 1.28 
1.91 1.20 
2.10 1.66 
2.31 1^0 
2.5¾ 1.16 
2.79 1.29 
3.07 .83 
3.38 .77 
3.72 1.22 
l».09 1.10 
M0 1.10 
^95 .90 
5^5 .89 
5.95 .75 
6.55 .69 
7.21 .60 
7.93 .58 
8.72 .51 
9.59 ^5 

10.55 ^8 

Overall M: smaller figures, 1.20; larger figures, .97. 

Independent groups of 50 basic airmen served as Ss for 
the eight conditions (N ■ 400). The task for S in each con¬ 
dition was to arrange one of the sets of stimuli in order from 
smallest to largest figure according to one of the assigned 
procedures. The cards were shuffled before presentation and 
Ss were asked to familiarize themselves with the stimuli be¬ 
fore starting the ranking task. When completed, the number 
of minutes required by each S was recorded. 
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TABLE II 

Analysis of variance of the ranking error 

for procedures and sets 

Source defe Me Sq,e F p 

Procedures (P) 

Sets (S) 

P X S 

Error 

Total 

3 1623.69 

1 3516.1»9 

3 858.11 

392 295.60 

399 317.88 

5M 

11.90 

2.90 

«.001 

<.001 

*05 

TABLE III 

Multiple-range teete for differences In Man rank error 

377 



RESULTS 

The observations used for analysis were the absolute 

differences between the ranks assigned 25 figures by each S 

and the ranks of these figures based on physical area. Re¬ 

sults of an analysis of variance of the ranking error for the 

two sets of stimuli and four procedures are given in table 

II. For both variables the null hypothesis was rejected. 

The mean error for the larger stimulus set was significantly 

lewer than the mean for the smaller stimulus set (table I). 

The mean ranking error of the four procedures for the 

two stimulus sets, averaged across cards and Ss, are given in 

table III. To investigate differences among procedures for 

each set, multiple-range tests were computed (1) based on the 

mean of the errors over 25 cards for each S. For the small 

stimuli set the only significant differences were between 

the most restrictive procedure (IV) and the least restrictive 

procedures (I and II). For the large stimuli set only the 

two least restrictive procedures (I and II) were significantly 

different. 

Table I shows the mean ranking error for each of the 

25 cards in the two sets, averaged across Ss and procedures. 

For both sets of stimuli there was a tendency for ranking 

error to decrease with an increase in size of the stimulus 

figures (small set: r ■ -.51; large set: £ » -.70). 

The results of multiple-range tests of the mean time 

differences (min.) among the four procedures for the two sets 

of stimuli are given in table IV. For the small figure set 

the* free sort (I) required significantly less time than the 

three other procedures. For the large figure set the two 

least restrictive procedures (I and II) required less time 

than the most restrictive procedure (IV). 

DISCUSSION 

The present findings confirmed the assumption that the 

two sets of stimuli differed in degree of discriminability. 

The set of smaller stimulus figures produced significantly 

more ranking errors than the set of larger stimuli. When 

these results are considered in conjunction with the previous 

finding by Hazel and Bourdon (2) that the ranking error of 

simple tasks (e.g., irregular figures) was-much less than the 

error for complex tasks (e.g., circle area differences), 

further extension seems justified of the hypothesis that rank¬ 

ing efficiency varies as a function of task complexity. Not 
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TABLE IV 

Multiple-range teats for mean time differences 

among procedures 

Set 
Procedure means 

SSR 

(P « .01) 
I II III IV 

ft 
Small figures 8.88 10.30 10.50 ll.oJ* \ - 1.5¾ 

R-, * 1.1»8 

R2 - 1.1*2 

Large figures** 9.80 9.86 10.61* 11.31» 

.. " 1 

Rj, - 1.32 

r3 - 1.27 
R2 ■ 1.21 

e 
Procedure means not underscored by same line, P 2 .01 

Procédure means not underscored by same line, P * .05 

in rankinS error °«ur between qualita- 
„e LÍ ff?rent 1task8» but also between perceptually easy 

nd difficult tasks when the stimuli in both tasks are simi- 

iar (i.e., when all stimuli consist of irregular figures). 

such is the case when a large number of stimuli are divided 

into subgroups before ranking, it is possible that a differ¬ 
ential degree of error may occur for various subgroups 

depending on t»? level of discriminability of the stimuli 
within a subg. jup. 

