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FOREWORD 

I heartily encourage participation in professional 

symposia such as you are conducting. These gatherings 
afford an opportunity for discussion of problems and ac¬ 
complishments as well as providing for exchange of ideas. 

Most of the basic concepts of industrial and community 
mental health originated and were developed in the sub- 
specialtv of military psychiatry with essential support 
from the other disciplines of the mental health team- 

clinical psychology and psychiatric social work. These 
contributions to American psychiatry are increasingly 
recognized. There is a need, however, for continuous 
redefinition and formulation of policies and technics to 
meet the changing needs of the military community. The 
subjects for discussion at this Symposium demonstrate this 

need and identify some of the challenges which face the 

behavioral sciences and the medical profession. 

Best wishes for a stimulating and productive session. 

K. E. FLETCHER 
Lieutenant General, USAF, MC 

Surgeon General 
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PREFACE 

The Fifteenth Annual meeting of USAF Behavioral Sci¬ 
entists was again sponsored by the USAF School of Aerospace 
Medicine and held at the Medical Service School, Sheppard 
Air Force Rase. This type of split operation was only 
possible through the fine cooperation of the USAF Hospital, 
Sheppard and the Host Officer, Lieutenant Colonel Thomas 
F. Ednie, USAF, MC. 

The program committee, composed of Major Lewis H. 
Richmond, USAF, MC for Psychiatry and Lieutenant Colonel 
Jack A. Davis, USAF, BSC for Psychiatric Social Work and 
Lieutenant Colonel Richard E. McKenzie, USAF, BSC for Clin¬ 
ical Psychology shared the opinion that an annual meeting 
of this sort should, and could,_present both informative 
papers and stimulating concepts. Therefore, we selected the 
theme of "Behavioral Modification" intending to present 
both the "new look" in therapeutic intervention as well as 
the moi-« traditional. We also felt that Air Force Behav¬ 
ioral Scientists have never been able or willing to practice 
apart from an involvement in the wider aspects of community 
and social problems affecting the civil as well as the 
military environment. Accordingly, we devoted the major 
joint disciplinary meetings to these topics in the tradition 
of the behavioral team approach which has long marked the 
military approach to the diagnosis, treatment, and prevention 
of disorder in human behavior and mental health. 

Doctors Davis and Richmond join me in extending our 
heartfelt appreciation to all who aided us in presenting 
this synposium and its proceedings. 

We are especially indebted to Sergeant Stephen G. 
Linowiecki who performed the many duties of an assistant 
editor. 

RICHARD E. McKENZIE, Ph. D. 
Lieutenant Colonel, USAF, BSC 
General Chairman 
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KEYNOTE PRESENTATION: 
SOME COMMENTS ON BEHAVIORAL MODIHCATION 

Richard E. McKenzie 

Distinguished guests, colleagues in the behavioral 
sciences, ladies and gentlemen; this year, through some 
involved set of circumstances, I found myself once again 
charged with the task of general chairmanship of this sym¬ 
posium. This time I felt that I could be somewhat pre¬ 
sumptive and take advantage of the chairmanship and possibly 
go several up, but maybe no more than one down, by assigning 
myself the first spot on the program. Actually, I d:.d not 
intend to be so presumptive as opportunistic, because here 
I have the opportunity to both introduce the theme of the 
conference and to set the stage for some points of discussion 
and possibly some areas of contention. 

Our main theme this year is behavioral modification 
and topics related to psychotherapy. Now you know what 
psychotherapy is. It has been defined as "an unidentified 
technic, applied to unspecified problems, with unpredict¬ 
able outcome." And we all know that for this we require 
rigorous training. 

It is true that we have better definitions of psycho¬ 
therapy, and even if these are not entirely satisfactory, 
it would not be impossible to define what psychotherapy is 
or should be. However, it is difficult to establish a 
criterion, or set of criterion measures, which will enable 
us to evaluate the effects of psychotherapy. It is fair to 
state, *hat even as an academic exercise, the effects of 
psychotherapy should be amenable first, to an accurate 
definition with a statement of hypothetical parameters. 
Second, the study of the effects of psychotherapy should be 
similar in methodology and experimental treatment to the 
study of any other therapeutic agent about which definite 
theories are held. As a matter of fact, this is far from 
the truth. 

Manv rabid practitioners of psychotherapy appear to 
take the position of Galen, the father of modern medicine, 
when he advocated the worderous powers of Samian clay which 
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was mixed as a liqueur and drunk as a therapeutic agent. 
Galen stated that "all who drink this remedy recover in a 
short time, except those whom it does not help. These all 
die and have no relief from anv other medicine. Therefore, 
it is obvious that it fails onlv in incurable cases." 

Now others would have a very different view. In fact, 
several years ago, a psychologist whose views do not neces¬ 
sarily attract me, but whose professional credentials place 
him in the position of a voice to be heard, stated: "With 
a single exception of the psychotherapeutic methods based 
on learning theory, the results of published research with 
military and civilian neurotics . . . and with both adults 
and children, suggest that the therapeutic effects of psy¬ 
chotherapy are small or nonexistent, and do not in any 
demonstrable way add to the nonspecific effects of routine 
medical treatment, or to such events as occur in the pa¬ 
tient's everyday experience" ( 1). 

In his 1961 address to the American Academy of Psycho¬ 
therapists entitled "Psychotherapy Today—or Where Do We 
Go from Here?" Carl Rogers said that the field of psychologic 
counseling and psychotherapy is "in a mess." Rogers briefly 
elaborates the overall "mess" by observing that: (1) there 
is deep disagreement as to the theoretic framework within 
which theraoy takes place; (2) there is a lack of agreement 
as to whether a given aspect or experience in therapy is 
helpful or harmful to the client; (3) there is a lack of 
consensus as to the goals in therapy; (4) there is no sub¬ 
stantial agreement as to what constitutes successful out¬ 
comes and unsuccessful outcomes of therapy; and (5) there 
is disagreement as to promising directions in future devel¬ 
opments in the field (6). 

Just to consider a few of the specific areas of 
disagreement--and not even daring to consider theoretical 
disagreements—I could name: 

1. Insight - What is the role of insight in psycho¬ 
therapy? Is insight a necessary condition for successful 
therapy? What is its function? Munroe has emphasized the 
fact that in Freudian and Neo-Freudian disciplines the 
development of insight by the patient is the "crux of the 
psychotherapeutic process." On tha othe** hand, there are 
tb se who disagree with this view and hold that insight is 
r.t best a secondary factor and not a requisite for effective 
results in psychotherapy. For example, Lewis (4) in a recent 
paper on future developments In psychotherapy, predicts that 



"Insight will not be stressed as it has been since its 

usefulness is quite limited in so many cases." Hobbs (3) 
has noted that insight as such no longer occupies a place 
of importance in client-centered psychotherapy. Neither, 

may I add, does diagnosis. 

2. Relationship - What is the role or function of 
relationship in therapy? Is the relationship between patient 
and therapist central to the process? What about the nature 
and extent of the phenomenon of transference in therapy? 
For some this factor is fundamental while for others it is 
apparently irrelevant, unnecessary, or even undesirable. 
What about the degree of activeness or passiveness of the 
therapist? How directive is the therapist? Henningen (5) 
characterizes psychoanalysts as "quiet observers," "lis¬ 
teners," "occasionally commentators," and as "predominantly 
passive" in the treatment process. How much does the ther¬ 

apist talk compared to the patient? One study by Seeman and 
Raskin (7) showed that in both psychoanalytic and client- 
centered approaches, the patient did about 70 percent of 

the talking. 

3. Length of therapy - J. D. Frank (2) apparently 
shows us that theraoists who assume that long term therapy 

is necessary, find that their patients take a long time to 
improve while therapists who practice short term therapy 
find that their patients improve in a short time. Snyder (8) 

concludes that there is little or no relationship between 
duration of therapy and degree of improvement. 

4. Objectives of psychotherapy - Is it making the 

unconscious conscious? Is it developing and haidling a 
transference relationship to produce insight that, in turn, 

will lead to improved adjustment? Is it the reconditioninr 
of maladjustive habit patterns? Is it the modification of 
the individual's phenomenal field and increased self¬ 
acceptance? Is it helping the person depropagandize himself, 
to develop realistic altitudes toward himself and others as 
well as a rational philosophy of living? Is it the reorga¬ 
nization of the person's ego? Is it to help the patient 
apply the scientific method to the solution of his own 
problems--that is, to formulate testable hypotheses and 
develop new constructs or expectancies about himself and his 

perceived wcrld? 

Clearly, even these few issues seem to hurl a challenge 

to produce scientifically acceptable evidence that supports 
the practice of theraoeutic behavioral modification. It is 
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also apparent that the scientific investigation of psycho¬ 

therapy can be faulted on the basis of a lack of develop.nent 
of criterion mec^ures. But before we can develop criterion 
measures we must ask therapists the right questions. More 
specifically I feel we must ask, what does any modifier of 
behavior have co deal with? And I think that ultimately 
for behavioral chanpe to occur, there must be a recognition 
of an unsatisfactor/ oresent adjustment and a desire to 

effect a corresponding change. All therapies must somehow 
set the stage for this process by providing a relationship— 
a therapeutic atmosphere. However, beyond this, the thera¬ 
pist must recognize that the structural elements, the 
framework upon which the basic components of behavior are 
hung, are those of the patient. The patient reveals this 
framework during the course of therapy as he reveals his 
percepts of his own physical, social, and emotional world. 
In fact, then, the patient provides the building blocks from 
which the structure oí his personality and its behavioral 
corrponents rere formed, and it is these materials which must 
form the basis of a new or altered structure. 

With gratuities to Henr/ Stack Sullivan (9), 1 have 
often considered that in the modification of human behavior 

the therapist may really play only the role of a consensual 
validator. It seems that many clients require that little 
be added in the way of insight and information in order for 
them to make a wise or correct decision. Perhaps they merely 
require a consensor—someone who will validate the patient's 
own percepts. 

I say this because whut can be constructed or created 
in therapy without the client's own building blocks? Even 
in tie so-called deeper forms of therapy the client may be 
seeking validation for his feelings of hate or aggression 
toward some figure in his life. He mav bring in all the 
facts of his life which point to this, then say, "Ah, yes! 
I really do hate thus and so; now that I have a consensor I 
oan really believe it." Perhaps successful therapy follows 
the same kind of process of continual validation and re¬ 

validation of physical, social, and psychologic factors that 
we see when the child who has seen the sun set and the world 
enveloped in darkness asks, "Daddy, is it dark out?" He asks 
in effect, "Do I really see what I see, or think I see?" 

Irrespective of the particular "school" of therapy, the 
ultimate goal of therapy is some degree of intellectual and 

emotional understanding and resultant behavioral modification. 
The important reason for a lack of understanding may be a 
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profound defensiveness on the part of the patient. This 
defensiveness may have its inception and continual rein¬ 
forcement in the censor-type role played by the objects 
in his environment which state, in effect, "you do not 
really know what you think you know about your physical, 
social, or emotional percepts." This would seem to be a 
fundamental design for anxiety and insecurity which the 
mechanism of consensual validation may contravene, and 
this may be what pood therapy really amounts to. 

If one were to analyze many of my comments to this 
point in technical psychotherapeutic terms, one would have 
to say that I have been facilitating repressive phenomena, 
possibly even promoting negative transference. This is 
probably true, but like the therapist, I do this only to 
arrive at progressive processes. In this case, the pro¬ 
gressive processes take the form of professional knowledge, 
insight, and fellowship all of which are desirable goals of 
cur symposium. As in therapy, the regressive process is 
reversed at the point of "working through" so that progressive 
phenomena can take place and take precedence. 

Acknowledgment 
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GOALS or TREATMENT 

Norman Q. Brill 

For some time I've been impressed with the relative 
lack of emphasis on the entire subject of poals of treatment, 
and when I learned that a symposium was planned on the sub¬ 
ject of behavioral therapy, I thought it would be a very 
appropriate time to talk about goals of treatment knowing 
full well I'd be talking about nothing new but merely in¬ 
viting special attention to it. To be sure, there is some 
kind of goal involved in every patient's treatment but often 
it is vague and not clearly conceived. The shifting of goals 
occurs as a result of a patient's progress in treatment and 
with greater understanding of a patient's illness that occurs 
with continuing contact. But more often than we like to 
think, the vagueness of goals is a manifestation of the 
present limited state of our knowledge about mental and 
emotional illness that does not permit more precise formu¬ 
lations. "Playing it by ear" is fine if one really under¬ 
stands what one is hearing and seeing which is not always 
the case. It is no longer a surprise to us that what goes 
on in treatment may be to gratify something in the therapist 
(counter transference) and ..hat many times there is a dis¬ 
crepancy between what the therapist thinks the patient wants 
and what the patient wants. 

Rudolf Dreikurs (2), in discussing Adlerian psycho¬ 
therapy, enphasizes the fact that it is always goal directed 
and that the crucial factor influencing the type of cooper¬ 
ation between the doctor and the patient is thé nature of 
each other's goals. He says: 

"In other words, therapy will progress when the 
goals of the patient and the goals of the thera¬ 
pist are in line with each other. Any resistance 
is due to the fact that the goals do not coincide. 
Regardless of how friendly they are with each 
other, regardless of how much appreciation, how 
much love and devotion might exist, if their goals 
don't coincide, no cooperation is possible. In 
this sense, then, the therapeutic relationship is 
in no way different from any other relationship' 



which requires close cooperation. Cooperation 
can't exist if two people have opposite or 

mutually exclusive, or antaponistic poals." 

To the extent that psychiatric disorders are purposefu1, 
one can of course expect resistance on the part of the patient 
to pivinp up his symotoms. The psychiatrist who is tryinp 
to remove the oatient's symptoms and alter his behavior then 
has a different objective. But there is a healthy part of 
the patient's epo that is in alliance with his doctor; that 
makes him seek help to bepin with and it is this part to 
which attention must be paid. 

Otto Will (4) reminds us that in treating a patient it 
is not necessary that one’s theories be right in all aspects, 
but it is important that the therapist be aware of his the¬ 
ories and be willing to recognize their limitations. He 
states, "The therapist will find it useful to formulate con¬ 
cepts relevant to what he is doing professionally; otherwise 
his work may be disadvantaged by motivations private and 
unsvstematized that operate out of his awareness." 

In this connection the remarks of T. C. Chamberlin (1) 
seem well worth recalling. In 1890 he published an article 
on the dangers of the single working hypothesis. This did 

not have psychiatrists in mind but appears to be particularly 
applicable to psychiatry. kk g y 

"The moment one has offered an original expla¬ 
nation for a phenomenon which seems satisfac¬ 
tory, that moment affection for his intellectual 
child springs into existence; and as the expla¬ 
nation grows into a definite theory, his parental 
affections cluster about his intellectual off¬ 
spring, and it grows more and more dear to him, 
so that, while he holds it seemingly tentative, 
it is still lovingly tentative, and not impar¬ 
tially tentative. So soon as this parental 

affection takes possession of the mind, there is 
a rapid passage to the adoption of the theory. 
There is an unconscious selection and magnifying 
of the phenomena that fall into harmony with 
the theory and support it, and an unconscious 
neglect of those that fail of coincidence ... 

There springs up, also an unconscious pressing 
of the theory to make it fit the facts, and a 
pressing of the facts to make them fit the theory." 
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I could find only one specific psychiatric textbook 
index reference to goals of treatment and that interestingly 
was to the chapter by Urban and Tord about behavior therapy 
(3). I don't mean to imply that goals are not considered, 
but it is interesting to see how most references to it are 
indirect or at least not indexed. If <xie considers just 
psychotherapy (and not psychiatric treatment in general) 
there is quite an extensive literature. 

When a oatient goes to a physician with a pain in the 
right lower quadrant, he expects the physician to make a 
diagnosis and recommend treatment that will relieve the oain. 
If a diagnosis of appendicitis is made and surgery recom¬ 
mended, it is with the expectation that after the surgery is 
performed the pain will be gone. There is also the expec¬ 
tation that if the surgery is not performed that the pain 
will not onlv persist, but get worse and even threaten the 
patient's life. 

There are other conditions like arthritis that the 
physician may be able to help but not cure. There are some 
that need continuing medication f->r life, like diabetes 
where insulin is required, Addison's disease where cortisone 
is needed, or hypothyroidism where thyroid is required. 

For some conditions like hay fever, desensitization 
is indicated. For obesity, dietary control; for some, change 
of climate; *or some, like a stroke, rehabilitation without 
expectatim of return to complete normality. 

For something like primary syphilis, not only must the 
chancre be cured, but adequate treatment given to prevent 
later complications. This used to be a more serious problem 
when antibiotics were not available. 

There are parallels in psychiatry, and just as with 
somatic diseases, the type of illness should determine the 
treatment. Unfortunately the nature of a patient's emotional 
difficulty is not always as clear-cut as are many of the 
somatic disorders, and It is more often necessary to do an 
extended work-up (as has to be done with somatic disorders 
that are not clear-cut) to determine the nature, extent, and 
causes of patient's difficulty. The fact that we are dealing 
with a whole person and not some particular organ makes the 
problem very much more complex. There are other differences 
teo; the treatment of appendicitis or of a fracture is pretty 
much the same the world over. Mot so with psychiatric dis¬ 
orders—the significance of which varies from culture to 
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culture. I suspect there are still individuals (as there 
were in World War II) who are regarded as ministers in xneir 

home towns in the South, who in the service are diagnosed as 

hallucinating schizophrenics. The hysteric in the Sudan may 
be regarded as bewitched (aj some were in the early days of 

the United States) and a fit subject for the witch doctor 
rather than the psychiatrist. 

Of greater importance and more immediate concern is the 
problem of threading one's way through the confusion cf con¬ 
flicting reports regarding the efficiency of one or another 

of behavioral modification, of repressive therapy, of 

expressive therapy, reality therapy, of nondirective therapy, 
of directive therapy, of psychoanalytic therapy, of shock 
therapy, milieu therapy, etc. 

The variety of treatments that different psychiatrist's 
employ for the same type of psychiatric illness suggests the 
possibility that their decisions are in part based on their 
own biases and preferences rather than on the particular 
disorder from which the patient is suffering. Another pos¬ 

sibility is that treatments which are considered more or less 
specific for certain disorders are in fact not specific. 

For exanpie: Patient ''A*' is depressed. An antidepres¬ 
sant drug is prescribed and the patient improves. The phy¬ 
sician prescribing the drug may be convinced that the drug 
has a specific action on depression from the psychiatric 

literature and from the advertisements he reads in the sci¬ 
entific journals. Another example: Patient "B" is depressed. 
Uncovering psychotherapy is advised and administered with the 

physician's conviction that there is an underlying cause for 
the depression which when revealed and dealt with, will lead 
to improvement. 

In each instance when improvement does occur, the 
physician is inclined to attribute it to what he did, i.e., 
giving a certain kind of nedicine, or a certain kind of 

psychotherapy. However when doctors have been observed while 
treating patients, it seems that what they report they do 
differs a good deal from what in fact they do do. In admin¬ 
istering drugs, the powerful effect of the authority and 
trust with which he is endowed and the expectancy of help 
that the patient has in going to him in the first place, play 
extremely important roles which will be readily acknowledged, 
but minimized or forgotten when the virtues of the drug are 
being extolled. In administering the psychotherapy, non¬ 
directive as it may be, great significance will be attached 

10 



to well-timed remarks and interpretations while frustrating 

silences, subtle encouragements, and the fact that this par¬ 
ticular patient was selected for treatment rather than some 
other oatient, will receive little credit. The aura of the 

sessions which are not interrupted except for emerRencies 

and the sympathetic understandinp manner in which all atten¬ 
tion is focused on the patient, tend to be forgotten. 

The important question is, are the results of the 
different treatment methods the same. Also, are there any 
specific indications for one kind of treatment as opposed to 
some others. 

In evaluating the results of treatment, different 
measures are frequently employed and even when the sare 

measures are used bv different investigators, the measures 
may not be reliable. One cannot rely on just change in 

symptoms since treatment may relieve a patient of a phobia 
but disruot a marriage or be complicated later by the devel- 
opment of a peptic ulcer. Or, a patient may overcome sexual 
frigidity but develop severe hypertension in its place. 

Setting a goal of treatment, therefore, implies an 
awareness of the complications, the symptom substitutions, 
and the dependence or independence it carries with it. 

While patients will generally go along with the treat¬ 
ment the physician recommends or undertakes, they will some¬ 
how use it to suit their own purposes and do a lot more 

directing and pursuing their own secret goals than the psy¬ 

chiatrist suspects. Patients will even have their own secret 
time tables for treatment which are difficult to change even 
when thev are revealed. 

In making rounds on a psychiatric ward, I've often 
asked patients how long they thought they'd need to stay in 
the hospital, and I've been struck by the specific notions 

so many of them had. Some would sav a week, some a month, 
some six months. Some came to the hospital in the first 
place to get away from the burdens and stresses of their 

homes, some for the rest or respite from responsibilities. 
Some came because they were frightened, others because the 
rest of the family couldn't tolerate them any longer. Some 
came because they were dissatisfied with themselves, some 
for synpathy, understanding and protection, and some to try 
to understand. I don't mean that they'd tell you their mo¬ 

tivations in so many words; they'd come with the syirptoms 
that were necessary to get them admitted. While they are by 



no means typical, may of the Veterans Administration's best 
customers admit very frankly that anytime they want to come 

back in the hospital, they come to the admitting office and 
say thev are afraid they're going to kill themselves. 

One phenomenon that has interested me is that patients 
(and their families) will often report more improvement from 

treatment than the doctor is willing to say took place. Doc¬ 

tors tend to be mach more conservative in their estimates of 
change. They also tend to be more pessimistic about what 
will happen to patients who refuse treatment or discontinue 
than is justified. 

The question of goals of treatment comes up most often 
with patients who are admitted to the hospital with a schizo¬ 
phrenic reaction. The usual objective of treatment is "to 
patch up the hole in the patient's defenses that has permitted 
unconscious material to erupt." Treatment is described as 
suppressive; one or another phenothiazine is administered to 
jontrol the hallucinations and delusions; discussions are 
focused on the here and now and kept reality oriented. Un¬ 

covering tends to be strictly avoided. Sometimes it's dif¬ 
ficult to determine if the goal is to get the patient to 
ignore his crazy thoughts and to get him to behave in an 

acceptable manner so that he can be discharged from the hos¬ 
pital to get a job or return to school, still crazy, but in 
what is euphemistically called a "social remission," or 

whether the goal is to cure him of his ps/chosis. Sometimes 
I get the impression it is left to the patient with either 
result being acceptable. Careful histories are taken of the 

patient's life and development so that the "cause" of the 
patient's illness can be determined and the blame for his 
illness properly placed. Then the doctor or nurse attempts 

to establish a relationship with the patient that is designed 

to manifest interest, consistency, encouragement, and sym¬ 
pathetic understanding. These are the ingredients which will 
enable the shattered ego to heal and strengthen. Unfortu¬ 

nately there isn't enough symnathy and understanding available 
to provide it to all patients, so just a few who are able to 
somehow stimulate it in the staff get it. These often are 
those patients who are not quite as ill as the others. 

Let me give an examples J. D. is a 21-year-old, well 
built, nice looking young man whose family was highly re¬ 
spected and considered one of the leading families of the 
town in which they lived. He was attending college when he 

developed a paranoid schizophrenic reaction in which homo¬ 
sexual delusions and ideas of reference were quite prominent. 
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He complained that he had been dominated by his father and 
insisted that he wanted nothing to do with his family. He 

didn t want them to know where he was, didn't want them in¬ 
terfering in his treatment or giving him any help. 

«fith the interested help of his doctor and medication, 
he gradually improved. Although still somewhat confused in 
his thinking, with ideas of reference and a tendency to 

misinterpret other people's actions and remarks, he was able 
to leave the hospital and get a job in a gas station. His 
doctor was continually tom between trying to help him see 
that he was projecting his own homosexua. wishes onto others 

and making vigorous efforts to deny his own wish to be taken 
care of, and just being sympathetic and encouraging. His 
doctor was aware of technics of direct analysis that were 

used by Rosen, of the psychoanalytic psychotherapy that 

Frieda Fromm Reichman and others had enployed in the treat¬ 
ment of schizophrenics, and of family therapy advocated bv 
others. 7 

He was faced with the danger of aggravating the patient's 
psychosis if ne attemoted to deal with the underlying dynamic 
factors and the prospect of a very limited adjustment and 
disabling exacerbations of the patient’s psychosis if he did 

not. In this case, it was interesting to observe the patient's 
reaction. He regarded his doctor as a good, interested and 
understanding parental figure, and went along with his sug¬ 
gestions. But he also kept pressing him for explanations of 
what he called his blackouts which were brief losses of 

contact with reaiity that occurred when paranoid obsessions 
broke through mostly when talking with someone in social or 
work situations. At times he would express the wish to do 

more tha"Just pump gas in the gas station and would consider 
the possibility of returning to his family. 

Opinions were divided on what the goal should be in 
this case as they were on the availability of help if a 
more ambitious one were to be pursued, and as they were about 
the prognosis in either case. 

The case of Mrs. M. is another examole. She was a 

60-year-old woman who was admitted to the' hospital because 

of a depression. She had gotten to the point where she spent 
most of her time in bed, had stopped visiting friends or 

having them visit her, and was withdrawing more and more from 

life. She improved rapidly in the hospital on relatively 

s.«all doses of antidepressant medication and was able to go 
home after about 10 days. Her husband who had been very 
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successful in the entertainment industry had had a personal 
analysis years ago. He was quite sophisticated and hoped 
that his wife could develop a little more understanding and 

psychologic sophistication. So following, her discharge, I 
continued to see her and since she seemed to be an intelli¬ 
gent woman with a history of great involvemant in community 
affairs and had gone on the Civil Rights March in Alabama, 

I thought I might help her understand htiself a little more 
than she did, and secondarily understand others too. I might 

say that although she was out of the hospital, she was still 

somewhat depressed and she had asked to continue treatment 
as an outpatient. 

I started out reviewing her entire life including the 
historv of her marriage. She had had two previous depres¬ 

sions for which she did not have to be hospitalized. I might 
say that in this case she practically forced her way into the 
hospital. 

To make a long story short, the more we looked at what 
had gone on before, the more anxious she seemed to become. I 
finally had sense enough to ask her about her previous treat¬ 
ment. I learned that she had not '’talked” about anything to 
the two psychiatrists who h*d treated her in the past, and 
that in each instance she recovered after being given 
medication. 

So I gave her medication (nortryptalline) and she 
promptly got well. Quite frankly, I believe she would have 
responded to anything that had been prescribed and the nor- 
tryptalline had little to do with it. 

Another example is Mrs. W., a 40-year-old woman who 
came in seeking analysis. It had been recommended for her 
bv some of her "arty” sophisticated friends who knew she was 

having some kind of emotional difficulty and urged her to 

eliminate her psychologic blocks. She complained of being 
anxious, conflicted, and unhappy. She was married to a 
building contractor who was fairly successful but not very 
exciting. She had two children and seemed not to be getting 
the satisfaction from life that some of her less inhibited 
friends seemed to be enjoying. After several visits it be¬ 

came clear that the reason she was seeking analysis was to 
be able to continue an extramarital affair in which she was 
involved without feeling guilty. She quickly realized that 
what she had to do was stop the affair which she did and 
promptly felt better and has remained well ever since. 
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Without relating any specific case history, I'd like 
to just ask what about the goals of treatment of the alco¬ 

holic? Usually it is to pet rid of them by sending them to 
Alcoholics Anonymous. 

What about the severe character disorders and border¬ 
line conditions that we are seeing with increasing frequency 
in the teenagers who are trying to find life solution in 
drugs, or pot, or LSD? 

Ideally the goal of treatment should be based on seven 
factors ; 

1. Understanding of the patient and not just the psy- 

chodvnamic and unconscious factors that are operating in the 
patient's illness. 

2. What the patient wishes from treatment; every pa¬ 
tient with a hernia does not seek surgery. Some patients 
just want to be happier; most want relief from annoying synp- 
toms; some want tc understand themselves better; some recog¬ 
nize a need for increasing cheir tolerance for frustration 
and their self-control; and others may wish to change their 
personalities. 

3. The nature and severity of the patient's illness. 

4. The age of the patient. 

5. Intelligence and physical conditions and psychologic 
mindedness and cultural background. 

6. Patient's life situation. 

7. Unfortunately such factors as the patient's finan¬ 
cial status and the availability of competent and interested 
help also need to be considered. 

As I promised at the onset, I have said nothing new. 

Mv main reasons for this presentation are to: 

1. Re-emphasize the difficulties in evaluating the 
results of psychiatric treatment, and as a corollary, the 
difficulties in comparing the results of different treatment. 

2. Mental and emotional illnesses are inextricably 
involved with underlying personality disorders, and in 
establishing goals of treatment for one, it is necessary 
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to consider the other, especially if one is concerned with 
long-term results as well as short-term results. 

3, Because of the tendency to place a higher value on 
psychotherapy that is designed to help a patient understand 
his emotional disorder rather than a supportive or repressive 

therapy that is concerned with symptomatic relief, uncovering 

or insight-producing psychotherapy may be employed when it is 
in fact not indicated or even harmful. On the other hand, 

purely supportive or repressive technics are utilized for 

limited goals when more far reaching goals would be in the 
patient's best interest. At times the initial utilization 
of on« particular form of treatment may seriousl" interfere 
with the ability to use another later vl,?n its use becomes 
clearly indicated. 

The automatic and repeated use of shock treatment for 
patients with neurotic depressions at times results in such 
passivity and dependence that psychotherapy becomes impos¬ 
sible. The continued use of drugs to relieve anxiety too 
often these days results in a serious habituation that is 
often impossible to relieve. On the other hand, there are 
patients whose fragile egos have been overwhelmed by psycho¬ 

analytic approaches that resulted in a chaotic or a psychotic 
thinking disorder and reiection of any kind of somatic 
approach. 

There is much we need to learn about indications for 
the various types of treatment—an attitude that varies con¬ 
siderably from the often repeated advice that "You've got to 
believe in one method to be an effective therapist." This 
is painfully remindful of the witch doctor. Therapists are 

too often guilty of applying preconceived ideas of psycho¬ 

dynamic causality to patients before understanding the unique 
background of the individual patient. 

In recent years weve seen a turning of attention to 
the elements in society and the patient's culture that con¬ 

tribute to mental ill-health (poverty, discrimination, 
exploitation). This new approach, called social psychiatry, 
really got its start in the military services where the qual¬ 
ity of leadership, esprit de corps, proper training, fair 

rewards and punishments, promise of relief from stress, buddy 
system of replacement, etc., were recognized as crucial in 
maintaining individual and group effectiveness. Social psy¬ 

chiatry implies not only paying attention to the elements in 
society that contribute to a patient's illness, but also to 
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those elements that involve the patient's responsibility to 

society as exemplified in the military "society." 

I expect civilian psychiatry will sooner or later follow 

the military in the second element of social psychiatry, that 
is, in shifting the focus from the individual’s needs to the 

needs of society. The individual's effectiveness in fulfill¬ 
ing his responsibility to the needs of the society will then 
become the goal of treatment—not his happiness, nor even his 

safety especially as we move more and more to a strong power¬ 
ful centralized government and as the clear distinctions be¬ 

tween the states of war and peace become less and less 

discernable. 
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BEHAVIOR THERAPY IN 1968 

Cyril M. Franks 

Dorothy J. Susskind 

INTRODUCTION 

The practice of behavior modification predates the 
formal introduction of the term "conditioning" by countless 

centuries. Throughout the years, legend and literature have 
yielded a variety of colorful—if not always scientifically 
sound--references to behavior modification in one form or 
another. Since it becomes virtually impossible for any field 
of human endeavor not to be concerned with the modification 
of behavior at some stage, this is hardly surprising. Such 
modification mav be directed towards the more mundane pur¬ 
poses of everyday living—such as child rearing or social 
intercourse—or the intent may be explicitly therapeutic. 

As far as therapy is concerned, we take the view that, 
at least in part, all functional disorders are disorders of 
behavior. Only through some aspect of an individual's be¬ 
havior—either his own report of internal processes or his 
own actions as observed bv others, or by some combination 
of these—can the need for therapeutic change become apparent. 
By the same token, every aspect of a person's internal psy¬ 

chic life and every aspect of his interpersonal life achieves 
meaning to society only in terms of some form of behavior. 

Behavior modification is thus an integral part of every asoect 
of the life styles of all individuals. 

While clinicians of most persuasions would probably 

accept this point of view as a starting-off position, many 
would claim that it is not sufficient. Thev would contend 
that it is not possible to understand functional disorders 
in terms of behavior or symptoms alone and that it is essen¬ 
tial to formulate treatment strategy in terms of those psy- 
chodvnamic or unconscious principles which, so they believe, 
reflect the ultimate realities of the situation. The be¬ 
havior therapist disputes this contending that such hypo¬ 
thetical constructs are usually unnecessary and often an 
impractical and time-consuming luxury. 
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therapeutic purposes and otherwise. From all accounts, de¬ 
spite a lack of systematic knowledge of the orinciples in¬ 
volved, these methods seem to have achieved their primary 

purpose. Even in orescientific days, aversion "therapy" was 
a favorite method of controlling undesirable behaviors such 

as smoking, stealing, excessive drinking, religious heresy, 
and other social iJls of the time. More recently—but still 
prior to the advent of "conditioning" as a scientific term- 

behavioral principles have been aoplied in a variety of more 

obviously therapeutic situations, often in remarkably in¬ 
genious ways. For exanple, in the early 1800’s, Johan Chris¬ 
tian Reil treated completely stuporous depressed patients by 

infecting them with scabies in order to induce the motor 
activity of scratching and thus provide a first step towards 
active involvement with their external environment. 

The systematic application of the principles of learn¬ 
ing and the study of the laws governing higher nervoi ■ activ¬ 
ity did not really begin until the arrival of Sechenov and, 
later, Pavlov upon the professional scene. In the decades 
prior to Pavlov's investigations, many descriptions of the 
essential ohenomena of conditioning were reported in the 

scientific literature of the dav, but these were invariably 
post hoc descriptions rather than exploration of the means 
whereby conditioned reflexes could be induced and subjected 
to experimental control. It was left to Pavlov and his 

associates to embark upon a program of study of conditioning 
as an experimental science. Similarly, prior to the efforts 
of Sechenov (and Sherrington), inhibition, regarded as es¬ 
sentially an absence of excitation anii not as a positive 
process in its own right, was—for the most part—a matter 

for philosophic speculation, sporadic investigation, and 
observation rather than systematic experimental study. 
Sechenov was undoubtedly the major scientific influence upon 
Pavlov, and this is apparent throughout the writings of bcth. 