As shown in table III, the efficiency of the four sort¬ 
ing procedures varies as a function of difficulty of stimulus 

discrimination. For both sets of stimuli, however, there 

appears to be an optimal degree of structure beyond which 

additional restrictions designed to simplify the tasks reduce 

ranking efficiency. For the more difficult-to-discriminate 

task, a higher degree of structure was required than for the 

easier task. For the smaller and more difficult stimuli, the 

significant difference in mean error occurred between the most 

restrictive sort (IV) and the two least restrictive oroceHures 
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(I and II). For the larger and easier set, the significant 

difference in mean error was between the two least restrictive 

procedures (I and II). These results suggest that, when qual¬ 

itatively similar stimuli are divided into subgroups before 

ranking, a small amount of structure may be desirable for 

ranking stimuli which are more difficult to discriminate, and 

a free or unstructured procedure may be desirable for more 

easily discriminated stimuli. 

For both sets of figures there was an increase from 

sort I to sort IV in the mean time required to rank the stim¬ 

uli. For the smaller and more difficult stimuli, the free 

sort required significantly less time than the three other 

procedures. For the larger and easier stimuli, the two least 

restrictive procedures required less time than the most re¬ 

strictive procedure (IV). Further, when the four procedure 

error means for the smaller stimuli (table III) were compared 

to the four time means for smaller stimuli (table IV) , there 

was an inverse relationship between ranking efficiency and 

time for ranking. As error size increased, the amount of 

time required to rank the stimuli also increased. For the 

larger stimulus figures such a relationship did not occur, 

although the time and error means were smaller for the free 

procedure than the three other methods. 
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GOD, GENES, AND DR. WOOUBY: A BRIEF INQUIRY INTO THF 
implications OF DIK BRING CONCEPTIONS OF MENTAL DISORDER 

Richard M. Nacewski 

caused ori^íiíi1??88 ^8 bfen varlou8ly construed as being 
reads eit^r bv . no depending on whom one 
reads, either by so-called functional factors or by oreante 

thTbasis “/î purp08e of thi8 PaP«r to explore, in ^art, 
the basis and implications of these positions, consider the 
problems and unfortunate dichotomies created and, finall^ 
in?8rM.a pr!1}minary y®t potentially fruitful way of approach¬ 
ing this most important facet of the human condition. 

either th^ínÂ 2“ropeanltand Oriental views have stressed 
either the blood" factor or "possession" as most crucial in 
the causation of human behavior. In the religious sphere 
Calvinistic thought exemplifies the former position in th¿ 
extreme via the doctrine of predetermination. It was assumed 
if not axiomatically stated that what man maie of hiLe” 
in Ufe was based on factors which he could possibly comprehend 

the lunatic, and all others became such in a preordained fash- 

f0lkl0tf- bl°°d n°“ «« the tale.« £.ctS‘ 
In determining a man s atatus. Peaeanta were auch becauae 
p.rLr“t h" "hvloualysu- 

who W* COuld 8ti11 be possessed and wracked by evil spirits 
who would enter, take control of his very being and If no? 

'A?*11/ WreCk * fearful onyhis de8sÏÏny. ?he 
ofTh" 'A? medleval days thus stood in awe, if not fear 

h°rrible incubl and succubi who roved through the world 
ual^LBLTe\int° ,the Very bein« of 8— hapless indiq¬ uai possessing him and making him subject to his will it 
is no small accident of history that it was Murine thi¡ n^orf 

nTe^U^d rCtlCe“ 0f,.,:he nMt Cruel natur* developed 
“it Sí ¿ín yû î???8 0ther8’ the PreParation of a Holy 