In assessing the contributions of Sechenov and Pavlov, 

it should be stressed that, like their confreres in the West, 

responsible scientists in the Soviet Union no longer accept 
Pavlovian "neurologizing" uncritically. Pavlovian notions 
are best regarded as working inferences drawn from behavioral 

facts, investigated and explored with modem technics, in- 
teroreted in the light of modem neurophysiology, and dis¬ 
carding or modifying concepts as the data dictate. What is 

really of importance is not so much the quasi-neurological 
system which Pavlov established as his methodology but his 
dedication to the systematic and objective study of behav¬ 
ior and his willingness to adapt theory to conform with facts. 
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Modern behavior therapy models itself upon these latter prin¬ 
ciples of Pavlov rather than upon a slavish adherence to his 
technics. Therein lies the strength of behavior therapy. 

Pavlov relied extensive y upon association by contigu- 
ity, as \n his famous conditioned salivation experiments, in 

which the food was primarily a stimulus for salivation. But 

in instrumental conditioning the food becomes a reinforcer. 
It is out of this deceptively simple innovation that the 

whole school of operant conditioning and its vast range of 

ingenious applications arose. These developments are largely 
American stemming from the pioneering work of Skinner and 

his many gifted students. To these names must be added those 

of Hull, Guthrie, and a small number of other stimulus-response 
(S-R) learning theorists who succeeded in integrating into 
one or more systems the basic concepts of both respondent 
and operant conditioning. 

From such historical and scientific beginnings arose 
much of what is now known as modern behavior therapy. Be¬ 
havior therapy in 1968, while still evolving and in a state 
of change, is much more sophisticated than that which was 
practiced as recently as a decade ago. It is to these de¬ 
velopments that we now direct our attention. 

MODERN BEHAVIOR THERAPY 

In its present form, behavior therapy requires a wide 

varietv of skills ranging from the knowledge of physiology, 

learning theorv, and scientific methodology of the behavioral 
scientist to the sensitivity and clinical judgment of the 

practitioner. Thus, modern behavior therapy, as we view it, 

mav be regarded as the application of experimentally vali¬ 
dated principles based upon S-R concepts of learning within 
a framework which takes into consideration both the bio¬ 
physical properties of the organism and the conçlexities of 
the environment in which it lives. 

If the concepts and practice of behavior therapy now 
encompass a diversity of technics and training, this was 
nuch less true when Lazarus and Eysenck independently intro¬ 
duced the term "behavior therapy" in 1958 and 1959 respec¬ 
tively. In those days, many behavior therapists (rot 
Lazarus) were rigid individuals who tended to focus upon the 
treatment of one deviant behavior by a highly limited number 
of technics and all too often at the expense of the individ¬ 
ual. Gradually, with the advent of the total behavior 



therapist and the behavioral clinician, the concepts oc 
behavioral management came into beinp and, with it, the 

advent of broad spectrum behavior therapy—a topic to which 
we will return shortly. 

As an example of this evolutionary process at work, we 
will review briefly the history of the treatment of alcohol¬ 
ism bv aversive conditioning over the past three or four 

decades. Between World Wars I and II, alcoholism—then as 
now—cost this country untold osycholopic and economic hard¬ 
ships. It was during this era that overworked physicians 
and practicing clinicians, confronted with the pressing 
problems of alcoholism but having little time to devote to 
them, arrived at the notion of aversive conditioning by 
means of apomorphine. They probably read about Pavlov but 
had little direct contact with his writings (we are, of 

course, engaging in simplification and presenting a little 
bit of a caricature in order to make the point briefly in 
the limited space that is available). In particular, they 
neglected to concern themselves with procedural details 

arising from the application of known principles of condi¬ 
tioning. For example, had they made themselves familiar with 
the published hazards of backward conditioning (in which the 
UC^> precedes the CS in time) they would not have waited until 
their patients actually felt nauseous before presenting them 
with the bottle of alcohol. And, had they read of the ad¬ 

verse effects upon conditioning of centrally depressant 
agents, they would not have given their patients sedatives 
to help them over the traumatic conditioning process which 
was to come. 

Mo wonder then that effective aversions to alcohol were 
rarely established, and aversive conditioning fell into dis- 
renute and disuse not being revived until the following 
decade when the behavioral scientists came into their own. 

Realizing that apomorphine could never neet the required 
needs for precise stimulus control, these experts on con¬ 
ditioning, learning, and experimental procedures employed 
electric shock as aversive stimuli and set up firmly delin¬ 
eated controls under theoretically optimum conditions. But, 
to their chagrin, even in those few cases in which the tech¬ 
nic was successful, all that was usually achieved was that, 
instead of very sick individuals who drank too much, they 
now had as patients very sick people who didn't drink too 
much. 

It is a-1 this stage that the contemporary behavioral 
clinician emei ged on the scene. It was realized that it is 



a vaíLÍv irÍ V? eat the Presenting complaint, 

eVs If thi lLJ k? CS T need t0 be aPPlied to many fac- 
I to!al Problem- Some of the problems present may 

be not recognized or may be denied or glossed over by the 
patient. The total behavioral therapist, even when he is 

employing traditional and conventional conditioning technics 

ITS?** ^ tntdeqUaCy °f focusin« UP°" a technic Ind/or * 

oveïalÎT’h B°th íaVe t0 be VÍeMed Within the c°ntext Of 
Z -e ^°ra manafiement - Patients with complex inter- 
personal problems cannot be expected to lose them merely be¬ 

cause a particular malfunction has been eliminated. In this 
context we concur with Goldiamond, Dyrud, and Miller's sug- 

fnv im"^ ^ symPtom" can be a tfalid behavioral term without 

sense Í u"derlyin8 "causes" in the psychodynamic 

dlZl'tnZ 'ïî t™ 8t al* point out» when on® ßoes to a 
dermatolog-.st who states that the skin rash is symptomatic 
of a blood disturbance, what this means behaviorally is that 
his primary treatment will be focused not on the presenting 
symptom, but on something else, namely the blood disturbance. 

thlt Wraf Í tí 8ymptom?tic behavior, we are really implying 
li li rathf^than ^acting to the presenting svmptom alone, 
e may need to treat some other aspects of behavior as well. 

Once the behavioral deficits are overcome, the symptomatic 
behavior will in all likelihood decrease. 

It may be of interest to note that, whereas this evo¬ 
lution took some three or four decades with respect to the 

behavior therapy of alcoholism, a similar evolution in the 
behavioral treatment of sexual disorders required some half 
a decade at the most. Whereas the behavioral technics for 
the treatment of sexual disorders in the early 1960's con¬ 

sisted chiefly of naive symptom-directed aversive condition¬ 
ing procedures, by the late 1960*s the "total behavioral 
approach was being applied in this area also. 

to nrviïf8 bey0nd f6 ?COpe °f the Posent brief commentary 
to provide a comprehensive presentation, or even review, of 

tecb"ics.available to the behavioral clinician. 
Such information is readily available elsewhere. The im¬ 

portant fact to note is that a behavioral clinician is not 
]ust a therapist who happens to employ behavior therapy- 

cafff * 8 — °f a technic alone can be quite a mechani- 
? re?uirinß no Particular intellectual orientation. 

What distinguishes the behavior therapist from the general 
clinician who happens to be using a few of these technics is 
that, while--like all therapists—moved by feelings of warmth 
and compassion to help his patients, he also thinks of them 

in S-R terms in which neurophysiological and other mechanisms 
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are engaged in complex and "dynamic” interrelationships with 

the environment. Viewing therapy as the process of changing 

these relationships, he bases his strategy upon a knowledge 
of experimentally established principles of learning, indi¬ 
vidual differences, and contemporary physiology. He operates 

in this way regardless of the nature of the stimulus, whether 
it be exogenous or endogenous, simple or complex, a bodily 
sensation or a mental image, and regardless of the modality 

of the response--motor, autonomic, imaginai, or any combi¬ 
nation of these. 

While recognizing the. importance of physiologic and 

biochemical variables, many behavior therapists tend to 
stress the behavioral rather than the medical model. This 
has inevitably resulted in a differ ;nt set of goals and a 
different terminology. Thus, rather than employ concepts 
such as "cure," the behavior therapist thinks in terms of 
changing frequencies of emitted or respondent behavior and 
of functional relationships between environmental stimuli 
and organismic responses. Nowhere is the difference between 
the behaviorally oriented therapist and the traditional psy¬ 
chotherapist more evident than in their respective approaches 
to the issue of symptom substitution. It is not so much that 
the more sophisticated behavior therapist flatly denies that 
the isolated treatment of one symptom could result in the 

emergence of another (a matter to be resolved by research 
rather than epithet from either side) but that, if it exists, 
the behavior therapist attempts to explain this phenomenon 
in learning theory tenus subject to controlled investigation, 

and hence scientific verification, rather than by invoking 
intrinsically untestable psychodynamic inferences. 

SYSTEMATIC DESENSITIZATION 

There are many technics of behavior therapy which could 
be discussed at length ranging from the more physiologically 
oriented procedures of Pavlovian conditioning to the various 

methods of role playing, modeling, and social learning. Any 
attempt to provide such a discussion here would probably end 
up as a superficial classification of little or no practical 
value to the reader. It was therefore decided to illustrate 

the scope of behavior therapy by reference to one technic in 
detail, that of systematic desensitization as developed by 
Wolpe and subsequently modified by one of us. 

Arising out of his replications and extensions of 
Masserman's well known studies of experimental neuroses in 
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cats, Wolpe (2,3) developed his now famous prindole of r.» 

4grg£2¿ inhibition, if a response, inhSifcrT^ 

''■'P;’'5"'" of anxiety-evoking stim- 
anxietv íínv ÎÏhÎ -ï hetueen these stimuli and the 
Wo?n!«y*K ^ y indlyiduals have developed modifications of SfS“——— 
patient», prod..«, deep relaxation in one session, “hé »! 

tient, in a prone position, is given the following directions: 

"Stretch your legs as far as you can 

V •1turn y°ur «CÆS in . . . feel the ten¬ 
sion in all the muscles of your toes . . . 

the muscles of your feet . . . the muscles 
of your calves . . . the muscles of your 
thighs . . . hold it as tight as you can 

. . . hold it (15 seconds) . . . now let go. 
Let go and close your eyes . . . feel the 

relaxation going from the muscles of your toes 

* * * to the muscles of your feet . . . to 
the muscles of your calves . . . to the mus¬ 
cles of your thighs . . . feel wonderfully 

relaxed, beautifully relaxed, deeply relaxed. 

«y, Stretch your arms as far forward as you 

i^heV ^ a/ÍSt * * * feei the tension 
in the muscles of your hands . . . the muscles 
of your forearms , . . the muscles of your 

ho?r^arM¿ h0ld V8 ti«ht « y°u can . . . 
hold it (15 seconds) . . . now let go. Let go 
• . . close your eyes. Feel the relaxation 
going from the muscles of your fingertips . . 
to the muscles of your fingers . . . to the 

°f yOUr handS * * * to the muscles of 
y r forearms . . . to the muscles of your 

upper arms . . . feel wonderfully relaxed, 
beautifully relaxed, deeply relaxed. 

Stretch the muscles of your stomach . . . 
the muscles of your chest . . . the muscles of 

your back . . . the muscles of your shoulder 
olades . . . che muscles at the nape of your 

itCas as hard as yOU can • • • hoJd it (15 seconds) . . . now let go. Let go . . . 



close your eyes. Feel the relaxation going from 
all the muscles of your stomach, to all the mus¬ 
cles of your shoulder blades, to all the muscles 

at the nape of your neck . . . feel wonderfully 
relaxed, beautifully relaxed, deeply relaxed. 

Tighten your face as hard as you can. Feel 
the tension in all the muscles of your forehead 
. , . the small muscles around your mouth . . . 
the muscles around your mouth . . . the muscles of 
your cheeks, the muscles of your chin . . . the 
muscles of your throat . . . hold it (15 seconds) 
now let go. Let go . . . close your eyes. Feel 

the relaxation going from all the muscles of your 
forehead, to the small muscles around your eyes, 
to all the muscles around your mouth, to all the 

muscles of your cheeks and your chin, to all the 
muscles of your throat . . . feel wonderfully re¬ 
laxed, beautifully relaxed, deeply relaxed." 

The patient is then asked to visualize a scene for 
about 20 seconds in which he feels very calm and relaxed and 
which gives him a feeling of well-being. ("Keep seeing that 
scene and enjoy it; feel calm . . . feel relaxed . . . feel 
wonderfully well . < . just relax as you see yourself in that 
scene.") The purpose of this scene is to prevent any un¬ 
pleasant thoughts from intruding and disrupting the patient's 

relaxed state. 

The patient is then asked to raise his finger if he 
feels calm and relaxed. Should he find that any particular 
part of hie body is still not relaxed he is told to focus up¬ 
on that area. For example, if he has tension in his stomach, 
he is given the following directions: "Visualize yourself in 
the sun (or in the bathtub if he prefers). Feel the warmth 
of the sun's rays on your stomach, feel the muscles of your 
stomach relaxing as the sun warms the muscles, feel the mus¬ 
cles relaxing slowly . . . slowly . . . gently . . . feel as 
if all the tensions have poured out of the muscles of your 
stomach and relax. Relax . . . feel wonderfully well . . . 
wonderfully well." (Similar procedures are followed for 

other parts of the body.) 

The patient is encouraged to practice this procedure 

several times per day at home. 

Prior to the relaxation procedure, the hierarchies to 
be presented are discussed with the patient as part of the 
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collaborative process between therapist and patient. When 
the patient is very deeply relaxed, the scene evoking the 

least anxiety is presented first as suggested by Wolpe. This 

seleetedPh°VíAng ÍS alternated with the original scene 
selected by the patient as being especially relaxing and 

pleasant for him. This procedure is repeated until the pa¬ 

leen« S18n*ls|that there is no anxiety for that particular 

funrhln !Si?r-VeCh21C °f systematic desensitization is 
rurther modified as follows. 

The patient is directed to remain as calm and relaxed 

h« ÏLT seehin«e^ involved in the scene from which 
he had just been desensitized. For example, if the patient 
had been desensitized to walking to the elevator andPgoing 
down the elevator, he is then told to "see yourself walking 

to the eievator and going down the elevator, remaining calm 
and relaxed. This is repeated several tim^s „“u the pÜ 

nr ? '?•' ca” see ,limself '‘»¿"I! this with com- 
píete ease, f-eling calm and relaxed. In this manner, 

Wolpe s systematic desensitization is carried a step further 
to a stage which might be termed "role conditioning." Pa¬ 
tients report that this additional step in the desensitiza- 

tion procedure enables them to make the transition from the 
imaginary scene to the real life situation with greater ease 

and confidence. It is as if, having experienced the situa- 

no .d'Jing it, they find that they have 

y carryinguthrou«h 10th««.i 

GENERAL OVERVIEW OF BEHAVIOR THERAPY 

From the foregoing, it is apparent that the behavior¬ 
istic approach to psychotherapy emphasizes a noninte^reta- 
tive approach to the patient. The basic data are what the 
patient says, does, or reports about himself, what other 

r«aí^Yep0rtí?,0UÍ: Patient» and how he is observed to 
react in specific laboratory or natural situations. It is 
important that the language used to report such behavior be 
factual and precise and that the circularity of employing 
the same construct language, both to report the events and 
then to explain them, be avoided. 

In contrast with the strategies of certain psycho- 
dynamic therapists, it is not believed that "undesirable" 
behavior will somehow correct itself if additional states 

such as the attainment of "insight" and "working through" 
are brought about. The behavior therapist believes that 
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usually the best way to alter an abnormal behavior pattern 

is by paying specific attention to the modification of be¬ 
havior. Thus, for the behavior therapist, to a large extent 
(but not exclusively) behavior therapy involves the realign¬ 
ment, learning, and unlearning of response patterns. Adap¬ 
tive responses, i.e., responses which are of value to the 
patient, must be reinforced or strengthened and maladaptive 
responses eliminated. This latter process may be accom¬ 

plished either by reinforcing an already existing (or delib¬ 
erately introduced) incompatible response or by weakening 

the maladaptive response by some technic of extinction; some¬ 
times a combination of tactics is necessary. Since there is 

ample evidence to suggest- that the strength of a response is 
a positive function of the number of reinforcements, it is 
usually most efficient to focus upon the reinforcing of 
adaptive responses whenever this is feasible. 

There is little doubt that such behavior shaping tech¬ 
nics can be extremely powerful as those who desire to modify 
behavior for their own questionable purposes know only too 
well. Fortunately, such principles can be equally potent in 
the resistance of such tactics, a policy which is only begin¬ 
ning to be recognized. Individuals who have been carefully 
trained in the elements of behavior modification and the 
various methods of behavioral self-control are well prepared 
for resistance to the blandishments of the "brainwashers" 
should the need arise. 

Sadly enough, one of the places where these principles 
are sometimes unwittingly used to the detriment of the pa¬ 
tient is the large state mental hospital. Stemming from a 
regrettable tradition of staff shortages, mediocre personnel, 
poor facilities, and a wish to retain the routine of the 
firmly entrenched status quo (in which everyone, staff and 
patient alike, knows his immutable role), the term "contin¬ 
ued treatment" becomes a euphamism for "change nothing." In 
such a milieu of sensory limitation, the patient is rein¬ 
forced only for passivity, routine and dependency, and devi¬ 
ation from this norm is punished. The behaviors which get 

reinforced are largely those which make the patient "good" 
from the staff point of view. At the same time, antisocial 
activities such as stealing, cheating, and sexual offenses 

are reinforced by the approval of the patient's peers. The 
outcome of such a combination of reinforcements may be seen 
in the unfortunate mixture of passivity and degeneration to 
be encountered in the "back wards" of certain state hospitals. 

(Incidentally, a partly similar argument could be applied to 
many oí our prisons and so-called reformatories). 
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(such as attendants, nurses, teachers, and parents) are 

taught how to apply the principles of behavior modification 
themselves in all their contacts with the patient. Behavior 
therapy is not something to be confined to hourly sessions 
in a therapist's office a couple of times a week. 

CONCLUSIONS 

Although behavior modification is no passing fancy, 
it should certainly not be regarded as a panacea. Much 
research remains, many issues are unresolved, and the prac¬ 
tical and lasting values of certain technics await demon¬ 
stration. There are many learning theories competing for 
supremacy, and the road from the laboratory to the clinic 
is still a long one. New concepts will undouDtedly arise 
and new problems will present themselves. For example, 

despite his scientific training, the behavior therapist 
is not an automaton delivering stimuli to his patient in a 
totally mechanistic and impersonal mannerj he, too, is a 
changing and responding organism. Just as the patient's 
behavior is a function of that of the therapist as a re¬ 
inforcing machine, so the manner in which the therapist re¬ 
sponds is, in part, a function of what the patient does in 
this complex interpersonal patient-therapist situation. But 
it needs to be stressed that these interactional processes 
can be studied in behavioral terms without resorting to 
phenomenological constructs such as "the unconscious." 

Prob.’ems also arise at the professional level. On 
the one hand, a small number of experimental psychologists 
act as if a knowledge of S-R learning theory and scientific 
method is sufficient in itself for a successful plunge into 
the clinical situation; on the other hand, certain clinicians 

attempt, with equal brashness, to apply these technics with¬ 
out sufficient knowledge of the learning theory involved. 
Centers for the training of responsible, mature, and sophis¬ 

ticated behavioral clinicians are necessary and a variety 
of open forums for the communication and exchange of prac¬ 
tical, professional, and research issues are required. 

Not least among the problems facing the behavior 
therapist is that of overcoming the resistance of the tra¬ 
ditional clinician. Such resistance stems in port from a 
lack of familiarity with the language and concepts of the 
behavioral clinician—such unfamiliarity makes the technics 

of behavior therapy seem more complex and difficult to use 

than they actually are. Also, the conventional therapist 
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may loathe to abandon technics and models in which he has 
invested many years of training and from which he derives 

his sources of income, identification, and even emotional 

satisfaction. Sometimes the resistance takes the form of a 
prejudice which is impervious to reason, the unsubstantiated 
allegation that behavior therapy is effective only for 
monosymptomatic cases being a case in point. 

Several conclusions seem to emerge from this brief 

survey. Over and above all the problems already not^d, there 
exists the fact that much more research and controlled clin¬ 
ical evidence with respect to the value of behavior therapy 

is needed if the claims to greater objectivityt effectiveness, 
scientific rigor, and teachability are to be substantiated. 
But, when all is said and done, its successes are impressive 
and its limitations are at least matched by those of any 

other system of therapy yet derived. No form of therapy has 
so far shown itself to b'! the much needed panacea, and the 
gap between the supply of .Dental health workers and the 
demand appears to be growing wider. Under these circum¬ 
stances, it is important for traditional and behavioral 
therapists alike to retain open minds and explore any ther¬ 
apeutic system of promise. 
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THERAPISTS' AWARENESS OF HOW 
GROUP THERAPY PATIENTS PERCEIVE THEM 

James L. Jenkins 

Thomas Keefe 

Louis W. Rosato 

The therapist may often have occasion to ask himself, 
"How is my patient or group seeing me?" As treatment pro¬ 

gresses and such factors as transference, involvement, group 
cohesion, increasing knowledge of the patient, and increas¬ 
ing exposure of the therapist as a person enter into the 
ongoing relationship, answering this question may become 
increasingly difficult. Simultaneously, does the therapist's 
awareness of his patient's perception of him become increas¬ 
ingly inaccurate; or does a therapist's awareness of these 
perceptions increase as he learns to know his patient or 

group and his or their problems more intimately and with 
greater understanding? 

Assuming these questions to be relevant to all forms 
of psychotherapeutic treatment, the group treatment program 
of the Department of Psychiatry, Wilford Hall USAF Hospital, 

was seen by the authors as an opportune setting in which to 
ask these questions empirically. We saw self-awareness and 
awareness of the treatment process as complemented by the 
therapist's awareness of how his patients were perceiving 
him. This led us to the question of how aware were group 
therapists of their group's perceptions of them as thera¬ 

pists. Further, we questioned what impact the group process, 
transference, involvement, increasing knowledge of the group 
members, increasing exposure of the therapist as a person, 
and other factors of continuing treatment might have upon 
the therapist's awareness of the group's perceptions. 
From these two basic questions—how aware were group thera¬ 
pists of their patients' perceptions of them, and how, if at 

all, did this awareness change during treatment—we formu¬ 
lated two basic hypotheses: 

I. Group therapists are likely to be more aware of 
their group's perceptions of them than chance would allow. 
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II. Group therapists become more aware of their 
group s perceptions of them as treatment progresses. 

<the Therapy 6roilPs with membership composed of 
psychiatric inpatients were selected for inclusion in the 

taDeprCh StUdy• Í st:a:>-e. described later, was designed to 
tap group members perceptions of their therapists. The 
scale was administered intermittently, throughout group 

treatment, to both members and co-therapists. The^herapists 
were asked to complete the scale in a manner as to lest le- 

liltl grOUP 3 c°mbl?ed Perceptions of them as thera¬ 
pists. The group members' responses and therapists' responses 
were compared statistically, both for the four s.paratTad 

T al5° thr<,ugh f»'“' suhareas arouSd “ich 
items in the scale clustered. cn 

Other inquiries into perceptions of therapists by 
patients or clients and into the helping person's degree of 

th^etoSthWe^ ra0r- °ften restricted to the one-to-one rather 
than to the therapist-group relationship. While reviewing 

the literature, we examined studies that dealt with clients' 

reactions to initial interviews and the expected behavior of 
a potential therapist. uenavior or 

evidence the 8tudy by Thomas et al. (3) sug- 
P* d ® P°t«ntial helper's intensity of motivation to 

natí.t, KWa- instrumental in organizing the client's 
pattern of behavioral expectations of the helper. The daca 
suggested that two major decisions by the client in the ini¬ 
tial interview were related to the client's conception of a 

weíeeU) Íheec?-ty*.°f m?^yation to helP- These decisions 
«îhin (1 \wÕ\Clí*nt ^ Willlr»gness to continue the relation- 

thePrelationship? Cllent,S ^111^ t0 infl—d ^ 

tha1. JX was found in the study by Polansky and Kounin (2) 

met in ho^ ln "hlCh clients' needs and satisfactions were 
met in both problem-centered and relationship-centered areas 
determined what the client would expect of the interviewer 
in the future, and whether or not (and in what way) he wished 
to commit himself to the interviewer. The study also sub¬ 

stantiated that for a client to be influenced by the inter- 

a1DatiènÍnteiTt ”a\necessary but not enough to influence 
a patient as to whether or not he wished to continue in 
treatment e 

The present study, drawing from the worker-group 
relationship rather than from the one-to-one relationship 
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as in the preceding studies, introduced such factors as the 
group member s influence on each other's perceptions and the 
necessity that the therapist evaluate a combined group per- 

Finallv rath*r Jhan !hat of 3 3in«le patient or client. 
Finally, each therapist had to consider the effect of the 

presence of a co-therapist, including the member's compar¬ 
isons of the two therapists and the miscability of theper- 
ceptions of the two therapists. P 

DESIGN AND METHODOLOGY 

P,The e*Per^mental design set up to test the hypotheses, 
briefly outlined above, included the administration of a 

scale to two all-male psychotherapeutic treatment groups. 
The group members were drawn for treatment from each of three 

psychiatric inpatient wards. The groups were composed of 
five to eight patients selected by the following criteria: 

(1) Length of hospitalization, (2) Referral from the patient's 
physician, (3) Diagnosis - 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. The final step in the 
selection of group members was an individual interview by 

the group therapists. This also initiated the preparation 
of the Paient for involvement in the group. The character¬ 
istics of these groups were relatively heterogenous: the 

?QSwo0m 18 t0 521 lenßth of 8ervice ran«ed 3 days to 19 1/2 years; rank ranged from Airman Basic to 
Major; finally group members had diagnoses including psy¬ 
chosis, neurosis, and character disorders. Some patients 

expected a return to Air Force duty, while others anticipated 
retirement or separation from the Air Force. 

ui u 0X19 group was a closed short-term treatment group 
which ran for five weeks meeting three times a week for a 
total of 16 treatment sessions. The second was an open- 

ended group with membership rotating as patients entered and 
left the hospital and continuing following the study. The 
second group met twice a week for a total of 16 treatment 

sessions during collection of the data. The average length 
of time for each patient in the group was about one month. 

P1® ^he judgment of the therapists, retained 
a fairly high level of cohesiveness and a moderate depth of 

involvement throughout its course, never regressing to the 
level of a newly-formed group, despite its changing 
membership. 6 
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Th« therapists were social workers assigned to the 

th«™oî«ÎC. HPati*it Service- Each erouP had two mala co- 
therapists and an observer who aided the therapists in 
objective review of the group sessions. 

The scale (see Appendix) had 29 items requiring the 

nwPtheenLÎ° °c 3 C?ntinuum the deßrec to which they 
saw the particular therapist exhibiting a particular trait. 

i * subdividing scale was applied later in 

thíolah10í the data* Th® items were distributed at random 
in orrfhOUÎ the SCale* and sorae iteins were presented negatively 
in order to compensate for any response set. 

Included on the scale was an open-ended item asking 

SudedVtI h/rCrÍPti0n °f the ther*Pist. This was in- 
29 UemÜ 31,7 consistent perception not noted in the 

tions in dhe S?ale were desired to measure percep- 
îf*îh therapists in four general areas. These were: 

Ihil (R) di^f:?tlVen!88 <T* E*>* therapist-member relation- 
2ith thi’wai th^°n T COntro1 (D* C-). and an area concerned 
technics (T). saw the therapists using various 

Therapist effectiveness (T. E.) was seen as the per¬ 
ceived ability or inability to aid the group or roembe/to 

^P»ï-eahlS Psychos?cial functioning and includes such items 
as Hinders my getting better," "Is an effective therapist." 
Is concerned with feelings." and "Helps group members get 

It l*1!' i J^eraPist-me""her relationship (R) was seen as the 
C™ including a member's perceptions of his relationship 
me Í «î HgrOUS ther?pi!t 411(1 i^’lndes such items as "Rejects 
roe. I depend on him, and "Shows interest in me." The 
direction and control area (D. 2.) was seen as the member's 

contron°nS °f îhe theraPiat,s behavior in directing and 
controUing such aspects of group treatment as the process 

sL i,grOUP °nJhe leVel °f feelin8 content “d included 
such items as Discourages participation," "Is the leader of 

SL'Ä "?Ver C0Dtr0lS th* rin.Uy.thr 
theKPefceived use of technics (T) was designed to 

ttl 3 degree of Perception of the therapist's 
f ! m1,^ a^d included such items as "Is concerned 

expressCfeelings?"r0ntS ^ WUh ^ behavi-*" and "Helps me 
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As a validity check, the items were submitted to a 
panel whose members were asked to place each item into one 

of the four catejjries. The panel, consisting of two resi¬ 
dent psychiatrists, one social work technician, three social 
workers, and one clinical psychologist, judging independently 
of one another, concurred by majority with the authors' cat¬ 
egorizations on 21 of the 24 items. The three disputed items 
were deleted from the tabulation. 

The scale was administered to both members and thera¬ 
pists at the end of the first, seventh, twelfth, and six¬ 

teenth sessions. The sixteenth session marked the end of the 
closed group. Each member completed a scale, handed out and 
retained by the observer, on each of the co-therapists in 
his group. Each therapist completed the scale as he felt the 
group perceived him as a therapist in the group. Group mem¬ 
bers were assured that the results would be retained by the 
observer until the group terminated. 

For each administration a mean response was tabulated 
for each group on each therapist item by item. These means 

comprised the group's measured perceptions of each therapist. 
The mean was then paired with the therapist's response which 
comprised the therapist's measured awareness to the same 

item in the same administration. A Pearson Product-Moment 
Correlation Coefficient (1) was calculated between groups' 
perceptions and therapists' measured awareness for each of 

the four administrations. The N used in the calculation was 
84. In addition, in an effort to learn of areas of greater 
or lesser awareness, the correlations were calculated be¬ 
tween group means and therapists' resporses for each of the 
four sub-areas of perception into which the scale items 
clustered. 

RESULTS 

Over the course of 16 sessions of group therapy and 
four administrations of the research scale, the correlations 
between the group members' perceptions of their therapists 
and the therapist's awareness of those perceptions were 
statistically significant at the .05 level during all but 
the second administration or seventh session. It was also 

found that the correlation was highest, r = .55, during the 
first administration, and following a low of 1.18 during the 

second administration, the correlation again became signifi¬ 
cant during the third administration, r = .20, and continued 
to increase through the final administration to r = .36. 
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When the data was subdivided into the four areas already 
described technic, direction and control, relationship, and 

therapist's effectiveness—the following findings were made: 
The therapists were most aware of the groups' perception of 
technic, only initially aware of direction and control, and 
never found significantly aware in the areas of relationship 

and therapist's effectiveness. The high level of correlation 
between awareness and perception in the area of technic con¬ 
tributed substantially to securing the overall degree of 
correlation toward a higher level of significance. It was 
also noted that throughout therapy the patients' responses 
were consistently higher than the therapists' responses. 

DISCUSSION 

The degree of correlation between therapists' awareness 
and patients' perception for the combined data was fairly low 
in all four administrations. While ranging from a high in 

the first administration to a low in the second, it was found 
statistically significant at the .05 level in the first, 
third, and fourth administrations, lending tentative and 
conditional support to our first hypothesis that group ther- 
apists were more likely to reflect their group’s perceptions 
of them than chance would allow. Because the correlation in 

the initial administration was the highest of the four, the 
second hypothesis, that group therapists became more aware 
of perceptions of them as treatment progressed, was not 
supported. 

The development of the group process was thought to 
account, in part, for the changing degree of correlation. 
Initially, the multiple variables concomitant with cohesive¬ 
ness and relationship among patients and between patients 
and therapists had little time to develop and, hence, little 
impact. At the time of the second administration, the cor¬ 
relation dropped significantly perhaps because need for trust 
and cohesiveness was manifested but remained limited. As 
treatment continued and the group process developed with 
cohesion, trust and strong group feeling, and familiarity 
between patients and therapists increased, the correlation 
became significant and remained so in the fourth and final 
administration. 

The correlations between therapist's awareness and 
patients' perceptions in the four separate areas, technic, 

direction and control, relationship, and therapist's effec¬ 
tiveness, were believed to have a primary influence on the 
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overall correlations and might account for the overall 
correlations disclosing significance in three of the 
administrations. 

The correlation was highest on questions dealing with 
the subarea of technics. This may be partly because the 
meaning of these questions was more clearly understood by 

the patients. The very high correlation at the final admin¬ 
istration (.98) accounted for the overall correlation being 
significant and tended to "skew" the results as this is the 
only subarea that was significant in the fourth administra¬ 
tion. The increasing correlation might be accounted for by 
the developing group process, numerous distorting factors 
being worked through, and the patients learning more about 
what the therapist's role included as far as use of technics. 
That is, patients learned what technics were and how the 

therapists used them; hence, allowing the thera-'sts to more 
easily gauge how the patients were perceiving them. 

The correlation on questions measuring direction and 
control was fairly high initially, dropped markedly at the 
second administration, and continued to decline as treatment 

progressed. The therapist's role during the initial sessions 
was more directive, hence, his role was more clearly perceived 
by both himself and the group. However, as treatment pro¬ 
gressed, the therapist's role became less clearly defined as 
the therapist's direction of the group became less active. 
He saw himself giving up directing and controlling the group 
while the patients perhaps continued to perceive the thera¬ 
pist as maintaining the more directive and defining role. 

The correlations on relationship and therapist's effec¬ 
tiveness were low and remained statistically unsignificant 
throughout treatment. The fact that there were multiple 
extra-group relationships between patients and therapists 
might, in part, account for the low correlation in that area. 
Due to other responsibilities of the therapists on the in¬ 
patient wards, they assumed numerous roles relative to the 
patients, i.e., group therapist, social worker on the ward, 
member of psychiatric team which represented some power over 
the patient, and with some patients, as their therapist in 
a casevork relationship. 

A variety of factors that had a limiting influence 
should be considered when evaluating the findings. The 
first, in the area of general limitations, was the military 
setting wherein military rank might have an impact upon 
attitudes toward the therapists. The second major area of 
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limitations was that of the therapeutic structure in which 
the study was conducted. First, both an open-ended and a 
closed group were included, but not compared. There were 
only four therapists and two groups used as a sample (other 
groups were under study). Researchers were the therapists- 
participants in chis study. No attempt was made to measure 
the degree or type of transference relationships that devel¬ 
oped in the groups that might have affected the patients' 
perceptions. Another possible limitation was the validity 

of the use of mean scores of group members to represent over¬ 
all group perceptions. The rating instrument was limited to 
measure perceptions of the therapists in their therapeutic 
role only. Finally, the tentative and conditional support 
of the first hypothesis was felt to be largely influenced 
by the positive skewing effect that items in the subarea of 
technics had on the overiill correlation. 

CONCLUSIONS 

The first hypothesis was only conditionally supported; 
the second hypothesis was not supported. Allowing for the 
relative accuracy of the measurement of the instrument, ther¬ 
apists were more aware of patients' perceptions in the area 
of direction and control and technic and less aware in the 
areas of relationship and therapist's effectiveness. 

We feel that this study should be extended to include 
the exploration of more areas of perception, and a larger 
sample of patients and therapists for increased accuracy. 
We also suggest that additional studies employ the use of 
other instruments to measure perception and awareness in 
order to further validate the instrument designed for this 
study. Finally, we suggest that a study employing the mea¬ 
surement of transference would provide a better understand¬ 
ing of its impact on perception and awareness. 

This study is only a beginning attempt to examine 
therapists' awareness of patients' perceptions. Further 
refinements and expansion of technics in this area of in¬ 
vestigation appear to be needed. 
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APPENDIX 

OPINION QUESTIONNAIRE 

The purpose v f this questionnaire is to determine how 
group therapy members see their therapists. The question¬ 
naire is part of a research project being conducted by part 
of the staff of Wilford Hall USAP Hospital, Department of 
Psychiatry. The information given will be used strictly 
for research data purposes and will have no effect upon 
your treatment or disposition. It will be seen by your 
group therapists only after the group terminates and your 
name will never be used in conjunction with reporting of 
data or results. 

1. Tell in your own words how you see _ 

as a therapist in your group. 

2. Indicate the degree to which this person, as one of your 
therapists, has these characteristics, interests, traits, 
etc., by making an X on the lines as in the examples below. 
Since your views may change, you will be asked to fill out 
this questionnaire a number of times during the course of 
your group therapy experience. 

NEVER 
Example A: Likes people I— 

ALWAYS 
#-1 

Example B: Shakes hands I-* I 

NEVER ALWAYS 
Is interested in me I...— ■ —. .I 

Discourages participation I—'...-.. ..-I 
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NEVER ALWAYS 

Offers suggestions and advice I-- -j 

Helps me express feelings I__ _j 

Encourages group to establish 
its own goals j— __j 

Is a friend j_ i 

Helps the group members get 
better j___ r 

Asks questions that help me 

understand myself I—_j 

Is an effective therapist I-—__ j 

Controls over-talkative members I—_  j 

I depend on him x- j 

Gives information l- - j 

Sees part of me as healthy _ j 

Helps me understand my actions I-.   j 

Helps me express anger I-_- _j 

Rejects me i- j 

Overcontrols the group x- j 

Helps me understand my feelings I—_ i 

Hinders my getting better I-___ j 

Comes to my assistance j- j 

Is the leader of the group x ——I 

Shows interest in me I_  _j 

Judges me j-_ j- 

Is concerned with feelings I—_  _x 
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NEVER ALWAYS 

Is active, speaks a great 
deal I-1 

Confronts me with my behavior I-1 

Has final authority in the 

group I .   I 

Is concerned with facts i—-»-1 

Keeps discussion meaningful I'------1 

3. Is the above therapist seeing you in individual 

treatment? 
Yes No 
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A COMMUNITY MENTAL HEALTH APPROACH 
IN A MILITARY SETTING 

Lewis H. Richmond 

Robert D. Wallace 

Luring the past decade all of us have witnessed the 
rapid growth of community mental health concepts and proprams 
in our society. Today we see the establish»«« o?.n ïnf 

creasing number of comprehensive mental health centers, in¬ 
creased government spending for mental health, inclusion of 
community mental health programs in psychiatric residency 

health?®* Postßrad^e fellowships in community mental 

in eh £?1-rununity ment:al health aPP1,oach has been present 

0« ïhat "íhery t 1?‘S time- Tiffa"y and point 
thè no Í c°naept °S preventive psychiatry has tenure in 
the U. S. Army (4). They indicate that "the idea of evalu- 

rlî?fra?h tr?dtl"g sold^rs in their own military community 

Th the.hosPltal" first implemented almost 50 
years ago. The primary mission of the military medical corps 
is the conservation of the fighting strength. This makes 
primary prevention the main goal. 

« . . inception, the Mental Hygiene Division at 
Lackland Air Force Base (hereafter referred to as MHD) has 

been involved in the community mental health movement. The 
MHD was started in 1953 to determine the suitability of basic 
trainees for duty in the Air Force. As time passed? other 

unctions were added. These included outpatient consultation 
and psychotherapy for personnel assigned to Lackland Air Foro 
Base, for officer trainees, and for trainees in cryptography 
and security police schools. Subsequently, outpatient psy¬ 

chotherapy was made available for dependents of Lackland Air 
force Base permanent party personnel. Recently we have as¬ 
sumed training and research functions as well. 

M^, yh® at Lack}and is part of the Directorate of Base 
Medical Services of Wilford Hall Hospital. The major Air 

Command is Air Force Systems Command. The staff of the larg¬ 
est MHD in the Air Force currently consists of four 
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psychiatrists, one psychologist, four social work officers 

an NCOIC, two psychiatric technicians, and two secretaries.’ 
The psychiatrists have a broader role than is usual in a 
community mental health program. The military requires a 

psychiatrist to make evaluations for medical discharges, be¬ 
havioral deviation, physical profile changes, court-martial 
actions, medical board actions, determinations of mental re¬ 

sponsibility, decisions for hospitalization, evaluations of 
suicide potential, security evaluations, and the dispensing 
of medication. However, each mental health professional, 
regardless of his particular specialty field, has a rela¬ 

tively free hand in evaJuating and decision-making because 
he must rapidly deal with large numbers of people. In ques¬ 

tionable or difficult evaluations where the course of action 
is unclear, consultation among staff members is the rule. 

Our staff is involved in frequent intragroup consulta¬ 
tion, education, and exchange of ideas. Our communications 
include a weekly intake conference at which new cases are 

discussed; a weekly professional conference at which inter- 
esting case reports or other items of interest are presented 

and discussed; a weekly seminar in basic behavioral sciences: 
and a weekly administrative conference. Occasionally out¬ 
side consultants participate in these meetings. Frequently, 
new ideas are brought back from outside conferences and work¬ 
shops which staff members attend. The junior officers are 
given supervision on a regularly scheduled basis by the se¬ 
nior staff r..embers. 3 

At this time we will detail the five parts of our 
mission. 

The first part of our mission is to provide consulta¬ 
tion and assistance to improve mental health and prevent 

psychiatric breakdown. Mental health not only implies the 

absence of disease, but it also implies stability and adapt¬ 
ability. Our approach emphasizes primary prevention by pro¬ 
viding consultation and support to all levels of command at 
Lackland Military Training Center. A representative of MHD 
attends the weekly meetings of the Basic Military Training 

School. These meetings are conducted by the School Commander 

and are attended by the commanders of the training squadrons. 
Here, policy is announced, problems are discussed, and group 
or individual interaction between the School and MHD personnel 
is encouraged. Since Lackland is a training center, the 

Training Instructor is a key person and in many ways is the 
caretaker described in the book by Caplan (1). Lach Training 
Instructor is responsible for approximately 40 to 60 trainees 
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at any given time. Seminars with the Training Instructors 

of the Basic Military Training School are conducted period¬ 
ically so that each instructor is involved in a four hour 
program each year. These seminars deal with the psychology 

of adolescence, the effect of stress within the training sit¬ 
uation, and the fundamentals of recognizing sources of po¬ 
tential trouble. In addition, we suggest program changes 

intended to prevent potential problems. Free discussion is 

encouraged and stimulated. Seminars are also conducted with 
newly assigned training instructors while they are under¬ 

going their own introductory courses in an attempt to famil¬ 
iarize them with the above-mentioned factors. 

The second part of our mission is to provide evaluation, 
immediate treatment, and assignment 01 discharge recommenda¬ 
tions on psychiatric disturbances arising or identified dur¬ 
ing military training. Here the emphasis is on secondary or 

tertiary prevention. Crisis intervention is frequently em¬ 
ployed. The individual who is referred to us comes after 
counseling has been attempted within his own squadron and 

when more professional help is indicated. He is seen on the 
day of referral since we maintain nc waiting list for person¬ 
nel in training status. Our orientation is to retain person¬ 
nel for further military duty if at all possible. Many times 

a definitive disposition is not made on the first evaluation. 
When there is much evidence of difficulty that will preclude 

successful adaptation, we make an appropriate recommendation 
for either medical or administrative separation. If it is 
felt that brief therapy or counseling is indicated, we will 

pursue this course. In addition, we do psychodiagnostic 
testing when indicated as part of the evaluation. . At present 
we also conduct group therapy with basic trainees in an 

attempt to salvage them for further duty. We suspect, though 
we are still in the evaluating phase, that the group therapy 

provides the symptomatic trainee with the supportive experi¬ 
ence of seeing others with similar problems and the support¬ 
ive feeling of group solidarity and identification. Even 
after men are recommended for discharge, we continue to be 
involved by sending teams to the discharge barracks to dis¬ 
cuss problems occurring during discharge pro'.essing and to 
discuss problems of readjusting to civilian _ife. 

To understand the community which they serve, newly 
assigned MHD officers initially spend time in the training 
situation. They tour various areas of the training school 
and observe flights in training. Hopefully, this results in 
a better understanding of the community from which symptoms 
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may arise and a better relationship between the staff of the 
Clinic and the Basic Military Training School. 

The third part of our mission is to provide consulta¬ 
tion and support to all agencies concerned with evaluation 

and assignment of personnel into nuclear, security, and other 
sensitive military positions. The MHD was quite active in 
contributing to the initiation and support of the Special 
Assessment Unit which performs evaluations for these job 

placements. We now conduct biweekly seminars with the Special 
Assessment Unit personnel and see their referrals. We also 
hold seminars with the Air Police officers to assist them in 

handling security problems. In addition, we receive referrals 
from the Flight Surgeon's Office on personnel who come under 
the Human Reliability Program. 

The fourth part of our mission is to provide psychiatric 
outpatient diagnostic and treatment services to personnel 
assigned to Lackland Air Force Base and to their adult depen¬ 
dents. Here we employ various treatment technics including 
individual, family, and group treatment; marital counseling; 
and environmental manipulation. More recently, unit group 

consultation (3) has been used with permanent party personnel. 
This community mental health technic consists of MHD involve¬ 
ment with a group containing the nominal patient, a peer, 

and key personnel in the patient's environment. This is akin 
to family crisis intervention. 

The final part of our mission is to participate with 
the Department of Psychiatry, Wilford Hall USAF Hospital, in 
programs of psychiatric training and research. We enjoy a 
mutually beneficial working relationship with the staff of 

the psychiatric department. The third-year residents rotate 
through the MHD for their community mental health training. 
In addition, we give individual supervision to other resi¬ 
dents and at times present at the departmental conferences. 
We use the hospital inpatient facilities when necessary. 
From our contacts with the staff of the psychiatric depart¬ 
ment and their consultants, our professional knowledge 
increases. 

We have an active research program at MHD. Current 
projects include a study on the effect of imipramine in 

treating enuresis, a study on the incidence of suicide ges¬ 
tures among basic trainees, and a study of the psychiatric 

and psychologic characteristics of narcoleptics. 
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. W? involved in other aspects of our immediate com¬ 
munity including lecturing to newly assigned interns about 

mental health and participating in discussions with the base 
legal officers concerning problems mutual to psychiatry and 

the law. We have extended our contacts within the community 
at large to include holding exchange seminars with Army per¬ 
sonnel from the Mental Hygiene Consultation Service at Fort 
Sam Houston and to holding office in the county professional 
societies. 

We would now like to illustrate statistically some 
practical aspects of our community mental health approach. 

We hypothesized that as mental health personnel became more 
active in dealing with the community at large and particularly 
in practicing primary prevention, the referral rate for symp¬ 
tomatic individuals would decrease. Our figures reveal that 
the referral rate of basic trainees to MHD since fiscal year 
1960 has generally decreased (table 1). The figures show a 

marked decrease beginning in fiscal year 1966 when the re¬ 
ferral rate dropped by approximately 50 percent. Our find¬ 
ings reveal further that the number of basic trainees who 

were eliminated from the Air Force for administrative reasons 
decreased similarly (table II). Based on this decrease in 

separation rates, it is estimated that 6,360 basic trainees 
were retained who would have previously been discharged from 
the service during fiscal years 1966 and 1967 (table III). 

TABLU I 

Referral rate of basic trainees to MHD 

Fiscal year Number of basic trainees referred 
to MHD per 1000 input 

1960 
1961 

1962 
1963 
1964 

1965 
1966 
1967 

79.40 
57.63 

49.70 
52.41 
49.41 

42.13 
19.92 
24.07 
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TADLE II 

Administrative separation rate of basic trainees 

Fiscal year Administrative separations of 
basic trainees per 1000 input 

1962 

1963 
1964 

1965 
1966 
1967 

43.96 

46.93 
42.73 
37.32 
15.04 

18.30 

There are several factors that should be considered in 
attempting to explain the above findings. 

!• The rate changes coincided in time with an increased 
attempt by the MHD staff and personnel of the 3720th Basic 
Military School to have the latter become more actively in¬ 
volved in recognizing and dealing with problem trainees prior 
to routinely sending them for evaluation at the MHD. When 
training personnel were asked for their explanation for the 
above figures, they responded that the mutually beneficial 

relationship between MHD and the School was responsible. They 
particularly cited our program which familiarizes training 
instructors with the preventive approach and the School's 
indoctrination of newly assigned MHD personnel in the basic 
training environment. 

2. Another possible factor involved is our increased 
treatment program. The average number of visits per basic 
trainee to MHD has increased from 1.2 in fiscal year 1965 to 
2.0 in fiscal year 1967 to 3.8 for the first portion of fiscal 

year 1968. Associated with this has been an increase in the 
number of field and phone contacts between MHD and the Basic 
Training School. 

3. An argument could be raised that the lowered re¬ 
ferral and discharge rates mean the trainees successfully 
complete basic training only to be eliminated at a later 

date. However, figures reveal that the overall number of in¬ 
voluntary discharges among the enlisted personnel in the Air 

49 



. 



T 

Force after completion of basic training has pro¿rt;saively 
decreased with the mos: significant decrease again being re> 
fleeted in fiscal year 1966 (table IV). 

4. Another question that might be raised is that there 
is increased motivation among basic trainees co make a suc¬ 

cessful adaptation in the Air Force in order to avoid dis¬ 
charge, and subsequently, the draft which would increase 
their chances of being sent to Vietnam. This remains a matter 
for conjecture. 

5. Another factor affecting the discharge rate may be 
that the educational standards for enlistment have increased 
during recent years. Past studies have shown that high 
school graduates have a higher completion rate in basic train¬ 
ing than non-high school graduates (2). Indeed, there has 
been a definite increase during recent years ir the percent¬ 
age of basic trainees who have completed high school prior to 
entering the military. However, when discharge rates of high 
school graduates during the past two years are compared with 
those of high school graduates of prior years, there is a 
greater than 50 percent decrease (table V). There also has 

been a similar decrease in the discharge rate among non-high 
school graduates. Thus, increased educational standards do 
not solely explain the overall decreased discharge rate. 

TABLE IV 

Involuntary discharge rate after basic training 

Fiscal year Air Force-wide involuntary discharges 

(non date-of-separation discharges) 
among enlisted personnel 

after completion of basic training 

1958 
1961 
1962 
1963 
1964 

1965 
1966 
1967 

20,000 
14,880 
12,770 
12,574 

11,357 

11,059 
6,913 
6,491 





«
 

Despite the many possible explanations for the de- 
oreased referral and discharge rates, we think tnat a sig¬ 

nificant factor is the expansion of community mental health 

tn?° A^r Force Psychiatric programs not only in 
basic training but also throughout the airman's military 
caree r»- * 

8'immar>’» a report has been presented of the activ- 
ities of the Mental Hygiene Division at Lacxland Air Force 
Base. The community mental health model has been used as a 

basis for its operation with particular emphasis on preven- 

î™\E8y try- “e haVe «“»P«“ « .hoi th.t by increas- 
g the awareness and competency of environmental caretakers 

nrob?lrnïh h®®lth personnel in dealing with environmental 
problems, there results less emotional morbidity requirine 
professional handiing. An attempt has been made to explain 
the decreased discharge rate of Air Force basic trainees. 

health aPPr0aCh appears to ^tribute 
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A CHAP CHILD GUIDANCE CLINIC IN A USAF HOSPITAL 

Carl M. Pfeifer 

There are presently six programs in the Air Force wholly 
or partially sponsored by CHAP (Children Have A Potential) 
which provide some form of psychiatric aid to minor depen¬ 

dents of Air Force personnel. These programs are located at 
Keesler AFB, Mississippi; Andrews AFB, Maryland; Clark AFB, 

Philippine Islands; Lakenheath AFB# England; USAF Hospital, 
Wiesbaden, Germany; and Wxlford Hall Hospital, Lackland AFB, 
Texas. These programs differ considerably in their structure, 
mode of operation, and range of service. This paper is a re¬ 
port about the structure, function, and program of certain 
aspects of the Wilford Hall CHAP Child Guidance Clinic dur¬ 
ing its first 18 months of operation. 

The Air Force has recognized for many years the need 
and desirability of providing comprehensive medical care for 
dependents including the full range of medical care for chil¬ 
dren (in using the term children, I am actually referring to 
children, adolescents, and their families). Most of the 
medical care provided has been rather comprehensive, however 
psychiatric aid for children has generally lagged far behind 
other medical care. This situation essentially is no dif¬ 
ferent than in the civilian community. 

San Antonio is a rather large military community with 
4 Air Force bases and an Army post located in the immediate 
San Antonio area. Tne number of military personnel attached 
to tiñese bases is estimated to be over 50,000. In addition, 

San Ar.tonio has about 15,000 retired military personnel en¬ 
titled to medical care. Thus, in the immediate San Antonio 
area there are at least 65,000 military personnel to be served 
by the medical facilities. The number of minor dependents 
(under 17) of these personnel is not known, but if a very 
conservative estimate of one child per military person is 
used as a basis for estimating the number, this would mean 
that there are at least 65,000 children who are eligible for 
medical care in San Antonio. In the civilian community, it 
is estimated that 6 to 12 percent of the child population 

is in need of psychiatric care. In addition, no less than 
10 percent of the children in school have significant 



educational problems, and emotional factors are often an 

important variable to be assessed in evaluating these learn¬ 
ing problems. If 10 percent is used as the minimum number 

of mnÍÍ611 £ee?w8 P®yci!iatric helPi at least 6,500 children 
of military families in San Antonio are in need of psychiat¬ 
ric help at the present time. Y 

Since San Antonio has had only one child guidance 

8®rve the entire community, now numbering over 
700,000, the Department of Psychiatry at Wilford Hall Hos¬ 
pital has attempted to provide psychiatric aid to children 

?QcCWere i”neef of 3uch care* r°r several years prior to 
1966, psychiatrists, psychologists, and social workers sta¬ 
tioned at Wilford Hall Hospital who had training or inter¬ 
est in children saw some of these children. However this 

rather informal setup was clearly insufficient to meet the 

need, and in April 1966, under the initiative of Major Daniel 
Anderson, a military child psychiatrist, and with the support 

of Colonel Martin Giffen. Chairman of the Department of Psy- 

Hal1» a f0rraal child Stance program was 
estabiished. This program, known as the CHAP (Children Have 
A Potential) Child Guidance Clinic, was a cooperative effort 

DePartment Psychiatry, Wilford Hall Hospital, 
the CHAP Program of the Air Force, and the Air Force Aid 

Society. The CHAP Office, with funds from the Air Force Aid 
Society, agreed to provide salaries to hire three civilian 
social workers, one civilian psychologist, and two secre- 

Department of Psychiatry provided a military 
child psychiatrist who would act as director of the clinic 

and the physical plant within which the guidance clinic would 
operate. These agreements culminated in the opening of the 
Wilford Hall CHAP Child Guidance Clinic in April 1966. 

Major Anderson, the man primarily responsible for the for- 

clinfc» was its director until his retirement 
from the Air Force in June 1967. 

THE TREATMENT PROGRAh 

As in the civilian community, it has become clear that 
the need for psychiatric care for military children is so 

large that a clinic such as ours could not provide complete 
help to everyone in need. Therefore, it was decided that as 
a minimum goal, we would try to provide diagnostic and con¬ 
sultation service to all of the children in need of such 

care if possible. It seemed that this degree of help should 

be available regardless of the future ability of the clinic 
to treat all of these children and/or their families. A 
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corollary to this was our attempt to find a way to avoid the 
long waiting periods of two, four, or six months so common 
to child guidance clinics throughout the country. 

With these two goals in mind, an intake procedure at 
the clinic has been established which allows a child to be 
seen within two to four weeks after application and to have 

a diagnostic evaluation completed, in most cases, within one 
month of the child's first appointment. Because we think 

that the ability to see children within this relatively brief 
period after application may provide a model for other bases, 
and considering the formation of a child guidance clinic in 
dealing with the extensive demands that inevitably will be 
placed on such a clinic, I wish to take a few minutes to 
describe the intake procedure used at the CHAP Clinic. 

After the initial contact is made with the clinic re¬ 
garding the child, whether this be from the school, the par¬ 
ents , another medical facility, or any other source, the 

parents are contacted by our clinic and asked to complete two 
forms. The first of these is an introductory form that re¬ 

quests a description of the presenting problems of the child 
as well as various demographic data such as the child's age, 
birthdate, school, and grade; the family composition; the 
father's age, rank, job, and education; the mother's age, 
education, previous marriages, etc. The second form is a 
developmental check sheet. This covers topics such as the 
history of the birth and delivery; motor, language, percep¬ 
tual, psychosexual landmarks and deviations, etc. Areas of 

deviancy indicated on these forms are explored in greater 
detail during the formal history taking. We find the use of 
these forms can be quite time saving for the historian in 
gathering certain "routine" factual data. In addition, a 
letter requesting information from the school is either given 
directly to the parents or mailed to the school. 

When the two forms and school report are completed and 
returned to the clinic, the case is then reviewed in a weekly 
intake-screening conference attended by the director of the 
clinic, the chief social worker, and the administrative assis¬ 
tant of the clinic. With the information provided from the 
two forms, the school report and the original referral, we 

have found it possible to make a decision in a very brief 

time period (90 percent of the referrals) as to what further 
action should be taken by us. An interesting sidelight in 
the use of this procedure has been the ability to separate 

out the "unmotivated" parents who do not proceed beyond the 
initial referral from those who will continue through the 



evaluation. For example, in the past four months, the clinic 
has received 40 to 60 referrals a month. However, only 50 
to 60 percent of the parents of thess children actually go 

as far as to fill out the forms and return them to the clinic. 
t is only at this point that the case is considered to be 

active. Of those parents who proceed this far, an exceeding» 
ly high percentage (close to 95 percent) follow through with 
the complete evaluation process. At the intake-screening 
conference about 75 percent of the referrals are scheduled 
for a complete social history followed by psychiatric eval¬ 
uation by a psychiatrist. The decision as to whether psycho¬ 
logic testing should be done is made after the child has been 
seen by the psychiatrist. About 60 to 70 percent of the 

children who are seen by the psychiatrist subsequently have 
psychologic testing. Approximately 10 percent of the refer¬ 
rals are scheduled for only psychologic testing at the time 
of the intake-screening conference. These are mostly chil¬ 
dren in whom there is a very high suspicion of mental retar¬ 

dation or who need testing for special education classes. 
Thus, about 60 percent of the children seen in the Unie 

are tested. The remaining 10 to 15 percent of the referrals 
are referred to another agency or referred to another medical 
uepartment such as neurology, scheduled for an exploratory 
interview with the social worker to clarify the nature of the 

referral, or occasionally, rejected as not needing a psychi¬ 
atric evaluation. The advantage of such an intake-screening 
conference at this stage in the family's contact with the 
clinic is that in a one to two hour period a week, decisions 

about most of the cases referred to the clinic can be satis¬ 
factorily made. This saves considerable professional and 
administrative time that can be used more productively. 

After the intake conference the parents are scheduled, 
usually within two weeks, for their first appointment for 

a history. This appointment is usually with the social worker 
but occasionally with the psychiatrist. The following week 
the child is seen by a psychiatrist. If the psychiatrist 
thinks that psychologic testing is needed, the testing will 
be carried out the following week. In some instances the 

history, psychologic testing, and a psychiatric interview 
are all done on the same day. Other consultations that may 
be indicated, such as a neurologic or pediatric examination, 
may also be obtained by the psychiatrist. However, since 
these evaluations are done in other clinics, they usually 

take somewhat longer than psychologic testing which is done 
within the CHAP Clinic. One of the advantages of having the 
psychiatrist examine each child is that he can often perform 
many of these other medical procedures himself and thereby 
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limit the number of consultations for these children who 
clearly need to be examined by another specialist. As should 

be evident, the procedure used in our clinic clearly makes 
the psychiatrist the general "case manager" throughout the 

diagnostic process. This is based on my belief that the cor¬ 
relation between symptomatology, developmental and social 
history, and psychologic testing with the findings by the 
psychiatrist on direct examination of the child is often quite 
poor. Therefore, if the psychiatrist functions in the rola 

of a "consultent" and attempts to reach a formulation only 
on the basis of the data and impressions gathered by other 
disciplines, his formulation will often be inaccurate. If 

on the other hand the psychiatrist should choose to see the 
child after a conference where the other team members pre¬ 
sent their findings, then, it seems tc me, this premature 
conference has been a poor use of his t*rrve. In addition, 

psychologic testing is most valuable when the psychiatrist, 
on the basis of his examination of the child, can ask for 
clarification of certain specific areas by the psychologist 
rather than the frequent vague request of "Please do psy¬ 
chologic testing." Further, I believe the child psychiatrist 
should be in this central case-manager role because his train¬ 

ing and experience probably makes him the member of the team 
most able to integrate findings from such diverse fields as 
pediatrics, neurology, speech, psychology, social work, and 

education. In the CHAP Clinic, 90 percent of the children 
evaluated are examined by the psychiatrist. This, of course, 
means that the number of children who can be evaluated is 
limited by the time available by the psychiatrists. Presently 

we are able to see about six children a week for complete 
evaluations or approximately 250 to 300 a year. In addition, 
approximately 50 children yearly are seen for psychologic 
testing only. 

Besides the children who go through this more "formal" 

diagnostic process, other evaluations are performed outside 
of this structured routine procedure. The Department of 
Pediatrics and the CHAP Clinic hold a weekly behavior clinic 
in the pediatric department. Here, interns and residents in 
pediatrics present two cases each week to a staff member from 
the CHAP Clinic. The attempt here is to help these interns 
and residents manage these cases within the framework of the 
pediatric outpatient clinic. Some of these cases are eventu¬ 
ally referred to the CHAP Clinic for more extensive psychi¬ 

atric evaluation. Finally, psychiatric evaluations are 
carried out on an inpatient consultation basis and as emer¬ 

gencies. Interestingly the number of genuine emergencies 



referred to our clinic has been relatively low and probably 
does not nuniber over 25 per year. * ^ 

After the evaluative process has been completed, as 
determined by the psychiatrist, the members of the clinic 

fînîf participated in the evaluation review their 

lation*“ nHth the cllnic director, reach a diagnostic fonnu- 
r ^ 6 reconunendations. The recommendations may 

be divided for the 8ake of 9iraplicityf into those casesay 

' outpatient psychiatric treatment seems 
indicated, a recommendation made in about 60 to 70 percent 

™tn^CT?KÍn the,CHAP CUnic* and those cñ8es inwhich 
outpatient therapy is not indicated. This latter category 

D^ÎoÎoLthüV f*n,and familie8 Where no signifiant 
P nolofey has been found and which runs as high as 10 to 15 

£hoCaM*f«ltSr0ÍnClHdeVn ?hÍS cate8°ry are tho»e children 
felt to need primarily special education and those 

children with whom outpatient care is considerad to be in¬ 
sufficient and for whom we recommend placement in some spe- 
c*al setting such as in a residential treatment center, a 
state hospital, special schools, etc. 

<=„, J!!® ^®e8t grouP of children and families, however, 
fall into the category of those we believe need and can 

benefit from outpatient treatment. Based on the policy of 
trying to provide services for as many children in the mil- 

níST COrrÍH 30 S'OSsib1«» w® have undentakan to limit the 
umber of children who we will see in long-term individual 

« hiÜxiratTnt modality* which is the traditional 
pproach in child guidance clinics, leads to a small number 

of children receiving intensive individual therapy and very 
rapidly depletes the professional staff time available to do 

Lh“V“^0th,r Childr tr..;«”“0 
are left to fend for themselves while a small number re- 
ceive treatment.for one, two, or even three years. In the 

Hilford Hall CHAP Clinic, we have chosen to ïimit the n^aber 

i6®" i? l0ng“terTn fharapy to about 1/3 of our poten- 

l0ad* °f thi8 1/3‘ 20 to 25 percent 
of the children are seen individually while their parents 
receive casework counseling, and the remainder are seen in 

îhe8CHArcÎiiîcyith<,raPy' ï™! ?*j0rity of the f^-tment in the CHAP Clinic is presently being undertaken in an explor- 
atory, e^riment*1 vein in an attempt to find ways to best 
eet the great demand upon the clinic while still providina 

good treatment. We have become quite interested in family* 

therapy as a major treatment approach and have recently under¬ 
taken an experimental project in brief family therapy/ Close 



to 50 percent of therapy in the clinic will be treated under 
the auspices of this brief family therapy project. 

The families selected for this project, at the end of 
the diagnostic process , are told that the problems being dis¬ 
played by the child are actually problems that involve the 
entire family. We suggest that the family come into the 
clinic as a family to discuss these cifficulties and ways of 
solving them with one of our staff members. The family is 

then scheduled for two introductory sessions with the thera¬ 

pist. The purpose of these initial two sessions is to gather 
historical material oriented specifically toward the family 
system, to reach a family diagnosis, to expose the family to 

this modality of treatment, and to finally assess whether it 
is possible to work with the family in this mcnner. If at 

the end of these two sessions the therapist and the family 

can jointly reach an agreement that these sessions seem to 
be potentially valuable, the family sessions may continue 

for six to eight more weeks. It is obvious that many of the 
problems presented cannot be completely resolved in this 
brief period of time. However, we think that often more 
progress can be made in brief periods of time than has for¬ 
merly been thought. We are interested in knowing in how 
many and in what kind of cases significant progress or even 
resolution of difficulties can be made in this period. A 
number of alternatives are available following these eight 

to ton sessions. The family and therapist may jointly choose 
to terminate at this point. Some of the families who are 
only starting to become involved may be interested in con¬ 
tinuing therapy. We are considering the possibility of using 
more traditional group therapy at this point, particularly 
for adolescents and parents. Some families may be referred 
to private therapists in the community after this beginning. 
Hopefully, these families would be more involved than had 
they not had. some family tnerapy. Some families may choose 
to maintain contacts with the clinic on a less intensive 
basis. This whole project, as I hope is clear, is purely 
«xperimental at this point. Under present plans, we expect 
to be able to see between 75 to 100 families in this project 
over the course of the next year. We hope to be able to 
report the results of this project at a future date. 

Other treatment modalities being used in the clinic at 
present include group therapy of adolescents, behavior ther- 
apy, parent counseling, a medication clinic, and a short-term 
group for parents of brain damaged children. 
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Specifically then, the residents, during their rotation 
through the CHAP Clinic, see one to two children per week for 

diagnostic evaluation. Each case that they see is supervised 
by a staff psychiatrist. They help in answering emergency 
consultations, and they run the "medication clinic" for a 
three month period in order to learn how to administer psy¬ 
chotropic drugs to children. They are exposed to the use of 

psychologic testing with children and to learning disorders 
that are so frequently sent r.o the psychiatrist. In addition, 
they carry a small number of cases in treatment employing both 
individual and family therapy. They are encouraged to carry 

at least one of their treatment cases on into their third 
year with continued supervision. For any resident who is 
interested, an opportunity to run an adolescent group is made 
available toward the end of his rotation, and the group is 
continued into his third year during which time he may attend 
a seminar on adolescent group therapy. 

Seminars are held throughout the year for both the res¬ 
idents and clinic staff and include a weekly case conference 
and a weekly seminar on family therapy. A 10-week lecture 
series on basic concepts in child psychiatry is held during 
the residents initial three-month period in the clinic deal¬ 
ing with such topics as nosology in child psychiatry, inter¬ 
view technics, drag therapy, and community psychiatry. A 
literature semi.,ar on basic readings in child psychiatry is 
held weekly from January through June. Experience and train¬ 
ing for several other professionals is being provided in the 
CHAP Clinic. At present, one military social worker is work¬ 
ing a day and a naif in the clinic. A second-year student 
from the local school of social work is spending five months 
full time in the clinic, and one of the staff psychiatrists 
is in the clinic about eight or nine hours per week. 

CONCLUSIONS 

In the remaining few minutes I would like to offer a 

few observations from my six months of work in the CHAP Clin¬ 
ic with children of military personnel. First, the types of 

problems seen in our clinic do not seem to differ signifi¬ 
cantly from problems presented in civilian child guidance 

clinics dealing predominantly with middle class populations. 
Secondly, the absence of the father because of a remote 
assignment or for a prolonged period not infrequently pre¬ 
cipitates behavior in one of the children that results in a 
referral to our clinic. This seems more the final straw in 
children or mothers who are already vulnerable. Thirdly, it 
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IMPROVING THE MANAGEMENT OF CHILDREN BY 
GROUP BEHAVIOR THERAPY OF THEIR PARENTS 

Wallace Bloom 

Ayllon and Michael (1) report an approach using group 
behavior therapy of parents in assisting them in becoming 
more «««ctive with their children. The author, presently 
a staff member of the CHAP Clinic at Wilford Hall Hospital, 
had previously used a technic to help parents with child 

rearing problems and was selected as the therapist for the 
pilot program, initiated and reported here, to work with 

parent groups whose children had similar problems. Meetings 

pIren?fo?Ulh> MeeklLat fOV 8ÍX t0 ei«ht weeks- Parents of children identified as "minimal brain injured" 
(MB!) were thought to need help initially because many of 

these children often had poor impulse control. The therapy 
goal was to help the parents learn and practice more effec- 

Way? aolvinß their own problems in the management of 
their children. 