?d8 Mallfícaru?". designed to release an in- 
dividual from his spiritual bondage. 
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The modern student of human behavior is very apt to 
quite easily dismiss doctrines of blood and of possession 

with easy grace, claiming to have reached a level of sophis¬ 

tication which precludes the utilization of such primitive 

conceptualizations. Yet, all the foregoing views appear 

different in content but structurally identical in form in 

positions which stress the pr^aacy of organic causes of mental 

disorder. Much as was the cue of the Calvlnistlcally pre¬ 

determined individual or the one who was possessed, the pa¬ 

tient in the modem view does not become mentally ill or 

emotionally disturbed because of poor learning or maladaptive 

behavioral patterns; rather, his illness is construed as a 

manifestation of structural changes, damage of some type in 

the generic sense of which he is the .passive and unwilling 

recipient» Small wonder that the psychiatric patient in re¬ 

cent history has been subjected to a variety of exorcistic 

devices aimed, in part, at making his very body a most un¬ 

comfortable arena for an illness to inhabit. Varied concepts 

of the processes involved, of course, have developed; we do 

not speak of possession but, rather, of an individual showing 

signs of schizophrenia much as he would show physical signs 

of tuberculosis as if the phenotypical expression represents 

the genotypical effects of factors over which he has no ex¬ 

plicit control. 

Now, if we consider the sociologie aspects of such 

positions it soon becomes clear that they reflect a logical 

extension of social and political philosophies and practices 

which have held sway for many years, not only in European 

but, also, in Oriental thinking. Accordingly, the individual 

in a general way is often viewed as the unwilling pawn of 

powerful forces which dictate the conditions of life and, in¬ 
deed, his very destiny. Though he complains and rails against 

his lot, his impotence subjects him to the problems and tur¬ 

moils and effects of forces over which he has little or no 

control. Small wonder that such conditions and views have 

provided fertile soil for the development of philosophies of 

crisis such as existential philosophy which has been nurtured 

by the European and Oriental soclus. It further comes as no 

surprise that even the Freudian view is at its roots organ¬ 

ically based. All the stages through which man proceeds from 

infancy to adulthood are predetermined. The environment serves 

as the stage, sometimes benign and sometimes not, on which 

the unfolding process occurs. Of course, the seeds of more 

purely functional positions appear in Freud and it is to the 

latter that we may turn as they appear on the American scene. 
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Straps," "HeOvercame^Is^umbT1^ y°Ur®elf UP by boot- 
good," "Invictus." The American cMdr1”88b°y 
viction in man's abilitv tocr«do expresses a firm con- 
external or internal Humbl« h î“6/1“ environn,ent. be it 
can be overcome gi^ ^L 8 “1088 ’ 6Ven ',bad blood" 
endurance. Small wonder that ' p*rsey*rance> and considerable 
father of modern be^vior s^ c^l^0811’ J* P* Wat80n* the 
ronmental position 3 c la to ttoí k P f! 3 Btroa^y envi- 
child, andPmake o^ Tto ^ «y 
could modify, man could^dapt^ "Mood" ^Id^^oí*8”1 * 
more recent form, this dobímÓ« d f^ld b overcam^* In 
iiacUlB the «xl.cene. of PM.Umíbir“?8^ic<leMitiM‘k"hlCh 
collectively as mental mnASB. entities known 
de.Un. with proîC oí o": " “U1“> *« 
here and now which can o» eft8 °f adaPtation, the 
kind.. l"~ud.d .ré vl». Í.; ^ by, of wrlou. 
conditioning proc.dur.., Mclpr«” î*hlbuf™hTy’ U“lllln* 
•nd whit hovo yon. 0. Äob.rt M^i.r ïtïÎÎÎ^ ^‘«’«‘““tlon, 
framework in his integrity theranv í?8 huiaanÍ8tic 
ganlcist views via his doctrin* *88entially negates or- 
pllclt demand durina th. 3i Í 8ln 88 Wel1 as in hla a*- 
vldu.1 becon. cogílLít of^i!'»^.^^0""' that the 
th. act, in whlofi. m.,t .î««rîn ^ireT,8re;*10'" *nd 
cúlpate. Man. therefom in ? der t0 expiate or ex- 
recipient bn?’ r«£r îé Vlew* 1‘ not * P»»«lve 

familial and a»nLn~ „ 11 8re t0 ^ve demonutrable, 
particularly those ofte33rlh*d Conver8ely» other disorders, 
effectively conaíru!dtñ defccribad aa neurotic, can be more 
vlronmentel ‘n °f <,i««'>.d function.! or en- 