METHOD 

Subjects 

Four sets of parents with "minimal brain injured" (MBI) 
children were selected for the pilot group. Included in the 
study was one girl and three boys ranging in age from 7 to 
10 years. * 

Procedures 

1. The therapist reviewed the causes of MBI and dis¬ 
cussed associated behavior problems at the first group meeting. 

2. Each parent liste'1 two things the child was doing 
or not doirg that annoyed tar» parent most. 

3. Lists were discussed and variour behavior modiFi- 
cation technics were explained. 
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Both parents agreed to show more affection by some cuddling 

and sitting with her. At the seventh meeting they stated 
the child had responded to personal attention and physical 
contacts (hugs, walks hand in hand, etc.), was finding her 

own shoes, had received the lipstick, school grades had im¬ 

proved, and hyperactivity decreased. She is doing homework 
and reading on her own, voluntarily assisted in a home paint¬ 
ing chore, and her weight had decreased. Father had curtailed 
teasing her by calling her "lumpy," and the new goal was to 
improve personal grooming. 

Child B was a 7-year-old boy who had tantrums in 
connection with tooth brushing. His program let him earn 
pennies for each brushing except for morning brushings which 
had been exempted from the initial plan. He began to brush 

without complaints regarding the taste of toothpaste. His 
father also instituted a fixed interval reward (25 cents 

allowance for weekly chores) and noticed subsequent changes 
in general Behavior (less tantrums and more verbal communi¬ 
cations). Mother learned that the boy f^-lt he didn't get 
a chance to talk with his parents. Later the mother reported 
difficulty in getting him to come to the table when called, 
not eating properly, and leaving food. Discussion indicated 
that repeated meal calls may have built up tension, and the 
parents agreed to let him pay a penny for each additional 
time he had to be called for meals. After paying three pen¬ 
nies in one week for the extra calls, these were no longer 
required. Since the meals are begun under less tension, the 
boy has been eating better and more pleasant social inter¬ 
action is evidenced during the meals. School behavior was 
said to have improved. 

Child C was a 7 1/2-year-old boy who usually (3 out of 
5 times) failed to bring home books and homework from school. 
Given a chance to color in a section of a picture of a toy 

he wanted, and receiving the toy when all sections wnre col¬ 
ored, he achieved success. His parents learned that several 
times in the past when he had brought papers home they had 
buen too busy to review them. Generalisation of behavior was 
also evidenced by his finally learning to tie his own shoe 
laces. At the fifth meeting, it was brought out that this 

chi’d was picking at the skin around his nails, particularly 
when watching TV, and it was proposed he be given something 
to hold to do things with. The child was given a TV guide 

to look at and picking ceased. By the last meeting this boy 
was bringing home moximum grades on his school papers and was 
taking pride in this. 
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The program for child D, a 10-year-old who frequently 

time°homl* 1"ClUd*d a °ne hour daily observation time at home with 12 random observations. Scoring was by the 
parent dropping a marble into either a can (failure for chew¬ 
ing) or jar (success for not chewxng) following each obser¬ 
vation. At the weekly payoff, four earned marbles added one 
"îhV?. allOWance* Jhe moth«r cited the boy as claiming 
J“* f* Softest thing since bubble gum." Some improve- 

i” 0n* Week* Father later brought home 
Í ! S*^ r variable Periods, and he scored per¬ 

formance Vhen the signal sounded. Mother claimed the boy'was 
removing his hands when the signal sounded rather than keeo- 
ing them away from his mouth. Father replied that his fingers 
Ar f? chewed, and this project was temporarily suspended. 
Attention was shifted to the child's picking up thingsthat 
¿Z* r t0 «T*- He ““ to giv. th. ™‘.y h. 
found at school to the teacher, and if it were not claimed, 

eventually to charity. Formerly he gave it to 
Ciíüí PrÍOr t0 th* last meeting. the school prin¬ 
cipal told the parents about noticeable improvement in their 
son s behavior. The parents noted a decrease in the number 
îvL ï«ng8 he Plcked UP both at school and in the neighborhood. 
The boy seemed very restless and under great tension while 
indoors during recent rainy days. Review of the medication 
program and consideration for further treatment are in proii- 
ress as the child is both educably retarded and brain injured. 

DISCUSSION 

of 0f interest than changes in the behavior 
PrlÓ£\?íh. “*rrch‘,ng<'s in «••• t.h.vioi of th. parants. 
Pr.or to the group therapy, these parents had frequently re¬ 
sponded to their children's maladaptive or disruptive behav- 

."■dÎLse8£V' Physical pSnLLntT 

, i* P' knowledge and experience that parents gained 
with behavior modification technics had broadened their 
choices of responses when dealing with initially selected 
and other presented problems. 

f*. ^eussions of differences between what motners and 
reported as the two most annoying be- 

°f^h*ir childr*n had increased effective conmun- 
lcation between spouses and new insights were acquired. 
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3. Inclusion of the child in a "behavior contract" 
had improved communications and understanding between child 
and parents. 

4. Reported activities of parents were socially re¬ 
inforced by comments of other group members as well as by 
the therapist. 

5. The initial success children had in modifying their 
actions under the "behavior contract" led to improved self- 
control and more appropriate behavior in other situations and 

seemed to lead to more positive self-concepts and feelings 
of adequacy. 

Other observations and findings were that the trial 
twc-week period between meetings slowed down the therapeutic 
action according to comments of the participants who pre¬ 
ferred weekly meetings. Sustained treatment in the form of 

a few "carry-over monthly meetings" after conclusion of the 
last scheduled meeting was requested by the participants. 
Inclusion of the parents of a child who was retarded as well 

as "minimal brain injured" with parents whose children were 
not retarded led to some reluctance on their part in dis¬ 
cussion of the additionally handicapping factor and its im¬ 
plications. The Hawthorne or placebo effects of any change 
in the situation had to be carefully discussed to temper 
premature jubilation concerning initial results. Further 

research will be done to ascertain the stability and direc¬ 
tion of reported behavior changes. 

CONCLUSIONS 

The initial findings suggest that group behavior therapy 
with parents can be an effective method of treatment for im¬ 
proving the management and the behavior of some children. 
The brain injured children, perhaps even more than typical 
children, needed and responded favoiably to the consistency 
of parents' behavior and to structired, stable situations. 
They modified their behavior as a consequence of thw results 
of that behavior. In psychodynamic terms, there havo been 

probable increases in their ego-strengths and self-concepts 
from having been successful in heir projects while in a 
psychosocial context, the social interactions between family 
members have improved. 
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THE DEFINITIVE CARE UNIT: 
A NEW APPROACH TO AN OLD PROBLEM 

Jerry Plummer 

This paper is being presented for a twofold purpose: 
(1) to describe the development and operation of a new treat¬ 
ment program within the Department of Psychiatry at Travis 
Air Force Base, and (2) to focus attention upon the need of 
the Air Force to provide tangible services to persons being 
medically discharged from its ranks. 

RATIONALE 

Throughout the Air Force system, and indeed throughout 
the entire military system, numerous persons are medically 
discharged each year. In fiscal year 1966, 5,545 airmen were 
medically separated with and without severance pay (1). At 
Travis Air Force Base alone, 818 airmen (Thirty patients were 
excluded due to uncertainty of disposition at the time of 
record review.) were discharged for medical reasonsi of that 
number, 146 or 17.8 percent were medically separated from the 
service for psychiatric reasons (4). This number may seem 
unusually large, but it is tempered by the fact that Travis 
Air Force Base is the referral center for psychiatric casual¬ 
ties from ten western states. In addition, it receives a 

great proportion of those psychiatric casualties air-evacuated 
from outside the Continental United States. In 1966, a total 
of 514 persons were admitted as inpatients to the Department 
of Psychiatry at Travis Air Force Base; from January 1967 to 

10 December 1967, 492 patients had been admitted, an average 
of 44 patients per month (3). 

Many, if not roost of these persons, enter the Depart¬ 
ment of Psychiatry at David Grant USAF Hospital unaware that 
their mental condition will necessitate discharge from the 
service. It is not surprising then that they are shocked, 

and perhaps immobilized, when confronted with this fact. As 
the patient, or for all practical purposes the civilian and 
•x-airman, becomes able to incorporate this into his world of 
reality, he finds himself face-to-face with an unyielding wall 
of realistic questions—"What happens now? Where do I go? 
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What do I do?" And for a person in this position, these are 
appropriate questions to ask—indeed, what does he do? Where 

'ill he go? 

Traditionally, the patient has been left to decide 

basically for himself. This is not to say that the medical 
personnel associated with the patient are not concerned with 
what becomes of him after hospitalization and discharge. 

Certainly each of us in the helping professions like to think 
of ourselves as being concerned with the totality of the pa¬ 
tient, not only with his here and now, but with his before 
and after as well. Within the Department of Psychiatry at 
Travis, this concern was reflected in the activ« treatment 
program, one which we felt to be outstanding in the Air Torce 
system. Yet, within the confines of this therapeutic com¬ 

munity, one lack was observed which consistently implicated 
the needs of the patient being medically separated. 

<o 

It was this idea of what becomes of the patient follow¬ 
ing discharge, concern over the question of "What does he do 
now?" and perhaps our own need to offer more, that provided 
the initial impetus for the formation of what we have termed 
the "Definitive Care Unit." This new unit was not conceived 
as an isolated program, for to function effectively it would 
require communication with, and the cooperation of, every 
staff member. The Definitive Care Unit became, then, but one 
important extension of the entire psychiatric effort. 

METHOD 

The Definitive Care Unit, referred to as the DCU, was 

initiated in January 1967. From its inception, the DCU was 
conceptualized as a program for patients being medically 
separated from the Air Force for psychiatric reasons. Con¬ 

sequently, those patients for whom a VA bed was anticipated 
were not accepted, nor were those persons oeing released from 
the service under the provision of AFM 39-12. Additionally, 
a patient was required to have a level 5 or 6 in accordance 
with the level system employed within the Department of Psy¬ 
chiatry which reflected an increased potential for responsi¬ 
bility from level 1 through 6. Weekly meetings were held 
with each ward psychiatrist to determine if he had patients 
appropriate for referral. Referred patients were then trans¬ 
ferred to the Definitive Care Unit and interviewed by either 

the author or the wardmaater. At this time, the patient was 
asked to complete an entry questionnaire consisting of ques¬ 
tions pertaining to reasons for hospitalization, disposition. 
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and future plans. In addition, a questionnaire was completed 
by the patient at discharge to assess growth, final plans for 
the future, and patient suggestions for program improvement. 

IMPIXKLNTATION OF THE PROGRAM 

One of the major problems encountered from the begin¬ 
ning was the need for clarification of roles and delineation 
of responsibility primarily between the ward psychiatrists 
and the psychiatric social worker in charge of the unit. For 
instance, who was to make the decision for corrective action 
in the event of patient acting out? Who was responsible for 
approval of passes and leaves? And, who was to enter the 

required progress notes on DCU patients? Required clarifica¬ 
tion came about through personal contact with the physicians 
and frequent staff conferences, each motivated by staff mem¬ 

bers' interest in seeing the unit function effectively. Grad¬ 
ually a familiar policy was formulated in which the person in 
most contact with the patient assumed the responsibility, in 
this instance, the psychiatric social worker. 

Prior to its inception, the physical area the DCU ; ow 
employs was utilized as a holding ward for patients awaiting 

aiirainistrative processing of thair paper work. They were 
permitted essentially to come and go as they wished providing 
they adhered to basic hospital regulations. With such a com¬ 
fortable situation, it was not surprising that we met with 

initial hostility and resistance to the implementation of the 
first DCU program, the reinstituting of group therapy on a 

three-time per week basis with a psychiatric social worker as 
primary therapist. In addition, the wardmaster met with the 
patient two times per week to discuss administrative problems, 
complaints, etc. Group process, in which the patients began 

to discuss their collective problems and attempt to formulate 
answers, became and has continued to be the primary therapeu¬ 
tic tool within the DCU. 

In addition to the many real problems discussed within 
the group involving getting resettled, the majority of the 
patients were faced with a special decision—deciding who to 
tell, what to tell, and how to tell about their illness. 

This in turn prompted other questions which would eventually 
require a decision—"Should I be honest about my illness when 
completing employment uestionnaires? Should I seek further 
therapy, and if so, flora whom? Shoul.. I return to school? 
What will be my VA benefits?" and innumerable more. The 
emphasis of the entire DCU program has been to both aid and 
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facilitate each patient in explaining such problems and to 
realize their limitations and work within them. 

PROGRAMS AND OPERATION 

K AS Pr°Sram continued, other needs appeared that had 
t be met if we were to offer a comprehensive, tangible treat- 
ment program. Efforts to meet these needs led to the creation 
of the following programs: (1) the guest speaker's program, 
(2) the patient work program, (3) the vocational testing and 
counseling program, (4) the usage of selected audiovisual 

aids, (5) the community referral system, and (6) the patient 
reference library. 

Frequently patients would pose questions which the 
therapist was unable to answer. This pinpointed the need to 
bring additional personnel into the program who would be in 
a position to answer these frequently appearing queries. 

This, then, led to the establishment of the guest speaker's 
program whereby ancillary personnel could appear before the 
patient group to speak from their own area of expertice. On« 
of the most valuable resources to date has been the Solano 
County Veterans Service Office which has proven to be of in¬ 

calculable assistance in providing information pertaining to 
various Veterans Administration programs. Other personnel 
available to participate in the guest speaker's program in¬ 
clude employers, personnel managers, representatives from 
various industrial and commercial organizations, and both 
employment and vocational counselors each of whom represent 
a fundamental characteristic of our society, the pursuit of 
a vocation. 

t At A?*ric*,s work-°ri®nted culture, the measure of an 
individual's adjustment as well as his general worth is. in 

k"T’ '?* íí?d °f )ob h‘ holds ““ th" comP' t.nee 
ith which he does it (5>. Thl. cones s. no surprise as we 

have long valued the importance of work.as an effort of ful¬ 

fillment. Our patient governments reflect the value we place 
upon this most important of man's social roles. The meaning¬ 
fulness of work and the pursuit of a vocation led to the in- 

sæt1 progra“ p,*viou*iy ~ntiOT*d im° 

The wardmaster within the Department of Psychiatry as¬ 
signs each patient daily work schedules with the type work 

assigned dependent upon decisions by the doctor, social work¬ 
er, and patient. Tasks vary from the patients performing as 
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a ward helper, to file clerk, to runner, all of which enables 
the patient to see himself as a competent person worthy of 
his own respect and that of others. 

Formation of the vocational testing and counseling pro¬ 
gram was given impetus by the periodic appearance of a pa¬ 
tient totally unable to plan for his post-military future, 
a condition possibly attributable to the nature of his ill¬ 
ness or the paucity of his own inner or external resources. 
Consequently, extensive vocational data is now obtained from 
each patient who enters the Definitive Care Unit program in 

addition to the information supplied by the entry question¬ 
naire. If a patient desires, he is given various vocational 
and occupational tests which furnish further additional in¬ 
formation for counseling purposes in relation to the patient's 
interests, abilities, and aptitudes. With this battery of 
information regarding a particular patient's aspirations, 
assets, and liabilities, the DCU staff seeks to aid him in 
formulating some future vocational goals. Counseling is 

further facilitated by the use of the Dictionary of Occupa- 
tional Titles obtained from the Department of Labor. This 
series of books has long been a central tool in vocational 
counseling among virtually all employment agencies. By 

structuring vocational guidance within the DOT frame of ref¬ 
erence, DCU counseling becomes closely aligned to metlodol- 
ogies used by state and federal employment agencies. 

The recent case of a 35-year-old airman first class 
offers an example of the value of the vocational testing and 
counseling program. In spite of group efforts to make this 
individual aware of his unrealistic future goals, the pa¬ 
tient persisted with his plans to enter medical school. At 
the group’s urging, he consented to take the Kuder Vocational 
Preference test and scored high in the mechanical area. The 
Wechsler Adult Intelligence Scale revealed him to be of dull- 
normal intelligence. With this information and continued 
confrontation and support by the group, the patient began to 
explore other vocations more in keeping with his interests 
and abilities. At discharge, he secured a position with a 
construction firm handling heavy machinery. 

Patient direction toward adjustment can now be rein¬ 
forced by the recent creation of a direct community referral 
system of DCU patients to the California Department of Em¬ 
ployment and Rehabilitation. Should any patient wish addi¬ 
tional vocational job counseling or testing, he is referred 
to a local office of the Department of Employment for such 
services and potential job placement. With the cooperation 



of the local agencies, this is accomplished with a minimum of 
inconvenience to the patient and provides an important oppor¬ 
tunity for him -.o sample the "outside world" while still a 
patient. Referral to the Department of Rehabilitation be¬ 
comes particularly important for that patient ineligible for 
vocational training under the provisions of the Veterans 

Administration and wh^ axso lacks a marketable skill. The 

system as established makes it possible for patients to bene¬ 
fit from state rehabilitation services, and most importantly, 
to make contact with this agency while still hospitalized. 
At present, this referral system is operational only within 
California but will soon be expanded to a nationwide level. 

An additional program, the selected usage of audio¬ 
visual aids, was instituted due to patient requests for 
additional information on mental illness and their voiced 
anxieties about now having a history of mental illness. To 
date, we have shown various films obtained through the drug 
companies and from the Celifomia Department of Mental Hy¬ 
giene. The most outstanding success h/is been with a film 
entitled "A New Chapter" which deals with a patient dis¬ 
charged from a state mental institution and the problems he 
experiences adjusting to his family and in seeking employment. 
In addition to films, we have also used tape recordings, 
notably several by Dr. Murray Banks. The value of these aids 
has been reflected in group discussions and attitudes and 

occasionally in increased awareness of individual functioning. 

Another continually expanding aspect of the DCU program 
is the patient reference library. Materials for the library 

have been accumulated with the cooperation of the Departments 
of Labor, Employment, and Rehabilitation as well as other 
state or federal agencies. Items available for patient use 
include The Occupational Outlook Handbook which lists and 
describes in detail some 700 occupations and the complete 
Occupational Guide Library published by the California De¬ 

partment of Employment. In addition, the reference library 
incorporated a complete listing of all open State Civil Ser¬ 
vice positions including pay, job description, locale, as 

well as extensive information pertaining to the employment 
outlook in several hundred other occupations. 

It is important to stress here that none of the pro¬ 
grams just discussed were in operation at the time the De¬ 

finitive Care Unit was implemented. Instead, each new program 
arose as part of the total effort to directly meet collective 
patient needs. Each of these programs, then, together with 
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group therapy, implies a comprehensive, flexible, but ever 
progressive program. 

RESULTS 

The ultimate test of any concept is its validity, the 
extent to which it accomplishes its stated goals. A foliowun 
research study is now in the planning rnase and will be un¬ 

dertaken in the near future to assess the validity and func¬ 
tioning of the Definitive Care Unit program. 

fa + Although this research study is not yet an accomplished 

fuCtw there 18 availabl# descriptive data on the 100 patients 
who have parsed through the DCU since January 1967. All data 

was obtained from the individual patient's narrative summary 

and rom the entry and discharge questionnaires the patient 
is asked to complete while in the Definitive Care Unit. This 
data provides an indication of the results that can be ex- 
pected from the future followup. 

As stated previously, one of the criteria for patient 
entry into DCU is the anticipation of their medical release 
from service. With this requirement, it was not surprising 
'hat 63 percent of the patients were found to have psychotic 
diagnoses, 56 percent of which were schizophrenia. One pa¬ 
tient was diagnosed as involutional depresión, three as 
psychotic depression, and three as psychotic reaction 
unclassified. 

In a study of employment characteristics of discharged 
schizophrenics by Dr. David Brewer vïd associates, it was 

found that persons with onset of ilJness before the a-re of 
2b had disrupted work patterns (2). Thirty-four of the DCU 
patients diagnosed as schizophrenics were 25 years of age or 
less. Should the conclusion by Dr. Brewer be universal, we 

may expect poor vocational adjustment for this group in our 
followup study. 

Of the remaining 37 patients, 22 were given psychoneu- 
rotic diagnoses, 8 diagnosed as chronic brain syndromes, and 
the remaining 7 given various diagnoses. Of the 100 patients, 

the great majority, 87, wei s given marked impairment for mil¬ 
itary duty, 4 given moderate impairment, and 9 minimal 
impairment. 

S*?ty"°ne percent of the patient population arrived at 
Travis Air Force Base through tho air-evac system} 45 were 
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H 

u^ted st«“- ““ 
tionax patients were admitted from satellite ¿fhteen *ddl” 
directly from Travis. satellite bases and 21 

which was 27-5 
of 7.3. Other general ™ 130 years of 8«rvice 

reveal P2 percent to be in eithe^ÍíeWiÍst DCU.patients 
listment or having 12 nine ,. a heir f^rst period of en- 
Caucasian, and 87 percent to b*Sm° ?e^vice* 85 Percent to be 
percent had co»pl.£rSh f Ci^y 
quite signifient that 46 parent híd ¿n *ducatIon> 11 i« 
contacts not associated with th ^ H d previous psychiatric 

associated with their present hospitalization. 

Program^is°but «.’ofL«?!“ th' D'fir,ltiv” Care Unit 
seling, we feel it tn " er0u“ programs for vocational coun- 

the flexibility of the program ^ indicat«d 
oriented activities toPrehahin! t* has varied from task¬ 
being directly re!atertr^ îatlV? WÍth the *«ivity 
problems with a view to heloin^hi^H s.particular adjustment 
action for himself tc n^ÍE^h °n 3 courae of 
was not an uncovering but "moreeIfPeUtÍC where the c°hcern 
ego by helping to £L tL 7JtL.nl?t u"*' t0 enWe 
gihla to hin, and acMptable by (6)? e’ "°” int,U1- 

conclusions 

pacta of the program IZTr,^ î't*'“'* ^ «' 
and enlargement.5 Th. gueat ^«uation. 
should be made more artEf . program, in particular, 
her. i. on. of ^i^ ^'fl^oL" *^ incurred’ 
epeekera and =o„aultâ«a ío^íS ‘T^oï^i" ““T 
be forthcoming in the form rcP , y’ 3 8olution ';o this will 

we have recently communicated fr°^ NIMH WÍth Whom 
tional Therapy will assume thl u 0 n*3r futur#* Occupa- 
One. thia ia d«.í .“ïîî IÏToW“1 '"P™'""*"1 
the patient work program to make it^0^°81^0%10 ®nlar8a 
ductive. Another consideration for 7 mcanin»ful “d Pro- 
patient participation in each phase ^™vem*nt in increased 
seems important to make earh n?n Í Pro*r»m- It also 
proximate as closelT« EosÍím p3tient's hospital day ap- 
day to foster less adjustment to hosnit*1^ ni?e_hour work 
more to civilian routine. hospital environment and 
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In thinking ahead, it becomes evident that the Defini¬ 
tive Care Unit program is not one 'inique to the problems of 
psychiatric patients, but it is a program equally applicable 

to patient groups throughout the hospital. The Department 
of Psychiatry is but one department in the hospital complex 
each cf which discharges persons from the Air Force for med¬ 

ical reasons. Conceivably, the DCU program could be expanded 
to meet the needs of these additional patients. With thou¬ 
sands of airmen being medically separated each year, perhaps 
this or similar programs could be instituted to meet their 

needs and to facilitate their transitions to what lies 
beyond. 
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THE EFFICIENCY 
AIRMEN AT AN 

OF GROUP PSYCHOTHERAPY WITH FIRST-TERM 
AIF. FORCE TECHNICAL TRAINING CENTER 

Thomas J, Foleyt Jr. 

has Ion* K PsychiatI7 at Chanute Air Force Base 
ini at ?hfnní personnel undergoing technical train- 

me? If S“ ^o°addîî-OUP1theraPy baSÍS (4* 5)* In the 8um- 
The n..ri96 ^ additional groups were started at Chanute. 
The purpose of these two new groups was to provide nsvcholoci 

c«nîrtet^t-ühniC?1{training P*r8onnel in order tha^tSeJ 8 
complété their training program and become a productive en- 

frll StateS Air Force* 111036 groups îifî.^ed 
gr°UP! at ChanUte in that the original groups 

nri^i We^" aime at ^h^iiitation of the individual 

íblTíí 5)“ Air r0rce was hi8hly improb- 
Itrlii ’lV' Th* purP°8e of thi8 Paper is ar, attempt to de- 

de^iï Îhl the grUP Ware being «** to what 

noted before (12 3^6)8 H ** SUCh haS been uexore il, 2, 3, g). However, it was felt that if wo 

th^ “¡T achJ*vin8 our «•'»da in group therapy af a better 
PerhaP® a mor« effective utilization 

could be made of clinic personnel. 

METHOD 

i Srom September 1964 through December 1966 there have 
b.^SO gr.du.t.. Of th. Airtnen'o R..dju.t«„t G^p P^gra. 

nlinî îs 8 CUt0ff date Waa aeieoted because at this 
thíC\,there Wa* a <:han8e in format of the group, that is 

o^™?“ t0 me#t °n a 3 week ba8i3 “ opposed tô’the 
t^8^i0nC!/ H!ek ba8ia- Also* thia enabled Ss îo mLÎ 

ofgííf î?CtiVe criterion that we had set up as a mea- 
of dí*?ÍiV*n!88’ that i8* r«tention in the Air Force 
of the individual for at least a year beyond his graduation 

ThÍS *raduation date from Chaste does 
LÎ11 Ca8*! rePres«nt the individual's "graduation" from 

group therapy since some individuals terminated gïoup îherT^ 
apy prior to their graduation from tech school at Chanute 

££bei ofîî* i"firidual8 h«d b««" seen individúan^ by a* 
■ember of the clinic and had voluntarily agreed to enter into 
the group therapy situation. Each inciïidSal hac b^í 
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referred to the clinic from one of the clinic's referral 

sources for psychiatric evaluation in relation to retention 
in the service. These groups were open-ended and continuing. 
That is, an individual could enter therapy or leave therapy 
at any time, and there was no set limit as to duration of a 
particular therapy group. The groups met once a week in 

either the morning or the afternoon depending on the indi¬ 
vidual's training program and were of e.i hour's duration. 
Group size varied from two to eight; this being totally un¬ 
structured and dependent solely upon need. Duration of ther¬ 
apy per individual went from a minimum of four weeks to a 

maximum of thirty weeks. The group was run by a member of 
‘.he professional staff, in this case the clinical psycholo¬ 

gist, with a co-therapist and one of the clinic technicians 
available but not always present. The reasoning behind this 
was that we did not want to tie up two members of the clinic 
staff, but we did want to be able to maintain the groups in 
the absence of the group leader. 

Since this was not entered into as a research project, 

certain statistics as regards each individual are not avail¬ 
able. For example, approximately one out of five of these 
individuals received psychologic tests. Thus the I.Q. range 
on the Shipley Hartford from 95 to 128 has been obtained on 

only a sample of the group. However, it is felt that the 
sample is a random sample of this group, and the mean I.Q. 
of 111 is felt to be representative for the group. The age 
range of the individuals is from 17 through 24 with 19 rep¬ 
resenting both the mean and the median. Classification 
according to AFQT showed a scatter through the first three 

categories "with <• mean in Category IIT. There were no Cat¬ 
egory IV individuals in this original group. Diagnostically, 
they ran the gamut of broad psychiatric diagnoses, that is, 
character and behavior disorder, neurotic, and borderline 
psychotic. Percentagewise, 86 percent fell into the character 
and behavior disorder category, 12 percent fe_I into the neu¬ 
rotic category, and 2 percent or one individual in the bor¬ 
derline psychotic diagnosis. 

There was no attempt made to establish a control group 

since this was begun as a clinical function and not as a 
research project. For this study then, we have accepted the 
entire first-term enlistee group within the Air Force as a 
control group, and we felt that if we reached a level of 
significance in terms of retention in relation to the over¬ 

all Air Force, that a sufficient degree of efficiency would 

be shown. Since our group was not a representative sample 
of all first-term enlistees in the Air Force but in actuality 





most recent rate of 10.14 percent in 1960. The average for 
these four years was 11.96 percent. All four of these rates 
were used to determine expected frequencies of success and 

failure in the various chi square tests. Since the individ¬ 
uals in our readjustment group did not actually represent 
a cross section of the first-term enlistee, a fifth chi 
square was obtained using a simple chance expectancy of 50 

percent success. The chi square for the lowest rate of dis¬ 
charge was 1.525 which with one degree of freedom gave a .22 
level of significance. Chi square for the most recent rate 
equaled 2.0 reaching a .16 level of significance. Chi square 
for the average was 3.030 reaching the .065 level of signifi¬ 
cance. Chi square for the highest rate was 5.357 reaching 
the .021 level of significance. Using the 50 percent or 
chance expectancy, a chi square of 42.2 was obtained with a 
level of significance at the less than .001. 

discussiof 

Since our success ratio as measured by retention in 
the service beyond one year significantly differs from the 
success ratio of the first-term enlistee as related to the 
total Air Force population, it would appear on this statis¬ 

tical basis alone that a high degree of efficiency was 
achieved through the utilization of group therapy. The fact 
that this was not a representative sample of the first-term 
enlistee in the Air Force, but actually a clinic population 
all of whom were subject to discharge for cause, increased 
the statistical significance drastically. It may be noted 

that the only two failures in this program completed twelve 
and eighteen months Air Force service respectively giving 
us 100 percent success with the one year retention criterion. 
Thus both null hypotheses are rejected and the implications 
for the utilization of group therapy as a means of lessening 
the overall discharge for cause rate are readily apparent. 

However, group therapy cannot be envisioned as a com¬ 
plete answer since not all individuals are amenable to group 
therapy nor are all individuals who will eventually be dis¬ 

charged for cause referred to a psychiatric facility. As a 
possible answer to this latter difficulty, the fundamentals 
of the group process could be applied in the training sit¬ 
uation. Currently this is being done at Chanute through the 
assignment of psychiatric technicians to the training units 
on a weekly basis. 
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Since the average cost of an airman in technical train¬ 
ing is $40.00 a day and when on OJT or direct duty assignment 
it is assumed to average about $26.00 a day, it would appear 
that salvaging any of these individuals so that they could 
complete their tour would be of economic benefit to the Air 

Force. There is no way of computing when and if an individual 
would in terms rf time pay back the initial investment in his 
training. However, those individuals discnarged for cause 
represent a total loss of this investment. 

Many of these individuals who are discharged for cause, 
or who are potentially discharge for cause candidates, lack 
any skill and are thus returned to society in much the same 

condition they left it. The fact that we can salvage some 
of these individuals and maintain them in tech schools to 

obtain a skill is a positive factor in favor of the utiliza¬ 
tion of any means (in this case group therapy) of effecting 
this rei, ilt. 

The majority of graduates of the readjustment program 
have progressed in keeping with regular Air Force careers, 
and twc of the individuals have even achieved the rank of 

sergeant within a 30-month period in the Air Force. So that 
perhaps besides doing something for the Air Force, we are 
also affecting the individual as well. 

CONCLUSIONS 

Based on the findings of this study, the following 
conclusions seem appropriate and valid; 

1. Group therapy with the potential discharge for 
cause candidate is both plausible and efficient when con¬ 
ducted on a voluntary basis. 

2. A monetary savings can be effected for the Air 
Force by maintaining a man until the completion of his tour 
by the use of group therapy. 

3. While group therapy is not the sole answer, all 
of its ramifications should be explored, that is, the ex¬ 

tension of the psychiatric facility into the training units 
through the utilization of psychiatric technicians in the 
training units on a weekly basis. 

4. Since the majority of these discharge for cause 
candidates lack skill, maintaining them through tech school 
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DEVELOPMENT OF A FAMILY THERAPY PROGRAM 

AT AN OVERSEAS PSYCHIATRIC FACILITY 

Gary Dt Anderson 

The current military staff, including one psychiatrist, 
one psychologist, and one psychiatric social worker, arrived 
at the 7520 USAF Hospital, South Ruislip Air Base in July 

1966. South Ruislip Air Base is located on the outskirts of 
London and provides service to all Armed Forces personnel and 
their dependents in the London area. South Ruislip also pro¬ 
vides psychiatric services for bases in a 40-60 mile radius 
of London. 

The previous staff at this base had been involved in a 
variety of cases including a limited number of family and 
children's cases. Their focus with these family cases, how¬ 

ever, had been largely diagnostic in nature; consequently, 

many of the family-children cases were referred to British 
clinics. As the new clinic staff began to make contacts with 
the four local American dependent schools, they found that 
the principals were expressing interest in referring cases 
to the clinic and in participating in ongoing psychiatric 

consultation with the clinic regarding learning and behavior 
problems. As the new staff was interested in working with 

family-children cases, they began to explore ways of handling 

In an informal study of 20 families referred to the 
previous psychiatric clinic, the new staff noted three im¬ 
portant factors: (1) cases followed by the Air Force clinic 
had improved as much as those followed in British clinics, 
(2) long waiting lists of up to a year, as well as special 
requirements such as borough residency, had prevented some 
families from actually being seen in a British clinic, and 
(3) high fees for private therapy had caused new hardships 
to some families. 

As a result of these impressions and the discussions 
with school personnel, the clinic felt it could provide as¬ 

sistance to cases involving family-children problems through 
direct therapy with families as well as through ongoing con¬ 
sultation with the schools. Since family and children cases 
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were of particular interest tc the psychiatric sociaJ worker, 
the dime staff agreed that he should provide school consul- 

oniv0nf,and Í!!Ítíate a fa,rily theraPy Program. This paper not 
only shows the development of this program, but it also de¬ 
scribes a useful role a psychiatric^ofial’worker may per^rm 
in the Air Force. 

-Vhen a school referred a child to the clinic, the psy¬ 
chiatric social worker focused his first meeting with the 

parents on understanding the problem from their point of view, 
requently, the parents focused the problem on the child in¬ 

itially expressing the concerns of the child's teacher and 
by subsequentiy expressing their own anxieties about their 
child s deviation from ability or behavioral norms. The par- 

cri?erif were frequently based on the behavior of other 
children in the family or represented parental expectations 

ow a child should act." In some cases, psychologic 
testing was used as a definitive tool in evaluating the 
child s capabilities and problem areas. 

Although the presenting problem was often the child's 
undesirable behavior, such as failure to meet academic re¬ 

quirements or misbehavior in the classroom, sessions revealed 
that parental actions either caused or at least compounded 

the entire situation. This is exemplified by a 10-year-old 
girl who would not read out loud during homework sessions 
even though her mother became quite angry at this. Explor- 
ation revealed that although the mother was sitting at the 
table with l.sr daughter, she found this activity boring and 
would watch television at the same time. After picking up 

the double message, the 10-year-old girl lapsed into silence 
and refused to read the rest of the evening. This child's 

behavior, regardless of her ability level, was being affected 
by her parent's behavior. 6 

Therapy, therefore, focused on evaluating the present¬ 
ing problem and on exploring with the family its relation¬ 

ships and interactions in order to clarify some of the causes 
of the undesirable behavior. The worker then intervened in 
in the family s interactional system in an attempt to change 
the family patterns which contributed to the problem. 

During the initial four months of the program, empha¬ 
sis was placed on parental therapy with the child only making 
clinic contact if psychologic testing was used. However, 

there was a pqesibility that the family's interactional pat¬ 
terns might be explored more fully if the child participated 

in the clinic sessions. The literature indicated that some 
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school by the psychiatric social worker and by frequent phone 
conversations to discuss referrals. Initially, the contacts 
were exclusively with the principals, but as rapport was 
established, interaction with individual teachers became 

commonplace. Referrals were also received from schools in 
outlying areas, but for the most part, consultation with 
them was accomplished by phone. 

From the beginning, criteria for referrals was quite 
flexible with the only ground rule being that the principal 
make the final school decision as to appropriateness of a 

referral. This procedure has not only offered a somewhat 
objective screening device, but it also has kept the principal 
clearly in charge of his program. Referrals ran the gamut 

from requests for the evaluation of a learning problem to 
requests for aid with a classroom behavior problem. Over a 
period of time, referral guidelines have continued to be 
flexible, but many cases that once might have been referred 
are not being dealt with in the schools. Some teachers now 
handle cases themselves through parental conferences and 

through consultation with the psychiatric social worker. 
One focus of consultation has concerned the teachers' varying 
expectations. Teachers' norms for classroom performance and 

their ability to tolerate individual deviation vary greatly. 
If through past cases, for example, it was discovered that a 
teacher had difficulty lowering expectations for a slower 
child, discussion might be held with the teacher directly 
rather than heeding her desire for evaluation of further 
cases of "slow" children. 

Once a family became involved in a therapy program, 
some feedback was given to the referring agent with much 
consideration given to confidentiality. In response to 
teachers' specific questions on learning, some general in¬ 
formation gained by psychologic testing was forwarded. In 
respect to information gained from the family, specifics were 
not discussed with teachers although teachers were made aware 
there were home factors influencing the child's behavior. 
This is exemplified by a recent case in which a child with 
average abilities was constantly refusing to do his work and 
acted as a continuous disruptive influence in the class. 

Family sessions revealed a history of family problems mani¬ 
fested by parents who gave little affection to the child 
and who could not tolerate any typical ten-year-old behavior. 
The teacher was conscientious but had become increasingly 
despondent as her various skills produced little change in 

this child's behavior. In a follow-up consultation, the 
teacher was informed that there were severe family problems 
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^ilíat ChÍld’S problems did n°t reflect on her teaching 
skills. She was encouraged to offer attention to the child 8 

^?assur?d that she would not have failed if the 
child s disruptive behavior made it necessary to set limits. 

As an outgrowth of ongoing consultation, the need for 
a special class for children with severe learning problems 

was established. The psychiatric clinic provided the main 

impetus through documentation of need, discussion with local 
and European school officials, and survey of other special 
education facilities. A teaching slot was allocatedby 

12arM^terSî EürOP!an Schoolr’ and the dass opened with 
ÍL íeín ln> Chc ^67, The psychiatric social worker 
has been a menuer of the screening committee and acts as a 
consultant to the special education teacher. 

fa™ily ?heraPy program and related school consul¬ 
tation have been in operation for 1 1/2 years. It is the 

imortJ!i-OPini0Vhät the followine changes are some of the 
important ones that have been achieved as an outgrowth of 
this program. First from the family orientation* 

1. Improvement in comnunications between family mem- 

füT’ ínC?eaS!d for parents to see situations 

fÎTVh3 h°î5er S vlewPoint* from that of their child, and 
for the child to understand more about his parents. 

2. Changing of parental expectations with regard to 
learning or behavioral functioning so that the child may 
make strides forward with less stress on him. * 

Da^tl\Z0re C?nfidence on th* P^t of the child as his 
parents five praise for small improvements in academic work. 

difF.rl' In?rea'e i" Plantai ability to tolerate individual 

in the f^ilj? d bringin8 about a reduction of tension 

5. Improvement in marital factors that are contribut¬ 
ing to symptoms seen in the child. 

Second, from the school orientation: 

1. Alteration of school expectations so that a child 
can deveiop at his own pace without stresses that impinge on 
confidence and ability to learn. 
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2. Reduction of behavior that the school finds unde¬ 
sirable as the family makes changes and the teacher becomes 
more accepting of individual differences. 

3. Reduction of pressure on the teacher who feels she 
must find the "key" to each child and bring him to a certain 

level of academic or behavioral functioning so that she is 

more satisfied with small gains. 

4. Reduction of pressure on the teacher as she real¬ 
izes other people understand her difficulties and will give 

her help and support. 

5. Improvement of teachers' ability to handle situa¬ 

tions regarding a child and his parents. 

All of the above changes are enhanced by the absence 

of a waiting list. For without a waiting list, families 
are able to begin therapy when they are most ready for help, 

and teachers and principals can be seen when they are most 

ready for consultation. 

This family therapy school consultation program has 

been developed in the last 18 months by the clinic psychi¬ 
atric social worker with case consultation readily available 
from the other clinic staff members. Dr. M. V, Ordiway, 
Psychiatrist, and Dr. B. L. Carpenter, Clinical Psychologist. 
Although many aspects of this program may be suited only to 
this setting, some aspects, such as working with all relevant 

family members and community resources, might be adapted to 
other military bases. It is important to note that this paper 
describes the kind of relatively independent role a psychi¬ 
atric social worker can fill in the military setting ard in 

the local community. 
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PSYCHIATRIC PRACTICE AND PSYCHOPATHOLOGY 
IN A LARGE AIR FORCE CLINIC 

Calvin A. Colarusso 

This paper is based on individual evaluation by the 

author of 250 active duty military personnel who were re¬ 

ferred to tne Psychiatric Clinic at Travis Air Force Base 
between May and October 1967. îelection of pacients was 
random, the o’-ly criteria being active duty status. Part I 

is a discussion of the types of patients seen, the referral 
sources, and the services performed. Clinical problems of 
the immature airmen, the anti-war - anti-Vietnam protester, 
and the security policeman are considered in Part II. This 
section also includes a discussion of evaluation of fitness 

for Vietnam and homosexuality. 

PART I 

Forty-six percent of those seen were between the ages 
of 19 and 21, and 60 percent had been on active duty for less 
than three year'*. Fifty-three percent were either airman or 

airman first class. Thus, approximately one-half were young, 
low-ranking individuals with little service experience. 
Eighteen percent were sergeants and 7 percent were officers. 

Only two of the eighteen officers seen came voluntarily. 

Both were neurotic and wanted treatment. The others came 
involuntarily and were very wary of the interview. They 
feared for their careers, and in most instances, the result 
was damaging. Four were referred for evaluation of drinking, 
three for depression, two for compulsive gambling, one for 
homosexuality, one for ulcer disease, and four for suitability 
for flying status. Greenberg considered the same problem 
and also emphasized the fear of damage to career (4). 

Both of the officers who asked for treatment were seen 

individually, but at best, treatment proved to be very dif¬ 
ficult. Scheduling was erratic since both were flying. Due 
to the press of duty commitments of the officers and lack of 
treatment time, they were only seen once a week. These were 
valuable men in whom the Air Force had invested thousand- of 
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^d°ne Was a i,ecent graduate of the Air Force Acad- 
en^. Their future usefulness to the service could depend on 
the outcome of the therapy. Although I have no specific 

Should h° th*pr<^lem' career officers’ fear of psychiatry 
th« be neutralized. Greater emphasis should be placed on 

mild utpatlent treatment of officers, particularly those with 
mild neuroses or character problems. V th 

Referrals 

An analysis of referrals demonstrates how our clinic 
meets the acute psychiatric needs of Travis Air Force i^e 

and serves as a consultation center for the other «îi!“ 
specialties at David Grant USAF Hospital, nine satellite 
bas.,*, and line organizations. Twenty-two percent of the 
patients came from the Travis Family Clinic. These were 

people who either asked for help or were felt to be in need 
of psychiatric treatment. The remaining 78 percent íere 

predominantly referred for evaluations and reconmencations 
not therapy. Twelve percent came from other medical special¬ 
ty service-, in David Grant Hospital. Twenty-four percent of 

out ™fTr\ls-re fr?m Physicians at satellite baies with- 

ThevPuy~latrdSt®’ Elghteen Percent were from the line. 

"'aiu*tio"a on -- 

Often, on line referrals the psychiatrist was asked to 

tiü du?vChaïiCtr di:ignosis and judg® impairment for mili! 
ary duty. The diagnosis was sometimes after the fact since 

cases administrative discharge proceedings had al¬ 
ready begun. Psychiatric certificates in u« diSng íhi 

th! LfVÍ ;hiS Study for“d th* P«ychi.tri.t to .cc.pt 
The judga and jury Mhich th* line expected of hii 
The certificate made a definite comment on diagnosis and im 
pairm."1 f°r llitary duty in each ca... I.pi?™nt ^ 

»ild »oderat., or »arked. Often vital judgrentr^oürpZ 

cîêarlyUiHh.“!£' T th* ba5ÍS °f evid.nce. 
learly in the abst-rice of gross psychiatric disease, the line 

of tlZ f 0{°b8e:-S individual over an extendí peÍiíd 

funeí^nÍÍ Positi°n to determine his ability to 
function in the military than the psychiatrist. y 

The new psychiatric certificate, long felt 'c be needed 

d®partTnent 40(1 instituted following the Forensic Psy¬ 
chiatry Course, OZY 9588, at Brooks Air Force BasTin late 

lepteaber 1967 ..(th. pati.nfe n.« ) .T^.rof 

ider.? fanÍ!atÍOnr WaS given 3 psychiatric evaluation on 
(date) by (doctor's name). This individual is suff.rins from 
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no psychiatric condition which would warrant separation from 
the service by reason of medical disability under the pro¬ 

visions of AFM 35-4 or AFM 160-1. This individual may be 
considered for any administrative action deemed necessary 
by command under current directives. (No or A) character 
and behavior disorder of significance was noted." 

There were howls from the squadron commanders and the 
legal department when this new form was instituted since the 
decision for administrative separation was now clearly placed 
in their hands. The psychiatrist was no longer "playing God,f 
and was freer to treat. In 1947 General William Menninger 

urgid that strong emphasis be placed on treatment and warned 
against using medical channels as a means of disposing of 

unwanted men. He urged administrative discharge for such 
individuals (9). 

However, in a military setting the function of the psy¬ 
chiatrist as advisor *.o line personnel is a vital one. This, 
also, was emphasized by Dr. Menninger (6). We found this 
need most readily met by frequent telephone conversations. 
Even under the old system, telephone communication was in¬ 

valuable because it gave the commander a clearer understand¬ 
ing of the results of the psychiatric evaluation than did the 
certificate. It also provided the clinic psychiatrist with 
an opportunity to do some informal teaching about emotional 
problems. 

Diagnosis 

Diagnosis proved to be a difficult and complicated pro¬ 
cess mainly because it was not only a medical opinion but 

often interpreted as a definitive judgment affecting the 

patient's livelihood, family, future, and occasionally even 
his life (when assignments to Vietnam were being considered). 
Diagnosis based partly on nonmedical considerations occurred 

frequently. It is my impression that this is a common prac¬ 
tice in the military setting. 

I have isolated six factors influencing diagnosis. 

They are as follows: (1) medical findings, (2) the psychi¬ 
atrist's conflict over harming people by his diagnosis, (3) 
pressure from the line, (4) influence of Air Force regula¬ 
tions, (5) sense of obligation of the psychiatrist to Air 
Force and national needs, and (6) the patient's concept of 
the psychiatrist as a judge. 
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The first is self-explanatory. The psychiatrist uses 
his diagnostic skill and the history available to him to 
arrive at a diagnosis. 

The conflict over harming people by making a diagnosis 
was prominent. For example, a neurotic diagnosis could easily 
affect an individual's career. It prompted the consideration 
of a profile change, and in some instances, this meant hos¬ 
pitalization not indicated from a strictly treatment view¬ 
point but necessitated by the need for further evaluation to 
determine fitness for military duty. A diagnosis of alcohol¬ 
ism, when warranted, usually involved a career man with many 
years of service which meant possible loss of career and 

retirement benefits. The whole concept of not considering 

the character disorders including alcoholism as a disease is 
foreign to most psychiatrist's training and theoretical 
concepts. 

Pressure from the line is applied both to keep people 
in the service and more frequently, to bring about discharge. 

Our discussion of line evaluations illustrated this point as 
will the section on security police problems. 

Since many referrals were for determination of AFM 35-99 
clearance, humanitarian reassignment, fitness for Vietnam, 
and ability to continue in specialized programs such as navi¬ 
gator's school, the psychiatrist was again asked to render 
judgments and opinions on basically nonmedical matters. The 
diagnosis was a secondary but essential extension of his 
opinion and judgment. 

Air Force Interests 

Concern for his patient's future was balanced by the 
psychiatrist's desire to serve the best interests of the Air 

Force. What determinant should he use in making his decisions 
about suitability for Vietnam, for flying status, etc.? This 
will be considered later. 

Diagnosis also depends on the information available. 
History is essential to accurate diagnosis as is the cooper¬ 

ation of the patient. Many patients did not come because 
they were ill. They did not view the psychiatrist primarily 
as a physician. He could be instrumental in getting a re- 

assignment, job change, or even a discharge. Diagnosis was 
sometimes influenced by the patient's active attempts to 
determine it. 
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The main conclusion reached is that the psychiatrist, 
more than his medical colleagues, functions to a large degree 
outside of a medical framework. Psychiatry and psychiatric 
diagnosis is utilized in an administrative way. Return of 
nonmedical decisions to administrative officers would allow 
the psychiatrist to move closer to standard medical practice 
and have more time to treat patients. Colonels William Tif¬ 
fany and William Allerton commented that psychiatry itself 
may be responsible for part of the dilemma due to having 
oversold its ability to predict future behavior. "We find 

ourselves in the position of having to educate the people we 
serve that we cannot really give scientific answers about 
future behavior" (10). 

Disposition 

Approximately 20 percent of those seen were referred 

for therapy. The greatest need is for short-term supportive 
therapy to help the anxious, immature individual adjust to 
the Air Force. This was successfully accomplished in many 
instances through group psychotherapy. Most therapy was 

done by our social workers since the clinic psychiatrist's 
time was taken up by evaluations and supervision. 

PART II 

Some fairly well-defined clinical syndromes began to 
emerge as data was collectad. These will be considered now 
beginning with immaturity. 

Seventeen percent (44) of those seen stood out because 
of their immaturity. They were referred due to difficulty 
on the job and inability to adjust to the military. Some 

came on their own. They could not sleep, felt depressed, 
didn't like their roommates, were homesick, or wanted another 
job. Primarily, they all wanted out of the service. Most 
of these patients were from intact families. They had done 

well in school, reached a heterosexual adjustment, and stayed 
within the law. Their primary difficulty was an inability 

to handle the anxiety generated by being completely away from 
home for the first time and in an environment which expected 
them to act like self-sufficient adults. 

Prominent personality features weres (1) A high degree 
of narcissism. "I won't work for my NCO; he doesn't know any 
more than I do." "Any idiot can do the job I'm doing," De¬ 

spite a lack of specialized skills or training, they felt they 
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should be afforded a position commensurate with their self- 

apposai (2) Difficulty in adjusting to .«ornal íiñltí 
and control. The obedience required in a military settint 

was intolerable. This attitude was felt to be a^esidue of 

neríd ¿nfant;^e feeiir»gs of omnipotence which were not tem- 

vears ^ ™atUration durin8 the developmental 
rS“If( d?veloP®d concept of adult responsibil- 

thK^ dldn 1 llke the situati°n they were in, they 

U Sere t0 «et out* "I don’t like 
Ln '' tL ° any 8°od- Why should I stay 
in. The ability to delay gratification and tolerate anxiety 

“ uoT-m r }aCkainS- ^ Int-“ anxiety and f'l 
tration. The need for immediate relief of anxiety impaired 

¿SSbTrd: hhe effectS of 8oin8 AW0L or receiving a dishon- 
rable discharge on future happiness could not be logically 

considered. (5) The frequent use of threats to influence 
the psychiatrist into complying with their wishes. "I can't 

e?.°Ut °n.the ni8ht ^ If I I'n 
shoot myself, an airplane, anything." "If suicide Is the 
only way out, suicide it will be." 

Treatment Procedures 

graduanrevotîe5att!ÎTh0f ^ t0 theSS y°,inE airmtín gradually evolved. Although not a combat situation, similar 
principles appropriately modified were employed (7, 8). pa- 

r«mov*dWfr* tr*a?ed PfomPtly and precisely. They were not 

leTe offJZd h*ír<? t8 °r j0bS‘ Supp0rt and encouragement 
tlL ? \ 1 WaS made Clear that they were not felt 

Remova! fÍorÍhWere/a^le ? dOÍng What WaS asked of them. 
forthcoming! situ*tion through medical channels was not 

By accepting their feelings, facilitating ventilation 

appaallnß t? the healthy parts of the ego and gently but * 

t^h. 5nÍÍn8 limitS' were to continue and adjust 
1 feí iídlílf7; could usually be accomplished in 
a few individual sessions, but if more therapy was needed 

llïTIlT UP SpeCÍfÍCally to deal "ith these problems was 

^nti-War - Anti-Vietnam Problems 

war. fnTv? aCtlVe duty milltary man strongly opposed to the 
in vietnam and vocal about his views has been in the news 

recently and represents a troublesome problem for the mili- 

this'studv*" Tíf lndivfduais were se®n during the course of 
this study. All were airman or airman first class, 20-22 
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years of age, and in the service approximately 1 1/2 years. 

Most had joined the Air Force because of pressure from the 
draft. They expressed their opposition to the military in 
general, and Vietnam policy in particular, by going AWOL and 
refusing to obey orders or wear the uniform. 

Three of the seven were severe schizoid personalities. 
Their developmental pattern showed longstanding difficulties 
in interpersonal relationships. They had problems in school 
and with the opposite sex. One had used drugs. Clinically, 
their disease and not their beliefs stood out. Opposition 
to the military was felt to be a natural extension of their 

illness. Unable to handle aggressive feelings and exquisitely 
sensitive to interpersonal relationships, they were thrust 
into an environment which forced them to deal with both. One 
man in particular found the barracks intolerable. Close liv¬ 
ing and open expression of sexual and aggressive feelings by 
those around him was more than he could bear. 

Those in the second group of four were quite similar 
to each other but very different from the schizoid individ¬ 

uals. They showed few clinical symptoms. Their backgrounds 
were unremarkable. High school had gone well, and all had 

developed a heterosexual pattern. Their anti-war views were 
a recent conviction arrived at after joining the service and 
"mary months of thougnt." Picasso's Guernica was referred 
to by one of the men as symbolizing his feelings about war. 
The main unconscious dynamic seemed to be rebellion against 
authority. With a slight smile, one told me of his parent's 
horror at his viewpoint. One of the men in this group pre¬ 
sented a fairly clear picture. His parents were divorced 
when he was 12 and mother remarried shortly thereafter. 
Adolescence was a long battle between stepson and stepfather. 
He left home during high school and only joined the Air Force 
when pressured by the draft. After becoming a hippie, he 
felt that the Air Force was "eating at my seul." 

Although we may speculate about the dynamics which de¬ 
termine conscious belief, it it not the physician's place to 
be judgmental about that belief. Consequently, each of the 
four in the latter group were told that from an Air Force 

standpoint, they were not ill and should be willing to accept 
the consequences of their actions since they had broken rules 
and disobeyed orders. The three schizoid individuals were 
felt to be emotionally ill, and because of the characterolog- 

icai diagnosis, they were referred to their commanders with 
a recommendation of administrative discharge. In one instance 
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this recommendation was not follower! «-w 
^ , ^ roj->-owea, and the man was court- 

martialed and sentenced to three months of hard labor. 

Fitness for Vietnam 

Clinie™6 W°rk.0f a psychiatrist in the Travis Outpatient 
Clinic involved other aspects of the war in t 

»ere referred specifically to 
r assignments there. Emphasis was placed on i-h« 

actor. ln reaching a decision, ( ií ^“XaíchÍ:«“1"8 
p alization, (2) Previous psychiatric diagnosis (3) Pre 

v ZlïSytt ,rlC COntaCt <six ot th' hadeuã; êeèn P«. 
iously, three were hospitalized.), and (4) Current clin^oai 

SdaIniCnT"inc,l0n- Three °f th* »ere â««îy d“- 
thi rfm^ 5 t0 hospitalized. One represented the "on 
the ramp synvirome. Because Travis is the main noint of a.. 

ShilHamnl^rr* We Sn many individuals who become ups¡t 
the 9sn ? leave. Although only one was observed in 
the 250 people seen in this study, at least ten others haïe 

To return to our evaluation of fitness for Vietnam it 
« apparent from the factors listed that medical consta¬ 
tion.» were emphasized. Once the evaluation was completed 

r í*1*'0 b' in tha int.r"t rs: L 
Of ï1 d the ^ir iorce* If presently ill or on the basis 
dowÍ1S?ry and Cllnical «valuation considered likely to break 

"r"• ' ““.r,r°~n?*d that th« not b.ykàp, uu 
Of fen . The prevention of future breakdowns in Vietnam 
necessitating transfer and replacement was our goal. 

Security Police Problems 

World wïï íhe lrendS Mhich grew out of the experiences of 
. was the use of the psychiatrist to prevent emo 

tion.1 breakdowns (7). Th. intaraition bet».« fi' 0.00^" 
atrist and the Strategic Air Command Security Policemen and 
th.tr supervisors provided an opportunity to practicH^ 

«« EleV‘" McariV assigned tS”ro- 
of c35 d B'5Js “*r' s'en- Their job at Travis consisi 

ífiZfíí* a-0'md " sight hours or moreTday 
reír T. 1 fpl"8 n°r conversation »ith the man guarding tto 
next plane is permitted. At no time during the eiaht hour« 
do the men leave the flicht lino 6 * hours me ingnt ime. Heals are eaten on the 
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spot, usually during the two assigned 15 minute break periods, 

There was no protection from the weather which is hot durina 
the summer and cold, windy, and rainy during the winter. At 

ravis, approximately 15 airmen are performing this dutv 24 
hours a day, 365 days a year. Host of them hate itJ As one 

airman interviewed on the flight line described his job. "How 
would you like to march back and forth in front of an air- 

* o!oln Îree.irîg COld °r rain with the temperature dropping 
to 28 and nobody to talk to and nothing to do for eight 
hours a day? Sometimes it's 12 hours a day, and this is all 
you ve got to look forward to for months to come." 

Their superiors are keenly aware of the men's feelines 
about their job and work intuitively to help them face the 
psychologic problems involved. 

During the winter of 1966-67, just prior to the onset 
of this study, many security guards began appearing in the 

psychiatric clinic. They came on their own, usually without 
the knowledge of their officers, on referral from the Family 
Clinic. Their complaints varied. "There is no one to talk 
to.' 

- - --- l W I 

I go crazy out there thinking all the time." "I can't 
stand it; I m afraid I'm going to shoot up one of those air¬ 
planes. It's ruining my life; I'm tired and rundown when 
I get^home; ! never get to see my wife and she cries all the 
time. It's my job or my marriage." 

The PsycJliatrists seeing them found no serious disease 
S hírd V- the men'S Problems. and in a misguided at- 
on the fli!hÍeH SOm*.°f th« Fissure and prevent accidents 

flight line, disqualified many under AFM 35-99. The 
practical effect was to make it impossible for the unit to 

llne- Of th. number of min 
going 35-99 and other pressures on manpower, the squadron 

unSer^dÜh?11 "ítical- At this P°int the commander, 
understandably angry and frustrated, asked for a conference. 
He told us about his situation and of the veiled threats he 

po "^CqÍVH II™ S°T airmen t0 transfer them or they would 
talked”inro word.”?a The psychiatrist could be 
talked into a disqualification. 

Following this conference and visits to the flight line 

a0nfuin 3 £fr®t.hand appreciation of the problems involved, 
a now psychiatric approach developed. The main job of the 

f^hrhtriSt WaS.t0 differentiate the truly sick individuals 
from those experiencing situational anxieties. The latter 
we treated much like the immature youngster seeking to get 
ut of the service. They were allowed to ventilate and 
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empathized with but were told that no ”35-99" disqualifica¬ 

tion was forthcoming. Some of those previously disqualified 
were reinstated and according to their commander, turned out 
to be excellent troops." As they returned to duty and the 
weather improved, the number of referrals dropped. 

Ihere are definite psychologic problems in this job. 
The main one seems to be tolerance of long periods of iso¬ 
lation alone with one's thoughts. The job produces a form 

of relative sensory deprivation. Under these circumstances, 
the ego is handicapped in its attempts to maintain repression 
of unacceptable, unconscious impulses and affects. 

Visits to the flight line revealed some of the inge¬ 
nious ways used by the healthier men to cope with the prob¬ 
lem. It was noted that the men who worked with dogs were 

rarely heard to complain. Those without dogs had adopted a 
stray cat which they kept under one of the guard posts. The 
opportunity to direct libido toward an external object 
strengthened the ego. One man, after being reassured that 
I would not think him crazy, told me of a game he used to 
pass time. "You see those two stones over there. Well, 
for the last four hours one of them has been the Atlanta 
Falcons and one the San Francisco 49ers. I kick them from 

that piece of concrete to the front of the airplane. The one 
with the least number of kicks wins." This was considered 
to be a healthy attempt to organize mental activity much as 
some of the isolated prisoners of wa»’ ent hours in the 

intellectual exercise of adding numbers until astronomical 

figures were reached. The NCOs and officers had intuitively 
recognized the need for stimulation and provided it by con¬ 

versation with the men whenever possible. The enforcement 
of military discipline also served the same purpose. 

The Air Police Squadron, a separate unit, is respon¬ 
sible for guarding security areas but has not had the same 
problems. The reasons seem apparent. Their men work in 

teams and ride in vehicles. They leave their areas for meals 
and toilet breaks as needede The importance of human con- 

tact cannot be overemphasized in understanding the psycho¬ 
logic factors at work. 

The following suggestions were made in an attempt to 
make this vital job more palpable and efficient. (1) A one 
year limit should be set. One of the reasons advanced for 

the high morale and low incident of psychiatric casualties 

m Vietnam is the one year tour. An end is always in sight. 
No one is asked to continue indefinitely. Three years is an 
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unrealistic end point which cannot be maintained by many of 

these young men. It seems like forever! (2) No single shift 
should exceed four hours. (3) An attempt should be made to 
have the men work in teams. (4) Where possible, vehicles 

should be used. (5) "If ineffectiveness is to be minimized, 
it is important that m^n be selected capable of withstanding 
the stresses involved in the job (2, 3). 

Homosexuality 

Thirteen men were referred for evaluation because of 
actual or suspected homosexual activity. Of these, seven 
had a definite pattern of homosexuality, and two had homo¬ 
sexual activity but were primarily heterosexually oriented. 
One refused to discuss the matter for legal reasons and two 
denied the accusations. 

All of these men recognized that the psychiatrist had 
the job of putting the "official stamp" on them. Since none 
came willingly and none came for treatment, they told the psy¬ 
chiatrist what they wanted him to hear. If they wanted out, 
they admitted to homosexual activities. If they wished to 

stay in, they denied it. In either event, from a medical 
viewpoint, the exercise was of little value. 

There is not much room within the present concept of 
homosexuality employed by the Air Force for modern medical 
and psychiatric understanding. 

Marmor is quoted by Alexander and Selesnick as giving 
the best definition of the homosexual: "... one who is 
motivated in adult life by a definite preferential, exotic 
attachment to members of the same sex and who usually (but 
not necessarily) engages in overt sexual acts with them" (1). 
The emphasis is not on an isolated sexual act but on an emo¬ 
tional preference for the sex. Kinsey reports that one third 

of adult males have had at least one homosexual experience. 
All were certainly not confirmed homosexuals (5). Analytic 
concepts of normal development teach us that homosexual ex¬ 
periences occur frequently in early adolescence and are a 
part of normal development. In some, a firm masculine iden¬ 
tity is still being established in late adolescence. Most 
incoming airmen fall in this age group. Remnants of the 
infantile and adolescent struggle with homosexual impulses 
remain in the unconscious of every adult. 

The young airman, still involved in the adolescent 

struggle with homosexual feelings who is seduced by an active 
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It is known that in a democratic society where the 

stress on individual rights pervades the political, social, 
and moral climate, employees expect to be treated with dig¬ 
nity and with respect. In situations where employees have 

felt that management has been lacking in the understanding 

and appreciation of employee needs and employee problems, 
the union has been sought as the defender of the worker's 
individual rights. The rapid rise in growth of unions in 

America has been attributed to this role of the defender in 
which many unions have found themselves cast. In addition, 

it has been reported that many labor relations conflicts 
have been difficult to solve, not so much because of the 
issues themselves that have been raised, but because of the 
feelings that have become attached to them and which are 
stoutly defended. 

Twenty years ago it seemed easy to account for organ¬ 
izational conflict by blaming specific problem behavior on 
specific individuals and also on groups of individuals. In 
the light of our present knowledge of tne social process to¬ 
day, the simple formula of ’’firing the troublemaker" is in¬ 
adequate. The "troublemaker" is now seen as a troubled 

person, and the difficulty may be attributed in part to the 
situation in wh^h the person lives or works. Since each 
person is imbedded in a social matrix of the organization in 
which he functions, a conflict within the organization could 
also induce a personal conflict within him. The personal 
conflict arising from the organizational one might lead to 

behavior that will deepen the organizational conflict. The 
employee, for example, may suppress his own feelings or say 
things that he does not mean thus disrupting communications 
and the solution to the conflict. It would seem, therefore, 

appropriate at times to give attention first to the social 
processes of the institution and secondly to the individual. 

It should also be noted, on the other hand, that a 
conflict in an individual at a significant or high organi¬ 
zation level can seriously disrupt the functioning of the 

given organization. The reaction that is based on a per¬ 
sonal conflict can lead to an irrational outcome whether or 
not there is inherent pathology in the social system. In 
some instances the social system may allow only certain 
choices in behavior. A situation or crisis may thus go too 
far and become irreversible so that an irrational outcome 
could become the only possible or logical solution. 
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CONFLICT ANALYSIS 

It is now generally considered urwise and impractical 
in many circles to consider psychoanalyzing all of the prob¬ 
lem individuals in an organization. It is commonly known 

that every team, section, or department has individuals with 
unique personal problems or idiosyncrasies. It is known 

that even when the personality processes deep within the in¬ 
dividual may be in question, they nevertheless interact with¬ 
in a framework of his total personality. Rejecting the 

classical psychoanalytic model, it is now considered adequate 
and feasible to tike the view that all of a person's needs 
do not have to be made conscious. Instead, a conscious ap¬ 
proach can be used side stepping the pathologic areas and 
dealing instead wi*h a creative element and potentials of 
his personality. The resulting sense of achievement can be 
salutary for anyone regardless of any latent or dormant 
pathology within. 

Members of any group which have been together for a 
long period of time develop certain conflict traps or pat¬ 
terned ways into which new problems will fall. The traps 

represent unresolved and hidden problems residing in the 
unconscious and which may be triggered whenever a new issue 
arises. Thus, a heated conflict could arise over a simple 

decision as to whether or not a group of patients or a group 
of employees are to be given time off to attend an outing or 
a picnic on "company time." Analysis might reveal the pres¬ 

ence of strong feeling associated with a bitter conflict that 
occurred months or years ago but was left unresolved. The 
original conflict could have been concerned with items such 

as dining room hours, hospital parking privileges, seniority, 
or the purchase of technical or administrative equipment. 

The management or staff alignments established in the orig- 
inal conflict would tend to reemerge on a variety of new 
issues. In such instances, it would be useful to uncover 
the original conflict and to present it in the light of the 
day within the aura of reason, or if the conflict remains 
unsolved, there will remain a perpetual hindrance to the 

transaction of any future business. In addition, the longer 
the conflict persists unnoticed, the more complex will be 
the ramification of the distorted group process and the more 
difficult it will be to deal with and to eliminate at a 
future time. 
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HUMAN RELATIONS TECHNICS 

Many technics have been developed for improving human 
relations skills. They vary from that of a formal classroom 

teaching approach through T-Group (personal sensitivity train¬ 
ing) to group therapy following classical psychoanalytic 
lines. 

The first technic usually consists of sending various 

officials or department members to college seminars or short 
courses so that they may gain additional skills in management 
and interpersonal relations and also gain some insight into 
human behavior in general and in themselves. 

Another technic, that of the Group Training Laboratories 
at Bethel, Maine, trains individuals from a variety of organ¬ 
izations by taking them away from t.:e organizational setting 
and putting them into T-Groups (training groups). Although 
the T-Group tends tu locus on the conscious side of behavior, 
it also deals with the unconscious levels of motivation in 
individuals. The number of hours the T-Groups meet is approx¬ 
imately two hours in the morning and one in the evening. In 
between there are lectures and demonstrations to implement 
the technic. The purpose of the T-Group is to have the par¬ 
ticipants eventually see themselves as they really are and 

to come in contact with each other on the basis of their real 
selves. There are three basic problem processes involved: 
(1) The development of an openness with one another, (2) 
The diminishing of the authoritarian structure, and (3) The 
development of technics of confrontation. 

Role-playing, one of the commonly employed methods in 

human relations sensitivity training, can be a useful tool. 
When carried out consciously it can be moved from a highly 
structured setting toward one that is unstructured and spon¬ 
taneous. It is considered to be successful in human relations 
training when it succeeds in loosening people from patterns 
of rigid thinking, enables them to see themselves and their 
associates in a new way, and to see themselves as others see 
them. The effectiveness of role-playing lies in its ability 
to change attitudes and behavior because one has "acted out" 
or "lived" the other person's problem or situation. It may 
be summated by an old Japanese proverb which says, "Pinch 
yourself to see how others feel." 