-.æ ssss» 
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body; he represents a unified, albeit complicated and imper¬ 

fectly understood, multifaceted system. In an effort to bring 

order and understanding of this universe known as man, differ¬ 

ing conceptualizations are possible. Man can thus be viewed 

from an organic as well as a functional point cf view. Un¬ 

fortunately, when these ideas, when these conceptual tools 

become reified, they acquire a functionally autonomous exis¬ 

tence of their own, quite distinct from the reality of the 

human being whose structure and functions we are attempting 

to understand. We thus unwittingly, yst pervasively, reflect 

our bondage to our language forms and resultantly became em¬ 

broiled in conflicts which, somehow, as time elapses, leave 

consideration of that system known as man further and further 

behind. A modern demonstration of such a development appears 

in the psychosomatic concept which, though not so Intended, 

has unwittingly contributed to the dichotomizing of man into 

mental and physical functions. Thus, we speak of psychologic 

factors as having somatic effects as if the two aspects were 

separate and distinct; yet we*forget that both mind and body 

are concepts. They are ways of construing the manifold aspects 

of the human condition. Viewed as such and handled as con¬ 
ceptual inventions, they serve us well in our efforts to un¬ 

ravel the mystery surrounding man and his nature; but when 

reified and handled as Independent "things," chaos often en¬ 

sues. It is, therefore, suggested or better reiterated that 

mind and body are one, one in the sense of reflecting the 

obverse and reverse sides of a coin. Rylê has explicated 

this ppsltlon philosophically while Pavlov in his work ex¬ 

emplified this view in a practical physiologic/psychologic/ 
organic and environmental framework. 

To what conclusions may the foregoing bring us? Sug¬ 

gestions include the following: A general consensus could 

probably be established to the effect that certain conditions 
of man are most assuredly a result of physical factors over 

which he has little practical control in the immediate sense 

(the organic framework) while other conditions exemplify an 

active interaction between the functioning organism and his 

circumstances which may lead to outcomes of both a positive 

and negative nature. Though both frameworks, the organic as 

well as the functlonal/interactlonal, would describe a pheno¬ 

typical picture which is identical, much as is the case with 

schizophrenia, they posit a different series of étiologie bases 

and therefore, genotypical causative factors underscoring what 

is seen in overt behavior. In both instances man is construed 

as sick, or disturbed, or mentally ill, and certainly not 

productive; but in the former instance, aside from having to 

make the decision to seek assistance, he frequently must 
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necessurUy be passively involved in whatever therapeutic 
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nature could be related to certain autonomic consequence*. 
Therefore, both Heath and Razran have utilized an Implicitly 
Hegelian approach combining heretofore discretely concep- 7 
tuallzed elernen ^ under a unified framework. 

As one final point to exemplify this orientation, we 
may allude to studies in the general area of sensory depri¬ 
vation particularly as it affects normal development of the 
young organism. Certainly, both the work of Spitz and Ribbele 
havî amply demonstrated the strongly deleterious effects of a 
sensorially reduced environment on organisms which Initially 
were physiologically quite Intact. The work of Hess and 
Lorenz on critical periods and imprinting further amplifies 
upon the explicitly interactive nature of organic and environ¬ 
mental factors in generating predictable behavioral outcomes. 
Accordingly, a similar conceptualization can readily be applied 
to the adult organism in which neither one nor the other set 
of factors would be considered the sole determinants but, 
rather, of étiologie significance with one qualifying the 
other. 

As applied to the therapeutic process, due regard 
could then be given to the utilization of modalities which 
at different temporal intervals would involve the patient 
either as a passive recipient or as an active participant. 
Importantly, even passive Acceptance of given treatment reg¬ 
imens would have behavioral consequences since at least a 
modicui] of acquiescence is required to further even a somatic 
treatment program particularly chemotherapeutic ones--this, 
in turn, involving cognitive factors which would, however 
have visceral components. 

By way of overview, it is suggested that scientific 
knowledge of man has progressed to the point where a redef-' 
inition of the behaving organism, both at genetic and purely 
ehavioral levels, would facilitate the therapeutic process. 

Conceptualizations adhering to the primacy if not implicit 
exclusiveness of one or the other point of view would, within 
this framework, be viewed as undeniably parochial in nature 
and, therefore, limited in perspective and moat cogently of 
doubtful validity in the treatment process as it affects large 
numbers of individuals. Implementation of such a philosophy 
of approach by facilitating the clarification of relationships 
would increase the likelihood of truly scientific growth and 
development possibly involving further quantifications while 
simultaneously providing far more than lip service to human¬ 
istic demands that the organism be viewed as a totality. 
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