The technic of group therapy as applied to human re¬ 
lations training is concerned basically with "working through" 
of personal conflicts within the group and within each 



individual group member. This type of interaction is usually 
performed by a well-trained and highly experienced group 
psychotherapist. The training may extend from an "open- 
ended" existentially oriented group to intensive group 
psychoanalysis. 

IMPLEMENTING THE PROGRAM 

A number of prevalent deterrents to human relations 
training may lie within a hospital setting as in other set¬ 
tings. There are those resistances which exist to any new 
program. Then, there are the unique resistances to human 

relations training. Experience has shown, for example, that 
medical staff members may perceive that such a program has 
no value for them as they know about human relations already 
and that it may be appropriate only for the lower grade air¬ 
men and for the supervisors of the civilian housekeeping 
staff. 

Medical administrative personnel may perceive the pro¬ 
gram as an implementation for their set aims to be directed 
specifically towards subordinate personnel with whom they 
must deal daily. This is usually stated in the form of 
"getting them to cooperate" implying it is they who must 

change not I. Experience has also shown that medical corps- 
men may be mildly receptive to such a program viewing it 

sometimes as an interesting presentation but all the while 
feeling that it is they who have to do all >f the bending 

and changing. It would appear that at times they attempt to 
confuse the program with the concept that "the patient is 
always right" and often times view it as another form of 
moral leadership lectures. 

It has been noted also that the civilian housekeeping 
staff may perceive the human relations training program in 
terms cf possible immediate reward through the change of 
schedules, wages, and work loads. They may confuse the pro¬ 
gram with industrial relations and race relations. They may 
show an eager desire to substitute the program for the rou¬ 

tine Civil Service and Wage Board procedures. There are also 
indications that nurses too may feel that they may know 
enough about human relations already. Like the administra¬ 
tors, they seem to expect a technic that would "get more 
cooperation from others." 

In order to overcome many of the deterrents to a human 
relations training program within a medical setting, the 

109 



program first must be viewed and planned for in long-range 
terms. It is generally recommended that: (1) There should 
be an individual involvement of the human relations trainer 

or therapist ranging from two to five years, (2) Resistance 
to the program, both intrinsic and extrinsic, can be over¬ 

come by prolonged deep involvement and identification with 
the program, (3) The selectees, who tend to be more receptive 

when their perceived status (through participation) is 

slightly elevated compared with their true status, should 
be invited to participate through the office of the hospital 
commander through the medium of an official investigation, 
(4) At the outset there should be minimal publicity for the 
program. Knowledge of it may be spread unobtrusively through 

the graduation of success'ul cadres of company grade medical 
and administrative officers, nurses, and NCOs, (5) A reading 
material packet should be provided for each participant, (6) 
Audiovisual aids should be used whenever appropriate to the 

content of the material being presented or discussed, and 
(7) At least one administrative NCO should be appointed to 
the administrative function of keeping records, procuring 
training materials, accomplishing reports, and performing 
any other ancillary activities. 

THL MALCOLM GROW PROGRAM 

The human relations program as first implemented at the 
Malcolm Grow USAF Hospital in 1961 was designed to help pro¬ 
vide the various staff members with a feeling of identity 
and to show them clearly where their job fitted into the 

overall mission. The planned program was deliberately broad 
in scope and included corpsmen, nurse's aides, receptionists, 
clerical staff, food service personnel, and members of the 
custodial staff. 

The genesis for the program lay in a number of incidents 
which occurred despite a very high quality of professional 
care offered the patients. The careful study of a number of 
patient complaints revealed that most of them were vague and 
dealt mainly with emotional reactions to the staff rather 

than specific complaints of professional mistreatment. An 
unjudicious comment made by a physician, a negative remark 
overheard from a nurse, a curt reply to a question asked of 
the medical technician, an unexplained delay in seeing a 
physician in the emergency room—these were typical of the 
types of complaints that were received. 
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The program as originally planned was geared to the 
philosophy that all personnel should clearly perceive, re¬ 
gardless of their grade, duties, or level of responsibility, 
that their individual contribution would add to the psycho¬ 
logic well-being of the patient and to the efficiency of the 
hospital. The program consisted of a series of lectures 
and group discussions geared to the various echelons of the 
hospital staff. The receptionists, for example, would train 

separately as would the ward technicians and the emergency 
room personnel. There were monthly meetings with group dis¬ 
cussions of problem areas for both the ward, noncommissioned 
officers, and the clinic personnel. These meetings included 
the Hospital Commander, the Director of Professional Services, 
the Hospital Administrator, the staff psychologist, and on 
occasion, guest speakers. The formal talks emphasized pre¬ 
ventive measures and technics of dealing with stress situa¬ 

tions rather than with criticisms of past mistakes. On 
occasion, films were shown depicting various aspects of group 
dynamics. Role-playing was also employed demonstrating both 
existing and potential conflict areas. Recognizing the need 
for developing the art of telephonic communication and con¬ 
versation, a course by the Bell Telephone Company, was added 
to the program. Emergency room personnel, for example, were 
instructed in the art of good telephone manners and on the 
principle of giving a positive answer. They were also in¬ 

structed that if they were unable to satisfy an individual, 
the call should then be referred to the appropriate nurse on 
duty, the administrative officer, or to the medical officer 

of the day. 

At a later date the responsibilities for the implemen¬ 
tation of the program was transferred to another staff psy¬ 
chologist whose professional orientation towards "human 
relations training" lay in a classical psychoanalytic model. 
The individual group members that were selected for training 
were first nominated by the Hospital Commander. The members 
of the group were given the basic contract, "You are here by 
order of the Hospital Commander and not by election." I am 
the appointed leader, and this is the way the situation'Will 

have to be." The members were told at the beginning that 
the goals would be twofold. The first would be to find a 
problem that all would agree is a valuable one in which to 

work, and secondly to work out the problem to a reasonable 
point and then to terminate. It was related to the group 
members that each meeting would be a unique occurrence and 
that group members should not inquire as to what other groups 
have done. The group met for twelve individual sessions 
lasting from 1045 to 1200 hours. Attendance was mandatory 
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and was taken at each meeting. With the departure of the 

staff psychologist from active military service, the program 
was terminated temporarily. 

At the present time the human relations training pro¬ 
gram is under close supervision of the Department of Psychi¬ 
atry. A new training course was initiated on 13 September 

1967. The training group consisted of a large cross section 
of nurses, the Medical Service Corps, Biomedical Science 

Corps, and officers in company grades of 2nd lieutenant 
through captain. The content of the course was directed to¬ 
wards the developing of skills and leadership, discipline, 
morale, and the understanding of group dynamics and group 
processes. The methods of instruction employed consisted of 
a series of lectures and discussions with the adjunctive use 
of training aids such as psychologic training films, exer¬ 

cises at self-assessment involving the administration, scor¬ 
ing, and interpreting of various self-administering tests, 
and self-ratings. The films which were shown and discussed 
were "Focus on Behavior—Man the Social Animal," and Maslow's 
recent film entitled "Actualization Therapy." The majority 
of the training sessions were initiated each with a brief 
lecture followed by a discussion. Sample topics were: "Per¬ 
sonality Theory and Social Adjustment," "The Role of Motiva¬ 
tion and Work Performance," and "Self-Actualization as a 
Goal in Emotional, Social, and Occupational Achievement." 
Several of the topics which were discussed were: "Dealing 
with a Problem Employee," "Characteristics of a Good Leader," 
and "Employee Morale." Supplementary aids that were employed 

for personal introspection consisted of a self-administering 
test of intelligence. Allport's Scale of Values, and the 
Mooney Problem Check List. 

One of the primary objectives of this particular train¬ 
ing course was to reestablish the continuity of the human 
relations training program and reestablish good will and 

salutary public relations. The primary objectives of the 
overall program were to develop: (1) Better understanding 
of individual and group relationships, (2) Increase self¬ 
understanding, and (3) Ihe learning of more effective ways 
in dealing with and in solving work and personal problems. 
On 14 November 1967 the 'irst training course was concluded 
and certificates were awarded to the trainees. 



CONCLUSIONS 

The positive results of the human relations program at 
the Malcolm Grow USAF Hospital have been evident from the 
time of its inception. The increase in efficiency and the 

rsduction in patient complaints have been the immediate tan¬ 
gible results. More important, however, has been the estab¬ 

lishment of a feeling that each and every person is a unique 

individual and has a personal contribution that he can make 
to the accomplishment of the overall medical mission, and 
that regardless of rank, title, or status, he may take a 
personal pride in his job as a needed and respected staff 
member. 

In a modern and ever-changing democratic society with 
its stress on human rights and its concerns with effective 
organized human behavior, it is imperative that both super¬ 
visor and employee learn to recognize the rights and respon¬ 
sibilities of each other and to further develop within 
themselves a clearer self-perception of one's self, his 
roles, and functions. To serve this need and to facilitate 

self-understanding, openness, mutual trust, and mutual 
support, a number of training methods have been developed. 
They vary from the formal classroom lecture technic to the 

T-Group Sensitivity Training method to the intensive analyt¬ 
ical group approach. The human relations training program 
which is a continuing requirement at the Malcolm Grow USAF 
Hospital would appear to be one of the effektiv« ways to 
achieve such objectives. 
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DETERMINISM VERSUS FREE WILL IN HUMAN BEHAVIOR 

Maurice R. Seaquist 

A determinist views all human behavior as having been 
caused. It doesn't matter how small or insignificant the 
bit of behavior may be, it is perceived as having determi¬ 
nants which produced it. For example, if a person has a 
dream in which he is being chased by a man who has a knife 

in his right hand, a determinist maintains that some thing, 
or some things, determined that it was a knife that he was’ 
carrying rather than a club, or gun, or a bouquet of flowers, 
nlso, there were determinants which made the pursuer a man 
rather than a woman and so on. 

As behavior scientists, we concern ourselves with look- 
^or the determinants of maladaptive or destructive be¬ 

havior and, from time to time, the courts ask us to make 

judgment concerning the responsibility, or degree of respon¬ 
sibility, of a particular individual for a particular act. 

The question we need to ask ourselves is this. Are we 
full time, card-carrying deteiminists? If so, then we must 
view all human beings as extremely complex robots who have 
only an illusion of freedom to make choices. Then there are 
no good guys, nor bad guys, nor heroes, or villains. There 
are only a vast combination of determinants which produce 

constructive or destructive behavior in a particular individ¬ 
ual at a specific moment. 

What are the ramifications of determinism and what 
special problems does it present for the behavior scientist? 
One of the first questions which needs to be answered is how 
do we know when we have found all the determinants which are 
pertinent for a given bit of behavior? What criteria do we 
use to evaluate whether an event in a person's life is a 

major or minor determinant? Do small, minor, obscure events 
in a person's life accumulate and eventually generate the 
power of causation of one single major obvious event? Can 
ten, or a hundred, or a thousand small determinants become 
equivalent in significance to one major determinant? Can 

small positive determinants neutralize the power of causation 
of one major negative determinant and vice versa? Do ten 
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We must ask ourselves, at what second did this organism be¬ 
come responsible for its behavior? Can we say that if we 

hal had all of these determinants ourselves that we would 
not have ended up in a bunker in East Berlin? If not us 

why not? At what second would we have behaved differently 
than he did? And, if so, why? Would it be because we have 
a pocket of goodness in us that he didn't have? Where did 

this pocket come frcm, and did we do anything to earn it? 
If so, what caused us to earn it and him not to earn it? 

And if we did not earn it, how can we take any credit for it? 

Unless we can say with some certainty that we would not have 
lived the life of Hitler, how can we assign the responsibil¬ 
ity to him? Are we going to claim that if he had been born 

a Jew, that he still would have destroyed six million Jews? 
How much difference would it have made if he had been born 
on a farm in Alliance, Nebraska? Would he still have lived 
a destructive life? Or, what if he had had yours or my 
mother and father? 

As behavior scientists, we may be limited at this point 
in our development to simply stating that all behavior which 
occurs must have had adequate and sufficient determinants 
even though we may not be able to perceive enough of these 
determinants to always understand how the behavior was pro¬ 
duced. We then are saying that a person with a character 
disorder who murders has just as adequate and sufficient 
detern" nants producing his behavior as does a person who is 
psychotic. That is, the person with a character disorder 
did not choose his category of maladaptive behavior any more 
than the psychotic chose his. To execute one is just as 
senseless as executing the other. 

At this point, members of the legal profession may be 
quite unhappy with us. They may say that they have asked us 

to assess responsibility and that we have answered that re¬ 
sponsibility cannot be assessed. Judges and lawyers probably 
would not take kindly to our informing them chat all these 

years they have been asking the wrong question. That instead 

of trying to determine is the defendant responsible for his 
crime, the question they should have been asking is "What 

determinants caused this man to behave in a destructive fash¬ 
ion? Also, what determinants will cause him not to behave 
destructively again, and what negative influences were there 
in the society which produced him, and what can be done to 
eliminate these factors so that future citizens will not be 
exposed to these negative influences? We are not saying the 
legal system should not punish some criminals in certain ways 

as punishment may act as a beneficial determinant for some 
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individuals. We are not saying that the criminals should not 
be isolated from society, until, and unless their destructive 
behavior can be eliminated. 

If we persist in our position as determinista, we are 
certain to make religious leaders uncomfortable also. They 
are going to point out that religions have been based on the 
concept of personal responsibility since their beginnings. 
They will ask, what happens to our concepts such as sin, 

guilt, vengeance, forgiveness, and the good guys going to 
heaven and the bad guys going to hell? from your determin¬ 

istic position, it follows that we did not really choose our 
particular brand of religion at all but that such determi¬ 
nants as the religion of our parents, and where we were born, 
did our choosing for us. Don't you know that even the Bill 

o Rights guarantees the freedom of choice of religion? What 
kind of shape do you think the world would be in now if it 
were not for religions? 

We behavior scientists, after being confronted by law 
and religion, may find that being full time determinists is 
not much fun. Since there is such widespread opposition to 
the concept of complete determinism, perhaps we wore wrong 
in taking this position in the first place and we should 
abandon it for another position. 

Suppose we become only part-time determinists. Then 
we can say that as behavior scientists, we have learned that 
only some behavior is completely determined, other behavior 
only partially determined, and some other behavior completely 
free of determinants. That is, suppose we embrace the con¬ 
cept of a free will. Is this a more comfortable concept, 

and what are the ramifications and problems of this position? 

. . [lrst of ali* we note that °ur new positon has brought 
back the concept of personal responsibility. Vc* it again 
makes sense to think in terms of good guys and >ad guys, and 
we are free to cheer the heroes and hiss the villains. We 

are also free to take revenge upon the villains and keep a 
clear conscience in the process as we are destroying evil. 
We have also gained back our feelings of superiority over 
the Adol. Hitlers and the other evil people. In addition to 

hating individuals, we can feel anger and hate toward whole 
countries and their ideologies to the point of going to war 
against them and destroying them, secure in the knowledge 
that God is on our side. 
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As behavior scientists on familiar grounds, we feel 

more comfortable and our problems are simplified. Or, are 
they? It is true that we can now go to court and render an 

opinion concerning a defendant's responsibility. Since we 
have the concept of free will and since we are experts in 

the field of human behavior, it is entirely logical that we 
perform this function. But before we settle back in the 
witness chair, let us ask ourselves how much we know about 
free will. When does it operate and when doesn't it operate? 
Do some people have more of it than others do? Can a person 
develop it in themselves? Can they somehow earn it? Can it 

be measured? What questions do we ask or what psychologic 
tests do we administer to take the measurements of free will? 
How, indeed, can we ever measure something which by its own 
definition is free and above determinants? It seems as be¬ 
havior scientists we are unique. Out of all the sciences, 
ours is the only one which has phenomena free of determinants. 
Before we give our testimony, let us ask ourselves just how 
expert a witness can we be. Let us note that the prosecutor 
has lined up just as many behavior scientists as the defense 

attorney. How can this be? Or, rather, how can this not be? 
We might ask ourselves, how did we get into this arena where 
we must contest with our fellow experts? It appears that we 
have experienced as much difficulty adjusting to the legal 
system on its terms as it would have adjusting to us if we 
were full time determinists. 

Another problem with embracing free will is that the 

concept lends itself so readily to allowing we humans to 
hate each other. It is the person who is evil rather than 
the determinants since the person is fully responsible for 
his behavior. It also allows us to have the same feelings 
toward ourselves. Instead of some inborn Thanatos causing 
man to be against himself and others, we need to ask to what 
extent the concept of personal culpability is responsible 
for such widespread destructiveness and if it is, how can we 
feel comfortable in embracing it? 

Twenty-one years ago. Dr. Chisholm, fresh from World 
War II, wrote a paper in which he reviewed how civilization 
throughout time has fought devastating wars and created un¬ 
told suffering. In seeking the determinants, he presented 
the following statement: 

"For a cause we must seek some consistent 
thread running through the weave of all civili¬ 
zations we have known, and preventing the devel¬ 

opment of all, or almost ail people, to a state 
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of true maturity. What basic psychologic dis¬ 
tortion can be found in every civilization of 
which we know anything? It must be a force 

which discourages the ability to see and ac¬ 
knowledge patent facts, which prevents the 

rational use of intelligence, which teaches or 
encourages the ability to dissociate and to 
believe contrary to and in spite of clear ev¬ 

idence, which produces inferiority, guilt and 
fear, which makes controlling other people's 

personal behavior emotionally necessary, which 
encourages prejudice and the inability to see, 
understand, and sympathize with other people's 
points of view. Is there any force so pc tent 

and so pervasive that it can do all these things 

in all civilizations? There is—just one. ’’"he 
only lowest common denominator of all civili¬ 

zations and the only psychologic force capable 
of producing these perversions is morality, the 
concept of right and wrong, the poison long ago 
described and warned against as 'the fruit of 
the tree of the knowledge of good and evil.' 

In the old Hebrew story, God warns the 

first man and woman to have nothing to do with 
good and evil. We have been very slow to re¬ 
discover this truth and to recognize the un¬ 

necessary and artificially imposed inferiority, 
guilt and fear, commonly known as sin, under 

which we have almost all labored and which pro¬ 
duces so much of the social maladjustment and 
unhappiness in the world. For many generations 
we have bowed our necks to the yoke of the con- 

viction of sin. We have swallowed all manner of 
poisonous certainties fed us by our parents, our 
Sunday and-day school teachers, our politicians, 
our priests, our newspapers and others with a 

vested interest in controlling us. 'Thou shalt 
become as Gods, knowing good and evil,' good 

and evil with which to keep children under con¬ 
trol, with which to prevent free thinking, with 

which to impose local and familial and national 
loyalties, and which to bind children to their 
glorious intellectual heritage . . . The re¬ 
sults, the inevitable results, are frustration, 
inferiority, neurosis, and inability to enjoy 
living, to reason clearly, or to make a world 
fit to live in (1)." 
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Harry Stack Sullivan echoed Chisholm's views when he 
stated that in his experience, "... there is imminent in 
humcji personality a striving toward the way of life that is 

not destructive to others. It tells me that man would live 
at peace had he ever had the chance to be free of that 

'slavish acceptance of the doctrines which each generation,' 
to quote Abe Portas, 'is supposed to accept from its prede¬ 
cessors like a burial urn, and to pass on untouched and un¬ 
examined to its successors (2).'" 

Tnese views were expressed 21 years ago. Since that 
time a new generation of our sons has grown up to fight 

again in still two more wars. Law and religion are still 

pulling people in different directions. What is religiously 
right may be legally wrong, and what is legally right may be 

religiously wrong. Whether sin or crime, both evoke condem¬ 
nation and revenge. 

Must we wait for some future period of enlightenment 
before there can be a rapprochement among law, religion, 
and the behavior sciences? When will we be ready to provide 
leadership toward this social progress? 
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CONCEPTUALIZATION AS REFLECTED IN SOCIAL PERCEPTION BEHAVIOR* 
A PRELIMINARY REPORT 

Eric C. Theiner 

The term "conceptualization," or as used experimentally 
in recent psychnogic literature, "conceptual complexity," 

has been employed to characterize several different forms of 
behavior. Because all of the definitions 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 an single, 
all-embracing behavioral definition. In the most general 

terms, however, it might be said that a person with a rela¬ 
tively high degree of "conceptual complexity" might be ex¬ 
pected to demonstrate a great deal of subtlety and precision 
in classifying or coding his experiences; he would generally 

avoid stereotypes in his thinking and could make and preserve 
discriminations at an optimal level in both interpersonal and 
impersonal transactions. 

While a number of studies have attempted to develop 

operational definitions of conceptualization, there has been 
only a minimal attention directed toward examining relations 
between conceptual categories and actual social behavior. 
This, then, is the question to which this “present research 

ÍwíaíreCtedt is* are differences in the complexity with 
which one classifies information related to his perception of 
social interaction settings? F 

Social Perception 

The few studies touching upon the relation between con¬ 
ceptual behavior and social perception have typically been 
concerned with establishing the validity of certain concep- 
tual categories. Social perception research, on the other 
nand, has generally been focused on the accuracy of one's 

perception in an interpersonal situation“ Differences in the 
ability to perceive others accurately has been associated 

with a number of cognitive and affective dimensions, e.g.. 
defensive orientation," "psychologic adjustment," the 

authoritarian syndrome," and "judge-object characteristics" 
W / # • 
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have uniformly been ratings cn trait scales. The question 

arising concerns the specific relevance of these response 
dimensions to inferential sets as opposed to their more gen¬ 
eral relevance to the experimental situation. Thus, the 
specific trait scales might be irrelevant for the assessed 

rating, as for example, the use of terms such as "honest," 
"frank," and "deceitful" to describe an individual for an 
observer who had assumed a causal-genetic set. 

Studies on the inferential sets have characteristically 
used the technic of set induction. That is, the Ss were pro¬ 

vided information about a particular social situation and, 

based on this information, were presumed to have adopted 
certain sets. Naugle pointed out, however, that the Ss vary¬ 
ing responses to the differential information might have re¬ 

flected, in actuality, only the ability to recognize the 
attributes of an assigned role and not the adequacy of the 

induct-on. The only satisfactory indicator that appropriate 
set arousal had occurred would have been evidence of differ¬ 
ential perception. 

Naugle sought to handle these problems by using the 
inferential setr themselves as response variables. He noted: 

This should permit a more direct investiga¬ 
tion of interrelationships involving situational 
and interpersonal features. By defining and con¬ 
trolling situational context, its interactive in¬ 
fluence could be clearly reflected. Until more 

is known about these relationships, attempts to 
induce sets seem premature. At this level of 
investigation, it seems more important to view 

inferential set expression as a function of both 

interaction context and dispositional features (9), 

The explicit assumption concerning socialization and 
the several inferential sets has been stated by Jones and 
Thibaut. 

. . . much of socialization involves the gradual 
substitution of causal-genetic and situation- 
matching criteria ^or more primitive value-main¬ 
tenance standards (4). 

Naugle gave this hypothesis more explicit form. 

• • . the direction of change from least mature 

should be as follows: value-maintenance. situ¬ 
ation-matching, causal-genetic ¿9). 
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nie present research hypothesis followed Jones and 
Thibaut s view that socialization proceeds as follows: 

value-maintenance, situation-matching, and/or causal-genetic. 
There may well be a three stage progression as suggested by 

Naugle, but this notion lacked sufficient experimental sup¬ 
port for introduction into the present investigation. 

Conceptual Complexity 

There are available several different operational def¬ 
initions of cognitive complexity. Since all have variant 
measurement properties from one another, the only satis¬ 

factory method for examining the relationship of the con¬ 
struct of cognitive complexity to inferential set behivTor 
is to employ a£ many of the operational statements of the 
term as possible in the examination. 

A-ce As a second parameter, the different operational forms 
differ even with regard to the nature of the actual stimuli 

employed, that is, whether such stimuli are "impersonal" or 
interpersonal." The definitions developed by Bieri (1) 

Mayo (8), and Tuckman (14) have always used people (inter¬ 

personal) as stimulus referents, while those of Kahn (5) and 
McGaughran (7) have typically used objects (impersonal). 
While the choice of one or the other kind of referent has 

usually been described as deliberate, the reasons for this 

choice have not always been clear. Thai; is, each researcher 
has implied that use of the "other" kind of referent would 
lead to a different performance (12), 

The tactic presently selected to handle this matter was 
o evelop, where possible, both impersonal and interpersonal 

forms for each of several mam technics for defining "con¬ 

ceptual complexity" and to relate both separately to infer¬ 
ential set behavior. Operational definitions with alternate 
forms were thus provided for the Bieri and Mayo measures with 
the third measuhe (Tuckman) not capable of such treatment. 

Tuckman calls his construct "integrative complexity" rather 
than cognitive complexity," although there is little ques¬ 
tion that he seeks to tap the same construct defined by the 
latter term. Tuckman uses four "systems" to express degrees 
of complexity with System I being "low" and System IV being 
high, whereas the others speak of a dimension. 
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PROCEDURE 

Operational Measures 

a nJÏVÎ'* technic£COnsiRtS 0f Presenting the subject with 
presents a Slgnificant role figures. He then 
presents a list of ten constructs such as "adjusted-malad¬ 
justed and asks the S to decide to what extent each of the 

IachC^ ï?tS (on a 1 to 6 scale of magnitude) applies to 
each role figure. The more differentiated the application 

constructs, the more cognitively complex is the S, 

the ,naf ^nterP®rscnal f°™, i.e.f it uses people Is 
the mam stimulus referent. The impersonal fomTSTtîTis 

^rStUhr: role°figures,by 8stimulus objects 

vides the°<lS 8imilar to Bieri's in that she pro- 

IlthõuaÍ rWÍ h a St °f nameS °f signifleant role figures, 
although she presents only three figures at a time Her in- 

are to 6iv*as ^ ™í"í. ír 
tîi^ ïv, ! figures are alike but different from the 

in I vivlí6^" ?f^SUch constructs wïïI^TtKe“S can produce 
in a given time period constitutes the index of cognitive 

complexity. The impersonal modification, as with the Bieri 
simply required the substitution of stimulus objects for * 
role figures. J 

Juc)?ma",s approach consists of presenting the S with 
each of six hypothetical interpersonal situations. He then 

resnonsL Ía\Íhe T °f f°Ur Posslble forced-choice 
responses to the given situation. These responses presumably 

Tuekmln1!! of alternative solutions offered: thus, 
Tuckman defines the cognitively ("intégrâtively") complex 
individual as the one who characteristically selects the 
response incorporating multiple alternative solutions. As 

andehinh8h^aííS hlS1"low" complex person a System I person 

Il ahH ttÎ gh COmplex p?rson 3 System IV Person with Systems 
II and III persons describing intermediate positions. Since 

his operational definition is intrinsically tied to the per¬ 
ception of social, interpersonal situations, no impersonal 
form of his technic could be developed. F 

The measure of inferential set consisted of five tape- 
recorded dialogues presenting either "two students," or a 

student, or a 'resident advisor" (dorm counselor) in con¬ 
versation selected on the basis of presumed relevance for 
the present Ss. 



The dialogues have been described as follows t 

jUnimal Information Dialogue I (content-free 

discussion).The "actors" are presented as two 
students working on a problem which not spec¬ 

ified. Their conversation consists ouly of re¬ 
marks focused on achieving a "solution" to the 

task. Reference to specific personal character¬ 
istics or behavior styles is minimal (theoreti¬ 
cally nonexistent, but it cannot be rigorously 
maintained that such a goal can be achieved). 
The "tone" of their conversation remains even 
and on a cooperative level (9). 

Low. Situational Complexity Dialogue II (hostile 
discussion)^The "actors^ are represented as 
two students engaged in a discussion regarding 

the respective merits of a "discussion-oriented" 
versus a "lecture-oriented" class with each tak¬ 
ing a different viewpoint. One "actor" (the 
stimulus person) becomes increasingly hostile 
towards the other "actor" in his verbal expres¬ 
sion; the other "actor" does not become verbally 
hostile (9). 

Dialogue III (non-hostile discussion). T*.e 

actors are represented as two students engaged 
in a discussion regarding the respective merits 
of pay television" with each taking a different 

viewpoint. The conversational tone remains even, 
and each "actor" expresses friendly acceptance 
of the other's point of view without abandoning 
his initial position (9). 

Moderate Situational Complexity Dialogue IV 
( academic proniem). The "actors" are represented 

as a "student" (stimulus person) and a "resident 
advisor" engaged in conversation around the pre- 
sentation of an academic problem by-the stimulus 

person. The "resident advisor" maintains a fairly 
standard operating procedure in eliciting the 
stimulus person's story (9). 

High Situational Complexity Dialogue V (non- 
hostile emotional problem). The ,,actorsM are re- 

presented as a student (stimulus person) and a 
resident advisor engaged in conversation around 
the presentation of an emotional problem by the 
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stimulus person. The resident advisor maintains 
a fairly standard operating procedure in elicit¬ 
ing the stimulus person's story (9). 

Each S in the experimental procedure was instructed to 
give forty free description" responses, eight per dialogue, 
reilectmg his reaction to the stimulus person. 

The original intention had been to score each of the 
forty responses according to the three inferential set cate¬ 
gories as defined operationally by Naugle. Yet, while these 

three categories were clearly differentiated in theory, their 

differentiation in speech was by no means as straightforward. 
To illustrate, the response "he is lazy" rather clearly en¬ 
compasses both VM and SM components. Taken as an epithet, 

it clearly reflects a VM set. Taken as a description of be- 
havior in a normative setting, it reflects, just as clearly, 

SM set. This multiple applicability to several possible 
sets was found in a substantive number of responses obtained 
in the present sample. 

The presently selected solution to this problem was to 
develop additional refinements within the SM category. That 
is, the SM classification was broken into four additional 

f^uP?! Description (DES), Situation Matching-Ability 
(SMA), Situation Matching-Behavior (SMB), and Situation 
Matching-Dynamic (SMD), Thus, the final scoring employed 
seven categories: VM, EES, SMA, SMB, SMD, and CG with the 

seventh being Not Elsewhere Classified (NEC) which was used 
only when none of the other six categories was deemed appli¬ 
cable. The DES category, which only described the perceived 

interaction rather than matching its appropriateness in the 
given context, was felt not to be a true SM response. Both 
it and the NEC category were therefore excluded from the 
final analysis. 

Two raters, scoring the response sheets "blind," 
achieved perfect agreement on 69 percent of the cases. Dis¬ 
agreement within one category was achieved in another 17,5 
percent. The fact that 86.5 percent of the responses were 

capable of such consistency was taken to indicate that ade¬ 
quate mterscorer agreement had been achieved. The final 
categorization given each item was achieved by consensus. 

Besides the indices described above, each S‘s age, 
hours of college credit, academic year, verbal fluency, and 
manifest achievement were also introduced as experimental 

variables. These variables required controlled presentation 



ï?d Previously becn hypothesized as affecting 
conceptualization. ® 

Subjects 

The sample consisted of 60 female college otudents with 
an average age of 21.43 years, S.D. , 6.06 ye¡rs. Ninety!íwo 
percent of the Ss were between 18 and 28 years of age with 

the preponderance 171 percent) being single. The average 
number of hours of college credit completed was 41.80, 
b.D. = 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 aulely to fe¬ 
males was to reduce uncontrolled variation due to uex dif¬ 
ferences; such variation has previously been shown to affect 
conceptualization (13). 

Experimental Manipulation 

A total of 21 scored variables were employed includinc 
square root transformations for the Bieri measures. The ex¬ 
tent of relationship between the individual ueasures of con¬ 
ceptual behavior and the inferential set categories was 
tested by use of Pearson's £(2, 3). 

RESULTS 

Table I shows the means and standard deviations of the 

!îf8Urff/uUSÎoin the analysis- Threw of the response vari¬ 
ables (VM, DES, and CG) have greater standard deviations 
than means where a minimum measurement point was zero. The 
assumption of normality is not tenable in these instances, 

and individual non-parametric analyses were additionally 
performed on these scores. 

Computation of r between the control values of Age. 

Maüíf»!! 4°^ege Cred7t* Scholastic Year, Verbal Fluency and 
Manifest Achievement, and the experimental measures yielded 
three significant intercorrelations (two in excess of ,05; 

TJ*™”* by a ?wo-tailed approximation of t, 
with df - 58. This proportion is approximately equal to 

alpha, and these significances were attributed according to 
random variation. 

The major hypothesis was composed of four statements. 
First, an inverse correlation was predicted between the 

lesser degree of socialization as defined by use of the 







Rank order (rho) correlations were computed for the 
three significant CG intercorrelations (10). The Pearson 
r^s for the Mayo IN-CG, Mayo IM-CG, and Tuckman III-CG rela¬ 

tionships were .25, .32, and .30 respectively. The Spearman 
rhos for these relationships were .26, .37, and .31. Since 

rho is not directly comparable to r, these latter coefficients 
were converted to t's which were 2.30 (p < .05, one-tailed), 
3.55 (p < .01, one-tailed), and 2.84 (p < .01, two-tailed). 

These t s maintain both the direction and significance as 
shown by r. Thus, the CG significances reflect real sample 
differences and cannot be explained on the basis of invalid 
paraiietric assumptions. 

As concerns the individual inferential set categories 
themselves, there is no support for the hypotheses postulating 
either a negative relationship between any of the conceptual 
complexity measures and VM production, or a positive relation¬ 
ship for VM-Tnckman I. 

The remaining four categories (SMA, SMB, SMD, CG) 
(with the exception of Tuckman I) were all hypothesized as 
being directly correlated with conceptual complexity. 

Predictions were also not borne out within either the 
SMA or the SMB categories; no postulated significant results 
were obtained. Or. the othsr hand, however, it appears note¬ 
worthy that three significant relationships, Mayo IN-SMB, 
Tuckman I-SMB, and Tuckman IV-SMB (two-tailed p < .05), were 
in the direction opposite to that predicted. While one of 
these findings might be due to alpha, the cccirrence of three 

suggests the value of reinterpreting the implications of the 
SMB categor*,. This will be elaborated upon later. 

Two significant relationships were obtained with the 
SMD category—Tuckman I and Tuckman IV. 

Finally, three significant findings were obtained with¬ 
in the CG category although the Tuckman III-CG (two-tailed, 
p < .01) had not been included in the formal hypotheses. The 
Mayo IN-CG (one-tailed, p < .05) and Mayo IM-CG (one-tailed, 
p < .01) findings were as stipulated, thus, there appears to 
be a direct relation between a "high" degree of cognitive 
complexity as defined by Mayo and use of the CG inferential 
set. 

In summary, the preponderance of the hypotheses assert¬ 
ing a relationship between the inferential set categories and 
the conceptual complexity indices could not be rejected. 
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DIMINISHED MALE ORIENTATION IN SUICIDAL BASIC TRAINEES 

Douglas M, Harper 

The suicidal adolescent has been the object of volumi¬ 
nous research. This has been aimed at the identification of 
socioeconomic, environmental, and personality factors which 
may predispose the vulnerable individual to react in a self¬ 
destructive manner (1, 3, 5, 15, 17). 

revMi!í!rürVatl0n 0f baSÍC trainees Mho had attempted suicide 
oripnî^ aPParent Pa«ern of diminished male interests or 
nentation. Perusal of the literature revealed scanty ref- 

erence to the male suicidal patient and his masculine orien¬ 
tation or to his relationship with his father and authority 

ufün65 13’ ^4’ 15? 17)* 11 was coniectured whether dimin- 
shed male orientation, and characteristic interpersonal and 
intrafamiiial relationships, might be found in a group of 
suicidal trainees as contrasted to a control group and a 
group of administrative dischargees. 

This study of suicide attempts in adolescents was con¬ 
ducted at Lackland Air Force Base, Texas. It deals with late 
adolescent male enlisted trainees. These young men are in¬ 
troduced to the Air Force by means of 30 days of training 
spread over a six-week period. There is an average monthly 

h V u*°2? t0 14’00° traineea- «any are separated 
from home for the first time. In the first few days they 

Civilian clothes uniforms, have their 
GI h*irÇuv, and hegin the rigors of military life 

mess ph£;ical conditioning, studying, and eating 
mess hall food. The training program emphasizes discipline 
and conformity which is geared to produce a responsive, re¬ 
sponsible airman. * 

A small number of basic trainees are unable to complete 
the program because of intellectual, medical, or psychologic 
deficits. Ore to two percent are discharged during training 
because the^r behavior indicates that they may be unsuitablf 
or unadaptable to the military. They are usually considered 
to nave character pathology of varying degrees. They are 
administratively discharged from the service. 
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This study was an attempt to isolate significant fac¬ 
tors relating to male orientation prevalent in a group of 
trainees who made suicide gestures. These trainees were 

compared to a second group who successfully completed basic 
training and to a third group who were discharged administra¬ 

tively. The aim was to discover whether a distinction relat¬ 
ing to diminished male orientation could be made between 

these three groups of late adolescent males by means of a 

biographical questionnaire, brief structured interview, and 
the HMPI. 

METHOD 

Subjects 

The subject sample included 120 basic trainees. It was 
divided into groups consisting of 40 trainees who made sui¬ 

cide attempts, 40 who successfully completed basic training, 
and 40 who received administrative separations but had made 
no suicide gesture. 

A suicide attempt, for the purpose of this study, was 
defined as any physical act causing injury carried out by an 
individual against himself. Thoss making threats or with 

suicidal ruminations but without a gesture were not included. 

During 1967, 60 trainees made suicide gestures. Of 
these, only one or two could be considered as having made 

serious attempts at self-destruction. The others involved 
ingestion of nonlsthal doses of pills, drinking assorted 
fluids, and superficial abrasions to the wrists. In the 
last two years there have been no completed suicides in the 
basic trainee population of Lackland Air Force Bas :. 

Patients given a psychotic diagnosis and homosexual 
discharges were excluded from the study. 

The subjects included in the suicidal and administra¬ 
tive dischargee category came from ,he Inpatient Service at 
Wilford Hall USAF Hospital, and frtm the Mental Hygiene 

Clinic, both located at Lackland Air Force Base, Texas. The 
third category included 40 airmen who were in their next to 
the last day and successfully completing training when inter¬ 
viewed. The assumption was made that psychopathology of an 
incapacitating nature was not pparent in this group and 

that they had greater emotional stability and strength than 
the first two groups. The subjects in this control group 
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Air Force; and length oftîLintSn"003 f°r tha 
were then asked of the sub-iecf Who «a"8*». °th8r <lu®stions 
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results 

frent^t^míri!™?^“:" dlTÍ‘‘*d í"to dif- 
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ily. and peer group orientation fbtemPts in th® fam- 
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Comparisons were done between all three subject groups. 
Significance testing was done by the chi-square method. 

Table I shows a striking reversal in the relationships 
toward parents in the control and suicidal groups. The sui¬ 
cidal subject very definitely feels closest to his mother, 
is able to confide in her, and considers her the most im¬ 
portant adult in his life. The paucity of individuals who 
relate to their fathers in the suicidal group is unmistak- 

ably apparent. In the control group, alignment with the 
father is evident by the number who felt they could confide 
in their father and considered him the most important adult 
in their life. 

The disruption of significant relationships is noted 
in table II. This is most marked in the suicidal group. 

This applies both to death in the last 5 years in family 
members and loss by death, divorce, or desertion of parents. 
In the latter instance, the statistically significant find¬ 
ing relates to such losses occurring after the age of 12. 

Only one subject in the control group lost a parent from the 
household after his 12th birthday. However, 11 out of 40 
in the suicidal group lost a parent after the age of 12. Of 
the parents lost, both before and after age 12, the prepon¬ 
derance was the father for both the suicide and control 
groups, 13/16 and 6/7, respectively. 

There was a tendency for members of the suicidal group 
not to be engaged in team sports in high school. A great 

TABLE I 

Relationship with parents: 
Control compared with suicidal group 

Control 
(N=40) 

S.A. 
(N=40) 

x2 with 1 D.F. 

Feel closest to mother 

Feel closest to father 
Confide in mother 
Confide in father 

Mother most important adult 
Father most important adult 

13 
13 
2 

11 
11 
17 

21 
3 

14 

2 
29 
4 

N.S. 
6.24 p < .05 
9.00 p < .01 
6.24 p < .05 
8,00 p < .01 
8.04 p < .01 
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TABLE II 

Stability of relationships: 
control compared with _ 

Parental loss due to di¬ 
vorce, death, desertion 

Loss prior to age 12 
Loss after age 12 

Death in family within 5 
years 

(F-6,M-1) 

6° 
1 

16 
(F-13.M-3) 

5 
11 

N.S. 
8.33 p < ,01 

7.36 p < .01 

for the suicidal train^to £! tí )# tendency 
trend toward significance Fact * y°ungesf child shows a 

listed, did not^show^elevant^ifferences?*6^' ^ n0t 

the adS^««ï»Î*ïiÎ^” dIfferentl*te *>« from 
Sh«, that the ,h!ft ^rfthfZ; °f ^le IV 
administrative croup ^ als° ln th* 
the suicidal subjects. ¿h L 1 1 Proncunced than in 

the.dm^îiJ.iîvT^/^t^V^^S^.1?, 
tciä?iv "^,riijhri"‘:h.“'i.ift,r r “ 
the father. * ' 12 l««»«» involved 

ïhi ôidinistri“r ^"«•'"^•'oidesfihïïnrv.ïï^ 

noted as tending toward significance All nf th -u ° ^ 
tor.pfaii,d to statistical^ dii^ti'Î,1 
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TABLE III 

Miscellaneous : 

Control compared with suicidal group 

Control 
(N=40) 

S.A. 
(N=40) 

x2 with 1 D« F. 

Engagement in team sports 

Father with less than 9th 
grade education 

15 

9 

6 

19 

3.86 p < .05 

N.S. 

Mother with less than 9th 

grade education 

Subject only child 

7 10 

6 1 

N.S. 

N.S. 

Subject youngest child 9 18 N.S. 

TABLE IV 

Relationship with parents: 

Sui idal compared with administrative group 

Feel closest to mother 

Feel closest to father 

S.A. 
(N=40) 

21 

3 

Administrative 
(N«40) 

17 

4 

x2 with 1 D.F. 

N.S. 

N.S. 

Confide in mother 14 10 N.S. 

Confide in father 

Mother most important 

adult 

Father most important 

adult 

N.S. 

N.S. 

N.S. 
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TABLE V 

Stâbility of relationships: 
Suicidal comnfir#»H __ • 

Parental loss due to di¬ 

vorce, death, desertion 

Loss prior to age 12 
Loss after age 12 

Death in family within 
5 years 

16 

5 
11 

10 

12 

5° 
7 

N.S. 

N.S. 
N.S. 

N.S. 

°Excludes 2 subjects adopted as infants 

Engagement in team sports 

Father with less than 9th 
grade education 

Mother with less than 9th 
grade education 

Subject youngest 

Subject oldest 

Subject oldest male 
sibling 

6 

19 

10 

18 

9 

7 

5 

10 

8 

9 

18 

19 

N.S. 

N.S. 

N.S. 

N.S. 

N.S. 

5.54 p < .05 
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The mean t score on the M-F scale of the MMPI for the 

control group was 23.1 placing them in the area of average 
male interest pattern (at score of less than 25.5). For 
the suicidal group, the mean t score was 20.1, and for the 
administrative group it was 26.7. The mean for the latter 

two would be in the moderately low male type interest pat¬ 
tern (a t score between 25.5 and 30.5). Although the dif¬ 

ference of these scores was not statistically significant, 
a trend was indicated which might be more clear in a larger 

patient population. 

There were 20 subjects in the suicidal group and 13 
in the administrative dischargee group who had MMPI validity 
scale scores elevated more than two standard deviations 
above the mean. Eliminating these technically invalid 
MMPI's did not appreciably change the group averages. There 
were no subjects in the control group with such elevations. 

The typical profile of the "normal" basic trainee is 

a young man 19.6 years of age who comes from an intact home, 
is at least a high school graduate (39/40) with involvement 
in team sports activities in high school, has no evidence 
of recent deaths in the family, and has ? tendency to look 
to the father for advice, comfort, and guidance. 

The typical profile of the basic trainee who has made 
a suicidal gesture is 19.0 years of age, comes from a home 
possibly disrupted not only by divorce, death, or desertion 
with the father being the excluded one, but also by the death 
of a relative within the last five years. He tnnds to be 
the youngest child in the sibship with no substantial history 
of a suicide attempt. He has at least a high school educa¬ 
tion (35/40) with limited involvement in team sports in 
high school. The father may have less than a 9th grade ed¬ 

ucation. He looks to his mother for advice, comfort, and 

guidance. 

The typical profile of the basic trainee who is dis¬ 
charged administratively is similar to the suicidal subject 
with the exception that he tends to be the oldest sibling 

as well as the oldest male sibling. He is not likely to have 

a father with less than a 9th grade education. 

DISCUSSION 

An inspection of the tables and review of the typical 
profiles for the three groups very definitely indicates that 
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Ability to interact with the male training instructor is an 
indication of ultimate success or failure in basic training. 
This would support the findings of Schneer et al., (13, 14) 

that male adolescents who attempt suicide have concern over 
their masculine identity. 

Scores on the H-F scale indicate a trend of a greater 

male orientation in the control group. A possible explana¬ 
tion for the large number of elevated scores on the validity 
scale in the suicidal, administrative group of the MMPI lies 
in the absence of an administrative or medical decision deal¬ 
ing with these trainees at the time that tney are interviewed. 

CONCLUSIONS 

This study has shown ¿hat basic trainees who have made 
a suicide gesture had a closer relationship with their 
mothers than with their fathers. The control group who suc¬ 
cessfully completed training hau a closer relationship with 
their fathers , 

The findings were divided into three different cate¬ 
gories. The first considered the subject's relationship 

with his parents, the second the stability of the family, 
and the third a miscellaneous category. The results very 
definitely indicate a greater movement of the suicide group 
toward the mother, almost to the exclusion of the father, 
with a reversal of this trend in the control group. 

The MMPI was found to be of little help in evaluating 
the possible differences in "maleness" in the^e three groups, 
but it did show a trend away from male interest patterns in 
the suicidal and administrative groups. 
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eventually in Leary and Alpert's dismissal from Harvard. The 
group that revolved around Leary and Alpert now became an 

"in-group" fighting the "persecutory establishment." There 
followed a series of escalating steps resulting in the public 
hysteria of 1965 as LSD received increasing publicity-- 
whether for or against is immaterial—thus attracting more 

and more people's attention, more publicity, more attention, 
and so on. The notoriety attracted the curious, the adven¬ 
turous, and the discontents which tend to be features of the 
youth of America. The LSD movement, started in the 1950's 
with middle class professionals, became in the 1960's the 
property of the adolescent children of this same middle 
class. The eternal struggle between generations for the 
present generation is joined on the oattleground of the LSD 
controversy. 

Thus far we have indicated that in some ways LSD's 
introduction into a subculture has followed the usual pattern 
of any new drug or indeed any novelty. The introduction of 
the drug was followed by a research phase, a novelty phase, 
and finally an enthusiastic proselytizing phase. While the 
pattern is the same, the degree of LSD's attraction to cer¬ 

tain groups of people made the novelty and especially the 
enthusiastic phases far more widespread than is typical of 
the usual drug or fad. A partial explanation for this wide¬ 

spread use and abuse of LSD can be found by examining some 
characteristics of current middle class urban life. 

ECONOMICS 

Consider for the moment how our culture has set the 
stage for widespread use and aibuse of drugs. Middle class 

Americans have become increasingly affluent since the Great 
Depression as the Protestant Ethic has paid off beyond wildest 
expectations. Our industrialized technologic society—based 
on industry and ingenuity—has given us a materially rich 
environment. Associated with this affluence is an American 
faith in science and research. This adds to the affluence 
and is made possible by it. This faith in science ar,d sup¬ 
port of it has allowed medical-pharmacological research to 

blossom and has provided us with a variety of lifesaving and 

useful diugs. 

We recognize that there are necessary consequences of 

this increasing armamentarium of pharmacologic agents. We 

all agree that the benefits outweigh the hazards but we must 
recognize the hazards. One hazard that we cannot overlook 
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is that we have convinced most of middle class America that 

taking drugs is a routine activity—even in many cases a 
desirable or necessary activity. Affluence has made it 
possible for us to guard our health zealously and provided 

us the drugs to do this. It has also made us a drug-taking 
culture. We accept substances which we feel will alter us 
physically or psychologically without question. This is as 

it should be, but as witn most good things in pharmacology 
and medicine, there are unwanted side effects. In this case, 
the side effect is psychologic. We, as a drug-taking culture, 
are now less afraid of drugs in the widest sense and are far 
less reluctant to try a new mind or body-altering substance 
than we were twenty years ago. Let me point out something 
of the psychology of this side effect. If I never take a 

drug, here broadly defined to include any body-altering sub¬ 
stances, then taking a new or even illegal drug is a much 
mere difficult step psychologically for me than if I rou¬ 
tinely accept "popping a pill" for my headaches, cold, 
fatigue, or nerves. 

For the pharmacologic virgin to overcome his initial 
psychologic inertia about the idea of drugs, and in addition, 
to overcome the usual inhibitions about beginning any new 

and unpredictable experience, the appeal of that experience 
must be much greater than for the pharmacologic sophisticate 
of our society. Our culture "knows" about drugs from ex¬ 
perience and thus has far less inhibitions about the use of 
any new substance--a fact which is both a blessing and a 
curse. 

Affluence then has provided us with the money to support 
research, to develop drugs, and to buy them. It also allows 

us to slip easily from legitimate drug use to illegitimate 

drug abuse. Affluence provides us with the wherewithal to 
buy the drugs I prescribe and also to buy the drugs I pro¬ 
scribe from the friendly psychedelic pharmacopeia, 

before I'm accused of being against affluence, let me 
note that it is not affluence per se that gives us problems, 
rather it is the way we as a culture deal with it. Our 
Protestant Ethic has not prepared us to deal with affluence 
and its by-products of leisure time and relative comfort. 
Our culture, particularly the middle class, has also been 

oversold on happiness as being an inalienable right. It is 
not happiness but the pursuit of it that is our inalienable 
right, and that's a major difference for us psychologically. 
One pursues happiness, and this implies a running after a 
fleeting goal. In many ways the running after constitutes 
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MPPR 

This required that the child be controlled by the mother and 
can be seen by the rigid adherence for feeding and so forth 
that were widely accepted in the '20s and '30s. The results 
°f this kind of approach to the child are the middle class 
adults of today. I want to emphasize that while 1 may men¬ 
tion relatively minor specific child rearing practices, they 
are used merely to typify the overall child rearing philos¬ 
ophy of the time. In the early 1940's, child rearing prac¬ 
tices shifted significantly from this earlier trend. The 
spirit was "do what seems natural in training your child 

and be sure he's 'ready' before you urge n"5w skills." The 
age of weaning and toilet training was increased substan¬ 
tially , and there was a distinct softening of other lone- 

standing prohibitions. Middle class parents led by Dr. Spock 
were in a revolt against the authoritarian, rigid, constrain¬ 
ing child rearing practices of the prewar generations. 

Starting in the early '40s, children were increasingly en¬ 
couraged to see the reasoning behind the rules. Corrective 
iscipline replaced punishment. Schedules became flexible. 

All of these changes led to our current generation of adoles¬ 
cents and young adults which, for the most part, is an 
eminently reasonable generation. 

The catch in this laudable permissive environment is 
that there is a fine line between "permissiveness" and 

over-permissiveness," and in some families, as we would 
expect, permissiveness came to be seen as parental submission 
to the child's needs and feelings i.e., overpermissiveness. 
Overpermissiveness has predictable consequences for the 
personality of the growing infant and child. The main con¬ 
sequence of interest to us here today is in the realm of de¬ 
velopment of the child's ego strength. Ego strength is an 
abstraction which may be said to be concerned mainly with 
the child s ability to react to the world in the same way 

others do. As with other kinds of strength, it derives from 
exercise and training of innate capacities. Overpermissive- 
nesü actively prevents the child from exercising and train- 
ing his deveioping ego since he is protected from th* day 
to day difficulties which he um.in —;____ ~, 

parent recognizes the need for these encounters 

Ww?5,are frustrPtine to the child and recognizes that the 
child s mastery of the difficulty is an important growth and 

ego strengthening process. The line between tolerable frus¬ 
tration of the child and intolerable frustration is a fine 
one, and making this discrimination may be too anxiety pro¬ 
voking for the parent who, as a result, protects the child 
from >nany situations which the child can and should deal 

with. This overprotectiveness frequently combines with 
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overpermissiveness as the child grows older so that the child 
grows up in a sheltered environment in which his needs and 

wishes dominate his parent's behavior. One example may serve 
to charectenzr the infinite variety of ways that this can 
be manifested. 

Picture a two-year-old toddler in a middle class family 
kitcl.sn. Mother has just taken a hot pan from the oven and 
put it down hurriedly on a chair. The toddler, curious as 

always, reaches for it. At this point the permissive mother 
takes his reaching hand, and while preventing him from burn- 

ln8 it, allows the child to experience the warmth near the 
pan and explains about the hot pan thus teaching the child 
the lesson to be learned about ovens and pans and perhaps 

most important, using the child's own curiosity and initia¬ 

tive in a constructive way. The overpermissive and/or over- 
protective mother might do one of two things. She might be 
permissive and allow the child to touch the pan and bum 

himself thus "learning his lesson" or teaching him at the 
same time that: (1) people won't stop me from hurting myself 
andf (2) that initiating activity or being curious ends up 

with pain for me. Or, t’.e mother might be overprotective and 
grab his hand anxiously away with or without a verbal warning. 
This might teach the child, if repeated in many kinds of sit¬ 
uations, the following lessons. "When I am curious about 
something, somebody is going to stop me before I act." "I 
can never satisfy my curiosity." "Mother gets upset if I do 

things on my own." The consequences of this childhood train¬ 
ing for the later adult might be that he fails to learn from 
his own experience and ho uses his impulses to upset other 
people. 

The child of these parents experiences the world in a 
different way from the usual child. The overprotected child 
lives in an environment without difficulties, and without 

satisfaction of his curiosity, and without the gratification 
of mastering a potential learning problem. The overpermis- 
siye environment ignores other's needs in favor of the 

child's needs, a pleasant situation, but not the real adult 
world of today. Thus, these children grow up with a weakened 
ego relative to their peers. The "acid-head" continues to 
seek, in his adolescent and young adult years, the state of 

bliss he experienced as a small child where he is the center 
of the universe, where his needs are met very quickly by the 
outside world, and where the only pain is that of never 
completing an act. LSD promises an answer to this search. 

"You will once again be at peace with the universe and people. 
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of the m--d'^g ; Search f0r new Values is characteristic 
tinuïd Tin C!aS! yOUth* and PerhaPs unfortunately, con¬ 
tinued LSD use leads to a significant shift in values. This 
shift in personal values from valuing industry, material 

^ to valuing th. introspactiv^'tha^an- 

lf%2ÎZâ:.L‘ imPOrtant f°r ,he ' *"< future 

PSYCHEDLLICS TODAY 

olavs lhLt?g%Ín Perf°nal values of the chronic LSD user 
or role An the current psychedelic movement. Be¬ 

coming an acid-head" has all of the qualities of religious 

conversion. One has a dramatic mystico-religious experience, 

and ^ec‘,mes c°nverted, and subculture maintains, supports, 
and fosters the changed status of the converted individual 

and unÏÏHÎVa pr°aelytize his religion among the unconvertec 
and uninitiated. This change is opposed vigorously by the 
stable middle class establishment for several reasons. First 

^th® social system inevitably moves slowly in any di- 

2d acîi^ Jr ^ t0 preSerVe the status qno through inertia 
^ Ce t0 Change* Secondly, because the "love 

generation vociferously opposes the values revered and es¬ 
poused by the "straight" middle class, the middle class re¬ 
sponds in kind. Finally, the society reacts strongly since 

in part, the value change undergone by the hippie represents 
the well repressed desire of most "squares." All of us har¬ 
bor the wish to rebel and the wish to return to a narcissis- 

IeaÍnstP^hnw*Uph0rÍC exi?tence‘ This épuise is defended 
against with a force proportional to the strength of the re¬ 
pressed impulse. The LSD movement represents this impulse 
for our society, and the strong reaction by the society 

against the hippies represents the defense we all have against 
living out this impulse ourselves. In the current psychedelic 

etv^Vnn P?1?111';® laws enacted last year represents soci¬ 
ety s collective defense against our collective repressed 
impulse. y 

THE PSYCHEDELICS TOMORROW 

the nlrr ^“SeCiUence for society of this irrational impulse on 
the part of one segment of society and an equally irrational 
def.„s. by another e.ge,e„t 1. dear. Ih. hysteria oveThSB 
led to premature punitive legislation in California. As a 

t Cau íegln t0 See the consequences that this leg¬ 
islation has had on tho LSD movement. First, it forces the 
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issue of LSD before we can hope to make objective evaluations. 
It makes martyrs of those within the movement and solidifies 
the LSD advocates in a common purpose—opposing the law. It 
now makes LSD an even more exciting drug and in addition 
attracts the purely antisocial individual to its use. By 

this, I mean that those people actively searching for a way 

to attack so< rty now see LSD as one further way to accomplish 
this purpose. And the use of LSD by this group is particu¬ 
larly dangerous since these people are driven by hostile im¬ 
pulses which are poorly controlled at best and which may be 

released when LSD breaks down their already weakened controls. 
Making LSD an illegal drug puts it into the same psychologic 
category as marijuana and the opiates, and the same sociologie 
category of people handling pot and opiates now handle LSD. 
Thus, LSD has passed from the hand*; cf friends and peers into 
the hands of the professional criminal since (1) it's become 

profitable, and (2) he's already risking a felony offense in 
his sale of pot and opiates, and adding LSD to his list of 
products does not increase his risk. 

So today the young person seeking LSD gets it from a 
professional also pushing pot and opiates whereas formerly 
he got it from a friend who was only interested in psyche- 
deli.es. This greatly increases the chances that the young 
person will be seduced away from psychedelics and into nar¬ 
cotics—a step in the wrong direction for the young person 
interested in "kicks," 

The laws also make the buyer subject to severe penal¬ 
ties if he's caught. The effect of this is to increase his 
anxiety about taking the drug which, if r.e nevertheless pro¬ 
ceeds to take it, markedly increases the chances of his hav¬ 
ing a bad trip" with a resultant increase in psychiatric 

casualties—the very thing the laws were aimed at iliminating. 
The laws also tend to keep young people from coming immedi¬ 
ately for psychiatric help for "bad trips." Their fear of 
imprisonment keeps them away until a merely "bad trip" turns 
into a more difficult to treat nightmare of psychoses. Here 
again, the laws contribute to the psychiatric morbidity and 
mortality of LSD use. 

A further unfortunate consequence of the legislation Is 
that it permits the public to relax and say, "Well, we've 

taken care of that little problem." Thus, we completely ig- 
nors the reality of what is a continuing problem totally 

untouchable) by legislation alone. The fact that the laws on 

LSD are enforceable only with great difficulty by enforcement 



agencies is largely ignored by the public and the laws 
themselves. 

The final unfortunate consequence of the legislation 
is that it has severely restricted the amount of research on 
LSD. A curious paradox exists when I personally can obtain 

large amounts of illegal LSD in the Haight-Ashbury area, but 
professionally, I cannot obtain LSD unless I have an impec¬ 
cable position in a large research position plus a grant from 

NIMH. Practically all LSD research in this country has ground 
to a halt. This is due, in part, to the difficulty in de¬ 
signing an approvable research project and obtaining an NIMH 

grant because competent researchers are justifiably reluctant 
to become involved in the emotional hassles which envelop LSD 
research. Research is tough enough without these additional 
drawbacks. 

The legislation thus has had the effect that most overly 
severe premature prohibitive legislation has. It, in fact, 
provokes the very behavior it hopes to eliminate and serves 

to continue the conflict it was aimed at resolving. The laws 
have cast the die for the future of the LSD movement. We can 
expect that in the years to come, barring a reversal of soci- 
ety's position, LSD will be known less and less as a psyche¬ 
delic drug and more and more as a psychotomimetic. It will 
appeal less to the creative and curious and more to the re¬ 

bellious and psychopathologic. It is clear that "the LSD 
problem" will be with us for years to come. 

A SYMBOLIC INTLRACT1UNALIST INTLRPRLTATION 

Thus far in our discussion of the "love generation," 
we have taken a somewhat traditional approach to the issue. 
Starting from our clinical experience with the psychiatric 
casualties of the LSD movement, we went on to focus on con¬ 
tributions to our understanding of the problem deriving from 
traditional sociologie and ego psychologic theory. Very 
clearly this represents a highly oversimplified and over¬ 
generalized conceptualization of a tremendously complex area. 
Nevertheless this tentative attempt to bring order into a 
chaotic area is not without its assets over and above the 
liabilities it is heir to. This tentative attempt can now 
be bolstert1 and broadened by introducing another way of 

examining the dynamic ongoing situation. I refer to taking 
a symbolic interactionalist perspective of the LSD inter¬ 
actional scene. 
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Äi*-.* «Ät0 

T'.‘yt.tt l"“ra?*i°»*Ust tries to find out "w^ U's 

>T?°*z ä£ izziïiï ríUs'M:1’ 
ör:1 Lr^tirä::/'8^8 ^ 
situations ultn^i“ ^lu.“ 0^^¾¾° ?f ?h' 

äS^<:r“tM -Ä lë^ 
IBSïzr^ ^ 

oÄ^iH‘,ev~s^ ••“-^ our theories and speculations about his self-indi-ations 
The implications of this are quite cTSIr in terms of further 

Z’T^iTf ;° 

^asifhi^ir hlS aitUatl<>"- ““a° i'dication"^’0“ 

1-hs.o A S*Cond raa3°r contribution that symbolic interaction 
heor> makes to our understanding the hippie is its stress 

^f£ - 
occurina primailî™his 

indi'ir¿,haS VJry iinportant: consequences for the child’s self 
fndtcations and for his self-conception, rhus! syiolic 
interactionalists assume that one's current ot-ar, ^ t ,.- 
inextricablj, intetvined -ith aïï of íílf“' 1S 

iffthè "ôîd“d aapsrience’ 'T the "ne"" “y O"1” "»d- ry the old. Thus a conception cf self learned in -he 
process of socialization must inevitably nave an im-a't 
both later learning and later behavior V tm " ^ 'ya''t 0,1 

exifn^rr15!10" WhiC. Predates.,iis current behavior and which 

this comesCfrom ^^«roítsid^of the^ííe^fpy^oirpíopír0" 
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not only from family but also from friends, teachers, and 
others. 

Symbolic interaction theory can contribute to our under¬ 
standing of not only the individual but also the group life 
of the hippie (1). We will refer only to one aspect of this 

contribution and bypass the possibilities of investigating 

tue importance of role-taking, reference relationships, iden¬ 
tity transformation, and so forth due to considerations of 
ti.me and length. The one aspect of the group life of the 

hipnie to which I refer is the "herd" character of Haight- 
Ashbury life (10). Crucial here is the clinical recognition 
that, despite the supposed emphasis on interpersonal commu¬ 
nication in the "love generation," in fact life for the 
hippie is closer to the collective monologue than to the 

interactive dialogue. This characteristic lack of communi¬ 
cation which exists not just between the hippie and the 

straight world but between the hippies themselves was related 
earlier to the basic search of the hippie i.e., he seeks the 
ability to "get with it" through LSD, however, the "vibes" 
represent not symbolic communication but a characteristic of 
the herd. His search for others through the use of LSD and 
otner drugs is, however, predestined to failure based on many 
hippies' difficulty in "taking the role of the other" in 
Mead's sense. So we see again how this difficulty, in sym¬ 

bolic interaction terms—the inability to take the role of a 
"generalized other" in turn related to the earlier problems 
of socialization and self-conception, is coped with by the 
individual through his quest for "the LSD experience" which 
promises solutions to insoluble problems. 

Finally, we return again to the infinite complexity of 
the problem. Current social and psychologic theories admit 
readily to the complexity of human behavior yet continually 
reduce it, as we have done here, to manageable abstractions 
all too often at some distance from what they are intended 

to cope with. Symbolic interactionali&ts urge us to approach 
social and psychologic complexities at the crucial but dif¬ 
ficult stage of the symbolic interaction, both intra and 
interpersonal, a formidible but necessary task. 

CONCLUSIONS 

This paper has explored the vicissitudes of the LSD 
problem in an attempt to develop a tentative understanding 
of complex phenomena. In the course of the paper we 
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explored the historic and economic antecedents of the LSD 
movement. 

Changes in our urban middle class soc.’ety were noted 
to be temporally related to some aspects of :he current 

crisis. An exploration of socialixation in the United States 
coupled with theory of ego development led to some plausible 
conclusions about the hippie of today and were confirmed in 
a limited way through clinical example. 

A reexamination of the phenomena from a different per¬ 
spective, the symbolic interactionalist, re sealed some areas 
of agreement and some areas of glaring inaaequacy in the 

traditional perspective. The advantages of viewing the prob¬ 
lem from the new perspective were weighted against the dif¬ 

ficulties of the symbolic interactionalist approach with the 
conclusion being that only the symbolic interactionalist 
approach appreciates the complexity of human behavior, and 
difficult as it may be, this approach offers hope for the 
tentative understanding of complex human interaction. 
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THERAPEUTIC ABORTION OF MILITARY DEPENDENTS 
FOR PSYCHIATRIC REASONS 

M. Vernon Ordiway 

I would like to present five psychiatric cases in which 
therapeutic abortion was a major consideration. These cases 
I saw during my first year as psychiatrist at South Ruislip 
USAF Hospital near London. This group of five is not large 
enough to be statistically significant. However, it demon¬ 

strates many of the characteristics of larger groups reported 
in the literature (3), Therefore, it is my opinion this 
group can profitably be examined as a starting point for 
consideration of some of the problems involved in therapeutic 
abortion. 

The following points will be emphasized» 

1. There are cases in which therapeutic abortion may 
be the treatment of choice. 

2. Each case must be considered on its own merits 
free from personal or cultural prejudice. 

3. No woman will be aborted against her will, 

4. If an abortion becomes a secondary gain of emotional 
instability, a dangerous precedent may be established. 

5. Availability of abortion from civilian practitioners 
may be increased by medicare. 

6. Private patients are considered candidates for ther¬ 
apeutic abortion more often than clinic patients or patients 
seen by government agencies. 

The irst patient is the 35-year-old wife of a captain 
who is pregnant with her fifth child. After having seen the 
husband and wife for two hours, I was aware that the husband 
was the one who desired the abortion. The husband was cer¬ 
tain that the birth of this child would be followed by a 
postpartum depression similar to that following two previous 
pregnancies. He envisaged himself at home taking care of the 
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íSí t°T “í"" chIldre" “hilo his vife was having her 
25th shock treatment as on a previous occasion. For this 
reason he was angry when it was explained to him that his 

wife did not want an abortion. He was allowed to ventilate 

his fears and anger. He was assured of support and consid¬ 
eration in whatever problems might develop. He then became 

n^cv^ri31"!^16 t0 hÍS "Ífe,S carryinS through the preg ■ 
nancy, and she has now delivered a healthy child. Thepa- 
tient has kept up contact with our clinic on an informal 

basis. However, two months after the birth of the child thi 
husband called my home in an agitated state. His wUe wôuÏd 
not get out of bed, eat, or nurse the baby. He was willing 

IlreadePÍ-lmmedire-hOSPÍtalÍZdtÍOn f°r hÍS WÍf® SÍnce 1 ^ 
already discussed with him the many therapeutic measures, 

including short-term hospitalization, our clinic had to offer 
family. The patient made good progress after five days 

tL ÍZatl0n* r0r the firSt time’ he came upon 
the psychiatrist as an ally rather than an adversary. 

» Yividly illustrates one of the facts that 
should be borne in mind when therapeutic abortion is con¬ 
sidered, namely, that if a pregnant woman wishes to carry 
on her pregnancy, no physician is going to interfere. None 
of the present proposals being made throughout the Lnglish 

speaking world to liberalize consideration of abortion pro¬ 
cedures, in any way, advocates the abortion of any female 
wno does not wish to be aborted (1). 

The second patient is a 37-year-old mother of six. She 
has been hospitalized three times in the past for psychiatric 
reasons. The patient stated quite openly that she had to 

get rid of the baby, that she was unable to face the pros- 
pect of staying at home with seven children, now that another 
was expected, while her husband spent one of his frequent 
nights away. I recommended a therapeutic abortion and ar¬ 
ranged to have her case evaluated by another military psy¬ 
chiatrist who, according to the patient's husband, read the 
regulation to her and told her that she was not "sick" enough 

to be granted a therapeutic abortion. The next weekend, while 
her husband was away, the patient was taken by ambulance from 
her home where, according to her British neighbors, she was 
striking her two year old on the head, pounding herself on 
the abdomen, and crying out "They won’t let me get rid of 

this^one so at least I can get rid of the one that's already 

out. Prior to this, the patient had fallen downstairs after 
taking an overdose of tranquilizers which had been given her 
by other physicians. This may not have been a bona fide 
suicide attempt, but it represents the misuse of drugs and 
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alcohol that causes the death of some pregnant women eacn 

year (1). The patient consulted a private gynecologist! 
but a problem arose when he demanded his fee before the 

operation explaining that he had difficulty with Americans 
over the fee in the past. By this time, more than a month 

had elapsed since my first session with the patient and her 
husband. Since the family did not have the fee, and the 
patient was in her fifth month, they decided to have the 

child. A tubal ligation was performed at an Air Force hos¬ 
pital following delivery. 

The third patient is a 28-year-old mother of three, 
dependent of a staff sergeant, who had a therapeutic abor¬ 
tion performed one year ago while in the United States. This 
woman called the hospital one night saying that she could not 
take care of her children, she was going to take them to the 
American Embassy, leave them there, and then get a plane to 
Vietnam to bring her husband back to take care of her chil¬ 

dren, etc. The patient was unable to accept the fact that 
her husband would not be returned directly to England from 
Vietnam permanently if she acted wildly enough. While dis¬ 
cussing with her why she imagined such wild actions would 

achieve her desired effect, she said that a year ago "They 
wouldn't give me a therapeutic abortion so I really threw a 
fit and then they did." 

My last experience with this family was to listen to 
the husband and members of the wife's family decide that he 
would have to take the children to his various relatives in 

the United States for the remainder of his tour in Vietnam. 

This case illustrates the dangerous pattern which may 
be intensified, if not in fact started, when such a highly 

valued and sought for procedure becomes too clc»ely associ¬ 
ated in the patient's mind with emotional instability, es¬ 
pecially of the dramatic acting out, immature, suicide 
attempting variety. 

The fourth patient is a 26-year-old woman seen after 
the birth of her third child, the fourth pregnancy in four 
years of marriage. The man and his wife had been having 
marital difficulties since the spontaneous abortion of the 
second pregnancy. When she was three months pregnant, a 
military physician (a personal friend of the family) made 

private arrangements with a London physician for a thera¬ 
peutic abortion. She had a last minute change of mind, 

dramatically sitting up on the table and saying "No, I think 
it would be wrong to have an abortion." She then returned 
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in.Gennany dnd explained that she had been 
refused the abortion because she had been in her third month 

f pregnancy and that this was too late. The husband accepted 
this explanation at the time. Since then, he has learned ? 
that many women have been aborted in the third month by the 

nof^?7 i13" natUrally is in doubt. The wife can¬ 
not bring herself to tell him the truth. 

U*™® íífth patient is an unmarried 23-year-old retarded 

!• ° dnv 0fflCer* This is th« only unmarried woman of 
the series. She would be in the minority of any large series 

when considering either therapeutic or illegal abortions (3). 

If T8í-3he WaS retarded* was fully appreciative 
of the kind of thirgs that would make most 2^-year-old unmar¬ 
ried girls uncomfortable in her situation. She had been 

:2r!fü!t!h-by 3 ™arried man aad «as fearful of the embar¬ 
rassment this would cause her family. She felt unable to 

take care of a baby and was sure it would have all the lia¬ 
bilities that she had ever had such as epilepsy. This girl 

was recommended for a therapeutic abortion on the basis^hat 
she was not capable of taking care of the child without ac- 

SUPP0^ fr°m someone very close to her. There was no 
prospect of marriage, and the parents were certainly unwill¬ 
ing to take any responsibility for the care of the child. 
It was further felt that the withdrawal of parental affec- 

•aî„WaS taking Place because she was such a 
bad girl would cause her emotional status to deteriorate. 

She was refused the abortion on the basis that, although her 
parents had signed the authorization, the patient had Sever 
been declared legally incompetent. Of course, some incom¬ 
petence had been granted simply by the fact that she was 

still considered a dep-ndent at her age. Nevertheless, she 
had never been declared legally incompetent, and it was 

feared that since she had not signed the form herself, in 

the future she might be in a position to sue for assault. 
On the other hand, if she signed the form, this would prove 

that sne was not incompetent and therefore able to raise the 
child.. This patient was subsequently aborted by a civilian 

Afilar With Part °f the cost defrayed by the government. 
After the operation (abdominal type), it took much direct 

persuasion, from both the operating physician and the OB-GYN 
specialist at our hospital, to dissuade the parents from 

going to Europe and leaving the convalescent girl alone in 
London. They finally hired a practical nurse to be with her 
as they kept to their original travel plans. 

The last three cases illustrate the point that private 
patients outnumber clinic patients as candidates for 
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therapeutic abortion (4). Military patients may become pri¬ 
vate patients whenever refused a therapeutic abortion by the 
military hospital in the area (2), and we can expect more of 

the people we serve to attempt to avail themselves of this 
service in the future. As military physicians with complete 
access to the medical and military records of the family, we 
are in a position to evaluate cases far better than the ci¬ 
vilian physician who may not even be in the same country 
where the family is stationed. Moreover, our opinions would 

not be swayed by the possibility of personal financial gain. 
If we are prepared to consider each case individually, putting 
aside personal bias in favor of sympathetic understanding, 
we will he able to help our patients appreciate the issues 
more clearly and make their decisions more rationally. In 
doing so, we will be able to perform a service to our patients 
that has been sorely neglected in tha past in military medi- 
cal practice and in most areas of civilian practice. 
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A DISCUSSION OF SOME PSYCHIATRIC ASPECTS 

OF THERAPEUTIC ABORTION 

John J. Kavanagh 

The five cases presented by Dr. Ordiway help to illus¬ 
trate the complerities and difficulties that encompass the 

problem of recommending therapeutic abortion for psychiatric 
reasons. This is particularly so when psychiatric indications 
are extended to social and economic considerótions as well 
as clinical. 

Dr. Ordiway discusses some of the ramifications of re¬ 
quests for therapeutic abortion and the impact of the clini¬ 
cian's decision on the subsequent behavior of the patients. 
He recommends a posture of understanding and a consideration 
of all aspects of the problem rather than an attitqde of 

rigidity and the tendency to hide behind a literal interpre¬ 
tation of a regulation. 

However, before we take a more detailed look at the 
psychiatric aspects of the problem, one point needs emphasis. 
It is the fact that the issue is not a simple matter to be 
resolved by more liberal abortion laws. To assume so is to 

take a facile, simplistic attitude toward a complex entity 
involving legal, moral, social, and economic parameters as 
well as strictly clinical considerations. Let us consider 
some of these parameters. 

PSYCHIATRIC INDICATIONS 

There are perhaps three major psychiatric indications. 
These are: (1) The danger of exacerbation of an existing 

psychosis or the precipitating of a psychosis (puerperal or 
postpartum psychosis); (2) The exacerbation or precipitation 
of a severe neurosis; and (3) Depression and suicide. 

Psychosis 

Simon (9) states that a diagnosis of schizophrenia per 
se, is no indication for therapeutic abortion, and further, 
it is no simple matter to predict development or exacerbation 

168 



Of a psychotic episode. He feels that no categorical deci- 
sion can be made, that a consideration of all factors is 

imperative, and that the attitude of the patient tov/arrl 1-1 
pregnancy and resultant child is importan?? ^ the 

Myre Sim (8) reporting on 213 patients with ouernerai 
psyc osis concluded that, (a) puerperal psychosis is virtu¬ 
ally unpredictable, (b) it carries a good prognosis (c) 

"TZLTíI I thare are ground, for * 
Pre8nancy* «« taken to task by Darby, 

th! fdiî’ n?’ Neustdtter, Kay, and others in "letters to 
the editor in the British Meoical Journal ^or a constri 

Thivh! Whaï COnatitutes Psychiatric indications, for use of 
highly selected sample, and for a dogmatic attitude. 

HammondAmericf J°u™al of Obstetrics and Gynecology. 

sterilizatior^and^)1 ^ ten.years of experience with hospitaJ 
sterilization and therapeutic abortion via "The Committee" 
approach. Under California law, which at the present time 
provided that there be no abortion unless the life of the 

ZZ.Zol ZT'ï' thare "e~ 18 W^ation. ,ñd 12* 
for «ÍS ;X f°r reasons, One 

case was for schizophrenia, one was receiving ECT and was 

«^.«ÔÎÏV^fr'Vr1 “Ve sufcidal?nt^This 
n2™ d.Üv.rüs ratl° °f °“ therapeutic abortion to 

Irwin Desmond (2) recommends therapeutic abortion in 

conti Whare there are clear-cut grounds for believing that 
Dhreír pregnancy will result in a recurrence of the schizo 
phrenic reaction or where there is a previous history of 
puerperal depression with suicidal implications. However 

consideration ^ 
\ 

Neurotic Indications 

Lkbl«d studied U79 females aborted for psychiatric 

percent "could^hr^d”0 ». r.por?eî thaï se 
percent could be described as having chronic psychoneuroses 

J0""'0» diagnosis »as anxiety reaction or psychs! 

g18.!88 P*re”n')- Under reasons for desiring abortion 
were the number of chiluren already born, the wishes of th. 

sii^tÂïSs* pr*rnt ZTZZZ. antai relationships, and socioeconomic status (3). 
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in l9urieJrdi8h^Ti0n law* intro^ced in 1938, enacted 
JL •* dme ed 10 1963* makes allowance for Ibortions 
tor:socioeconomic reasons. Indications in the Swedish law 

or menial) Tn^Lt^T”' (pi,ySÍCal 

the moiÍlr.MedÍCO_SOCÍal! eXÍ3tÍnS w«akness or debility of 

(c) Anticipated weakness: i.e., if preenancv 
ery, and additional child are likely to lead to serious 
roental disease or sequelae. 

(d) Humanitarian: verified rape. 

(e) Eugenic: risk of severe mental or somatic disease 
being transmitted to the offspring, 

<f) Other: rubella, Thalidomide, and emergency. 

StatesTaHnÍSv S?,me controversy b°th in England and the United 
States as to whether or not such indications as number of 

sitíí^oñ a^tude.tc>Wdrd Jhe Pregnancy, family and marital 
situation, and socioeconomic status rightly belong to the 

domain of the psychiatric clinician. Ln (8) feels they do 
not and that to extend the indications so broadly means^hat 
therapeutic abortion then depends on the personal attitude 

cÍimStePratÍiatrÍ8t’ ^ WhÍmS °f thC Patient. ^nd the social 
climate rather than on established clinical facts. 

There is some evidence to substantiate Sim's contention 
Niswander, Klein, and Randall (7) found a wide diapari« ^ 

vata^ail'T of_'heraPe“tl' ab°rtions among clinic an^pri- 
vate patients. They reviewed 504 tl.erapeutic abortions ac¬ 
complished between 1943 and 1964. Abortions for psychogenic 
reasons rose from 13 percent of the total abortionsin 19« 
to 87.5 percent of the total in 1963. Similarly, the in- 

fiomn4en°f thr^oU^iC.ab0rti0n8 arn0nß Private patients rose 
from 4.0 per 1,000 deliveries to 9.6 per 1,000 with an aver- 

clinic ^°0° deliveries» and the incidence among 
clinic patients decreased from 3.9 per 1,000 to 0.3 per 1 000 
with ân overall average of 2 2 i nnn a i • ? * 
iQcn i 1 ë P® i*000« Also in the years 
1960 through 1964, 75 percent of private patients wore aborted 

clinicynaíitríC rea8°nS- DurinS the same Period, only one 
clinic patient was aborted and that was for epilepsy/ It is 
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difficult to assume that clinic patients 
more stable than private patients. 

are emotionally 

In New York municipal hospitals during 1951 to 1953 
the therapeutic abortion rate was the lowest of all New York 
hospitals being 1/5 the rate of private and voluntary non¬ 

profit hospitals. In California hospitals in 1950 the abor¬ 
tion rate varied from 1 per 52 deliveries in one private 
hospital to 1 per 8,000 in Los Angeles County Hospital, 
resently, it is estimated there are 18,000 therapeutic 

abortions in the United States annually. The vast majority 

occur among the affluent, educated, middle and upper classes. 

Rhodes in answer to Sim's article, takes the opposite 
view. He feels that socioeconomic factors, personal atti¬ 
tudes, and climate of opinion may be as important as strictly 

clinical grounds. Cultural opinion is shifting toward a po¬ 
sition where abortion is socially acceptable. Neustatter. 
also in a rebuttal to Sim, asserts that socioeconomic fac¬ 
tors are rightly a part of the physician's domain. 

The more extreme proposals based on sociologie and 
psychologic reasoning proceed toward abolishing nearly all 
!aws on abortion performed by a physician. They would con- 

3 ^633 °f d WOmar> to care for her child; right of 
a child to be born, wanted, loved, and accepted by mother, 
family, and society; the right of a woman to determine and 
control her reproductive function; and society's need to 
prevent the birth of defective children. 

Tredgold states that in determining whether or not 
therapeutic abortion is to be done, there are two main 
questions: (1) Will the patient's health break down irre¬ 

trievably if pregnancy continues, and (2) Will the patient 
commit suicide. Other related questions are the patient's 
ability to stand stress. This must include an assessment 

of the stress to be met ( Sweden—social stress is sufficient 
England—damage to one's health) and the probable effects 
of refusal. 

Depression and Suicide 

In terms of depression and suicide, we find that in 
three large series of cases studied in Sweden, none of the 
females who threatened suicide actually did so. Again in 
Sweden, a seven year follow-up of 249 women who were refused 

legal abortion, there were no records of suicide or attempted 
suicide. A New York study revealed that suicides among 
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pregnant females were less than l/10th the rate of the total 
female population. 

Ekblad (3) considered the risk of both illegal abortion 
and suicide greatest in the female who was deserted by the 

male and fearful for herself and the child's future. 

Sim (8), in his study of puerperal psychosis, quotes 

Lindberg to the effect that of 304 females refused abortion, 

and of 62 who threatened suicide, none did. Ha also refers 
to Dahlgren's study of suicide and attempted suicide where 
only 3.7 percent of the females in the series were pregnant. 

The coroner of Birmingham, England, reporting on 119 cases 
of suicide in females up to age 50 of whom 22 were unmarried, 
found that none were pregnant although two thought they were. 

Studies from Scandinavia should be applied with caution 

because of the vastly different cultural attitudes, partic¬ 
ularly, as regards the pregnant unmarried female. For exam¬ 
ple, the unmarried pregnant female in Denmark rarely seeks 
therapeutic abortion. There is no stigma attached, and she 
is entitled to all social and health benefits as her married 
counterpart. In contrast, Niswander's study in two Buffalo 
hospitals showed that the incidence of therapeutic abortion 
in the non-married rose from 4.5 to 22,2 per 1,000 deliveries 

(7). Reasons for abortion in this group were 93.7 percent 

psychiatric. 

THE SEQUELAE OF THERAPEUTIC ABORTION 

The literature on the sequelae of therapeutic abortions 

was reviewed by Simon and Senturia (10) for the period 1935 

to 1964. They concluded that there were important defi¬ 
ciencies in most papers in terms of representative sample; 

no attention to the preabortion status of the woman; little 
distinction between the spontaneous, illegal or therapeutic 
abortion; little attention paid to the elapsed time between 

the abortion and follow-up; and so forth. 

A report by the Council of the Royal College of Ob¬ 
stetrics and Gynecology in 1966 also concludes that published 

reports on therapeutic abortion are out of date, contradic¬ 

tory, and possibly prejudiced. 

Nevertheless, Ekblad (3), reporting on a 2 1/2 to 3 year 

follow-up of 479 females who received a therapeutic abortion 
for psychiatric reasons, found that 64 percent had no regrets, 
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clcS'tl:« it. „* 

for many females. However10thenseQ1SlßUllt ^ self-reProach 
enough to become pathologic or to aile cl T ^ 
Arens reported a follow-uo of ion ^ ^ capacity, 
after 3 years. He fo^d m?n Wh° had le8al Portion 
percent wlt^ild ^u ThTTh SeVere gUÍlt and 25 
years, Malmfors reported 45 fell «S °f 84 ^emales over 2 
while 39 had no effect-*? rw «■ e^>arraS3«d and distressed 
percent, and ‘W*™* »Y 22 
neurotic symptoms and depression.1™'1^* °f "ental health with 

dad a thwapautic'^ortion Õ^rTió^a^^V6 Ca8" “h° 
« had it for therapeuti''reasons. ^"fhirty-two^f 
diagnosable psychiatric illness. Houever 30 „f ,u 
evidenced psychiatric illness prior to ^rtioñ ÎÛ ? 
elusions were: (1) Psvchiai-r*{{s :n aùortlon* Their con- 

to aboition. and m ^.‘iíoÂ^â^t“^ 

WcMàtrL’ÏÏInès^foU^Ing^oS tZ 
do not tend to make thin^ «r^? **°n l4)l “d portions 

these.Kr^4™trhSrn«J.r ' P°U °f 32 W<*i*tri.ta. of 
severe psychiatric sequelae nfPer‘eîîaed fases of moderate to 
while 25 percent reportad'th?. f°rt10" ir> th'ir practices 
figure was si* cases In ?5 í L Prn'd T*ly- The hi8h«sf 

haçd of l0„.0„r"LÍ.n a1Lí:.aIL0ftPrh“.t II¡l.CI„*Íh-.0ínhí^ 

ing "; pX^Tn^Â^ro"? Pr*gn*n0y 

”‘r^Ih“iÍIIic10IfIÍrretIfS.ct.SUr?*1IingÍ;-K—P --“-dad. 

r f.- ptirxT ■jrJ*^. 

s*-— 
In his series, Sim (8) reported four costal 

choses. He quotes Hkblad also "Th* P°stabortive psy- 

Xu sXirXÄ."I F 

”«"e.iiLid:ii:ii,rrt* 5uu* "-x 
clinical signs of guilt hulXgl. í“ Xh 
husband usually involving hostility andXX * ' 
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TH£ SEQUELAE OF NONABORTION 

. In order to evaluate sequelae in women having abortion, 
xt is desirable to consider the effects of refusing desired 

abortion. In a Swedish study of 142 patients to whom abor¬ 
tion was authorized but not carried out, 3 to 5 years later 
in 89 percent (127) the decision to bear the child w s jus-* 

tifled. In 15 cases, therapeutic abortion was advisable, 
and in retrospect, probably should have been done. It was 

concluded that usually the woman's psychiatric condition and 
situation were judged to be more serious than was warranted, 
and a more stringent evaluation of psychiatric and social- 

psychiatric conditions should be done before permission is 
granted. 

Hook (5) studied 249 females who had been refused a 
legal abortion seven years later. Of these, 86 percent went 
to term and delivered; 3 percent experienced a spontaneous 
abortion; and 11 percent had an illegal abortion. Twice as 

many unmarried women had secured an illegal abortion as 
those married. Twenty-five percent accepted refusal satis¬ 
factorily while 50 percent experienced serious emotional 

problems, but the majority made a good final adjustment. 
Ht considered 2/3 well adjusted; 1/3 were not so well ad¬ 
justed and probably would have been better off with a ther¬ 

apeutic abortion. Further results in this same study showed 

that 24 women deteriorated so much that abortion was granted, 
28 had an illegal abortion, 30 gave the child away, 17 were 
granted sick leave for mental illness within 18 months of 
delivery, 32 took sick leave later, and 68 wished that they 
had been granted the abortion. 

This same author did a 12 year follow-up on children 
of mothers who were refused termination of oregnancy. He 

found no significant difference in the incidence of mental 
disturbance in these children than in a similar control 
group. 

MORTALITY. MORBIDITY. MORALITY. LEGALITY. 

AND OTHER CON SI DEfeATI OK S *■ 

Abortion is not without its morbidity and mortality. 
Mortality rates in Scandinavian countries vary from 0.9 to 
3.5 per 1,000. Denmark, 0.7 per 1,000; Lastern Europe, 0.3 
to 0.6 per 1,000. Serious complications of 3 percent to 15 

percent have been reported. With advancing medical knowledge 
and its application in the treatment of patients, the medical/ 
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have shown a steady increase* rubellaSfCh0eeniC lndications 
to 36.4 percent in 19&4 from a small fraction 

rnic frL Is-pe^Hn' J ^“t'in“^?5^?0- TsT^iu r" -- P-- 

¿ California hospitals recent^ oCe/BO^rcenVÔ/r'"1- 
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a very liberal interpret“^ of ïh^ S L»"' "fl*Ct 
minds us thu* «-k “ ur lawa Bolter also re- 

and we should 
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or illegal aborU™f ni, ¡I T th* nunber of obiminal 
CounciAf the R^i-cone* oí cLtlTT^ T Ih* 
gists States the/in „ xege of Obstetricians and Gynecolo- 

foiîLî^^âtïroT^r-jrî“10^1*-^961- 
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from criminal aborts ' • COmpiluing death rates 
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u ±y reflects a much lower incidence of criminal 
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abortion. The same skepticism can be voiced about the esti¬ 
mations of criminal abortion in the United States. 

ihe fact that a certain percentage of women who receive 
therapeutic abortions manage to become pregnant again within 
a short time also casts some uncertainty about the indica¬ 

tions. A study in Japan revealed that 20 percent of those 
women who were aborted were pregnant again within six months 
and 50 percent within 12 to 18 months. A study in Sweden 
revealed that 38 percent of the women aborted had a second 

pregnancy within two years. In Czechoslovakia, 50 percent 
were pregnant and had a second abortion in two years follow¬ 
ing the first abortion, and 12 percent had three abortions 
in two years. 

Proposed reforms and those already enacted in some 
states may bring about new sources of legal action against 
the physician. There was a recent case of a physician who 
was sued unsuccessfully because he did not rc-commend an 
abortion for a woman exposed to rubella! 

From a moralistic and legalistic standpoint, three 
basic reasons are advanced for reforming abortion laws: (1) 
to protect the physician, (2) to facilitate abortion in 
deserving cases, and (3) to prevent women from being 
humiliated. 

There are at least two Christian principles involved, 
namely, the sanctity of human life and compassion. The 

question involved in the principle of sanctity is whether 
anyone has the right to terminate life once it has been con¬ 
ceived, or should the present rigidity of the law be relaxed 
to make termination of life legal under the principle of 
compassion. Many religions factions would necessarily be 
opposed to amending such laws to the point that abortion 

would be a mere matter of choice. Certainly anything which 
tends to undermine the sanctity and the value of a human 

life should be looked at very carefully. Another core issue 
is to define the sanctity of a fetus. Here, the ideal solu¬ 
tion would be a clear scientific ruling precisely defining 
human life," and this apparently is not forthcoming. 

Clearly, most abortion law reforms are based, in large 
part, on the principle of compassion. In Britain, the 

"Offenses Against the Person Act" does not recognize thera¬ 
peutic abortion except by implication and case law. A Mr. 
Bourne, who terminated a pregnancy resulting from the rape 
of a young girl, was charged under this act. He was 
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acquitted on the grounds that he was justified in that the 
continuation of the pregnancy would have been detrimental 
to the future mental and physical health of the girl. 

„ , In in Britain, the Birkett Committee recommended 
that a medical practitioner is acting legally, when in good 

faith, he procures the abortion of a pregnant woman in cir¬ 

cumstances which satisfy him that continuation of the preg- 

health1" llkely t0 endanSer her life or seriously impair her 

Lord Silkin pointed out that the medical indications 
for terminating pregnancy are becoming fewer as science pro¬ 
gresses, and the most pressing demands for abortion are on 

psychologic or socioeconomic grounds. In 1966, he introduced 
a bill that would authorize abortion where: (1) physical or 
mental health of the mother would be endangered by continued 
pregnancy, (2) tht child would be likely to suffer from men¬ 
tal or physical abnormalities, (3) the woman was inadequate 
to be a mother, or (4) the mother is mentally defective or 
was conceived under age 16 or as a result of rape. 

There are several states which have reformed abortion 
laws and many more who have changes under consideration which 
will permit legal therapeutic abortion under similar condi¬ 
tions, namely, impairment to mental or physical health of 
the mother or child and conception due to rape or incest. 

The American Medical Association position is to permit 
therapeutic abortion where the following conditions are metí 

(1) Documented medical evidence that continuance of 
pregnancy may threaten the health or life of the mother. 

(2) Documented medical evidence that the infant may 
be ijorn with incapacitating physical deformities or mental 

(3) Documented medical evidence that the pregnancy 
resulted from legally established statutory or forcible rape 
or incest and may constitute a threat to the mental or phys¬ 
ical health of the patient. * 

(4) Concurrence of two other physicians (relative to 
the medical evidence). 

(5) The abortion be performed in an acci'edited 
hospital. 



The military position follows along these same lines 
in that paragraph 21a(2) of APR 160-12 states that therapeu¬ 
tic abortion will be done only where medically indicated and 
permitted by law. This latter statement, "permitted by law," 

presents problems to the Air Force physician because he must 
be aware of the extent of local (county, state) jurisdiction 
at his particular Air Force base. For example, on some bases 
the federal government has complete and sole jurisdiction 
while on other bases there my be concurrent jurisdiction 
where the Congress exercises jurisdiction with the state. 
Some bases may be on leased land where there has been no 

ceding of legislative jurisdiction by the state to the fed¬ 
eral government. 

SUMMARY 

In summary then, the issues surrounding therapeutic 
abortion are indeed complex. Aside from the moral implica¬ 
tions, legal issues demand a careful knowledge of local law 
and jurisdiction for the military physician. For the psy¬ 
chiatrist, the increasing emphasis on compassion for the 
mental and emotional health of the patient and child will 
continue to make heavy 'Vmai.ds on his professional judgment 
in the matter of therapeutic abortion. 
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THE PSYCHIATRIST ON TRIAL? 

Robert P. Benvenuti 

In 1843, when the Hou-e of Lords accepted "psychiatric' 
testimony in the "most important sanity trial of all time" 

(2), the trial of Daniel McNaghten, a marriage of sorts was 

created. The partners. Law and Psychiatry, though friendly, 
were hardly compatible. But like so many marriages of that 
day, need, convenience, and respectability were valued much 
more than love. 

Each of the partners matured somewhat independently. 
The marriage did not flourish, but it did function; and, 
whereas love did not develop, a certain kinship did which 
allowed each the satisfaction of their basic needs. Even as 
the times changed and their outlooks differed more dramati¬ 
cally, they continued the relationship because each had some¬ 
thing which the other craved. Law needed an understanding 
of criminal behavior to be more effective in his judgments 

and dispositions, and he offered his mate social status and 
respectability. Psychiatry needed the sense of social im¬ 
portance her mate offered, and she gave her knowladge of 
human behavior more than readily. 

Both partners labored constantly to use each other 
appropriately, but the inevitable problems arose. Law crit¬ 
icized Psychiatry because she was unstable, vague, inconsis¬ 
tent, and meddled too much in his affairs. In spite of his 
complaints, it was obvious to Psychiatry that he had great 
need of her. Yet Psychiatry felt that Law was too set in 

his ways, too demanding, and aloof. She often thought that 
Law needed her more than she needed him, and in doing this, 
was always able to renew her zeal to better the marriage. 
But the marriage was a tenuous one. It was a marriage of 

convenience, though sometimes fulfilling; a marriage°without 
warmth, though sometimes productive. It was hardly a mar¬ 
riage, but then, those were the marriages of that day. 

Arguments between the partners continued to be as heated 
throughout the marriage as they were in the beginning. These 
same arguments repeatedly threaten the marriage today. 
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Wiseman (8), in a thorough analysis of the Cooper case, 
expresses the view that psychiatrists should not participate 
in any stage of the legal proceedings. Szasz argues that 

. . . "psychiatric participation in criminal trials, at least 
presently practiced, runs counter to our entire concept of 
the ethics of a secular democratic society" (6). Gumming 
feels that the marriage suffers from lack of real communica¬ 
tion and states: 

"Unfortunately the disputants do not approach 
the problem (of the extent to which mental abnor¬ 
mality should relieve from responsibility for crime) 
from the same point of view, using the same con¬ 
cepts and trained toward the same orientation to¬ 
ward the requirements of society. (Law) sees the 

question as one to be met within the framework of 
the legal procedures established for orderliness in 
human relations. (Psychiatry), on the other hand, 
has a different sense of social responsibility. 

(Her) approach is from the doctor-patient relation¬ 
ship-^ personal relationship requiring only the 
diagnosis and treatment of a particular disorder of 
an individual. From (her) training and by reason 
of (her) professional obligations (she) must nec¬ 
essarily be preoccupied with the patient and his 

disease. This results in an attitude of solici¬ 
tude toward the person. (Law's) attitude however 
is oriented toward the body social and the problems 
arising from friction in human relations. The so¬ 
lution of those problems cannot be varied in in¬ 
dividual cases without chaos in the administration 
of justice" (1). 

Watson (7), on the other hand, feels that the marriage 
should continue. He maintains, while discussing the Durham 
decision, that it . . . "will facilitate greatly the dis¬ 

position of criminal offenders in whom there is mental ill¬ 
ness." Overholser (4) is also against divorce between 
Psychiatry and Law. He is . . . "optimistic for the future 
• . .," in spite of the criticisms. 

Into this frustrating and discordant marriage the Air 
Force psychiatrist is led. He not only sees and feels the 
seemingly perpetual conflict between Law and Psychiatry, but 
he is also plunged into the battle whether or not he approves 
of the role. His attitude, though usually fresh, is biased 

as he has had little experience or training in Forensic Psy¬ 
chiatry. He is anxious, and in seeking defensive strength. 
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his bias increases as does his anxiety. He often fails to 
realize that the question of whether the marriage between 
Law and Psychiatry should prevail is not moot as far as he 

is concerned. He must evaluate people who are charged with 
criminal activity. He must testify as an expert in the mil¬ 
itary court• There is no escape for him. His only recourse 
is to become proficient in evaluating those accused of crimes 
and in testifying in court. While others may discuss the 
merits of divorce or closer union between L^w apd Psychiatry, 

the Air Force psychiatrist is actively'either eftc^uraging 
mutual respect between Law and Psychiatry or unwittingly in¬ 

creasing the difficulties between .the> two partner professions. 
And although it may be trqe that psychiatric testimony in 
criminal proceedings does- not always affect the outcome of 
the trial, it is nevertheless true’ that the respect for Psy¬ 
chiatry and the psychiatrist is always on trial. 

Because there is no doubt that the Air Force psychia¬ 
trist will be participating in criminal proceedings, it is 

imperative that he becomes well-versed in the skills of eval¬ 
uating an accused man and in testifying before the court. 
The concepts and procedural aspects of Air Force Psychiatry 
have been well-discussed by Giffen and associates (3) and 
will not be reiterated. Rather, our attention will be di¬ 
rected to a few points concerning the evaluation of the 
accused and the conduct while testifying. For a more de¬ 
tailed account, reference is made to Macdonald's text (3). 

Records 

EVALUATION OF THE ACCUSED 

It is well to remember that in the military more than 
elsewhere, any case may be subject to court action. Adequate 
notes are essential during the evaluation. These notes may 

be brought to trial and used as references by the psychiatrist 
to refresh his memory. Many an expert has forgotten even his 
AFSC number under the tension of the trial. 

Rights 

Prior to the psychiatric svaluation. Article 31 of UCMJ 
must be carefully explained to the accused, otherwise the 
evaluation is useless to the court. 
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Phyaical 

need not be commented upon^ 3 pnysxcai 

Present History 

^'l^n^^and^ehavior o^tha'accused^prior'to* d^inT^3 

^TLll%alLTi Crime‘ Special attention m^t £ $L to 
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was elarrasSdS1the lelST*COnfllSed* the Physician 
anH «-K j ’ resPect °P Law for Psychiatry diminished 
and the accused may have beer, affected by this e£or. ' 

Outside Sources 

The psychiatrist should examine all sources of inf™ 

W^itten°the£ th“ the accused for discussion with the accu¡ed 

of repor,r- ““ With tho ! sources of information which can be discussed 
aCCUSed f0r further “"iTstandirg of hi» and 

Past History 

rh« hlSt0ry is often revealing and important 

courfí, Î- manner in WhÍCh U is ^8^ i8 subject to t“ 
^oïLr Certain1^ if a accuse of ulting 
another almost to death, is found to have always been ¡n 

civil8magistrat" Wh0-WaS t0 j°in the A^r Forc® by a 
r e.°r g°,t0 jaAl•,, Sore thread of doubt is 

agar iH^ tyPÍCÍl" 

Length of Evaluation 

properNevaïua?ionf ï*f°r the «ducting of a proper evaluation a The court is however naturally susnieio,.« 
of psychiatric testimony based on one short «MiL Ä 
accused, and it easily recognizes the fact tí« .«» tí: 

a billf “‘“¡¡‘í Cal’ f°01 ,h' "isest Psychiatrist if íiven 
a brief enough interview. The importance of a w.ll-o^zed. 
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?rt:íeKPSyChiatríC be 3tr.ssed enoush. 

Ld S ectivir ítl. ;íth 'ír“81"*8“’ “"»-'"tiodlness. ^ the well—ppeparg(j evaluatririn uKi^v* 

aüSority!16 PSyC'hÍatrÍSt to testlfy «ith confidence and 

TESTIFYING BLFORE THE COURT 

Sadoff and others (5) learned recently that 2/3 of i-h* 
psychiatrists they questioned felt that couítappearLces 

feelinpUI?OSelfSS ^ f WaSte °f Perhaps much of their 
eeiing stems from anxiety related to testifying. There ar» 

piaces other than the courtroom where the psychiatrist 
is as acutely challenged. There is no place oiher th^ tíe 
courtroom where the image of Psychiatry and the psychiatrist 

xs rnore dramatically "on trial." The criminal cof isT 
..1 llfe drama ln whlch no one escapes scrutiny. The expert 

sÍlteSShT KPeaï t0 thC COUrt concernir»g an accused's montai 
stat., but when he does, he speaks about himself and his 

tiatedSh°nU 11 ^ understandable that anxiety may be ini- 
cerntn ^ t? the witness stand. Some comments con¬ 
cerning testifying will be given to refresh our minds. 

Professional Attitude 

wMoh A profesaional attitude can be defined as a bearing 

beiaÎiorTyS ^ ob3ectivity. and which encompasses 
behavior directly related to the question at hand. Person- 

* °f thOSe the courtroom, other than that of the 
accused, must be ignored. A psychiatrist was testifying as 
o the personality of an accused homosexual. The court was 

Th^nh. S’ -arSh and obviously Prejudiced against the accused. 

WtS CaUfht °ff gUard When the court remarked 
SmSíl cSi^CUS u SOOn be tea(hinS his peversion to 
small children. He answered in the negative, but a derisive 
smile revealed his attitude to the court. Needless to say, 
the court showed no disrespect to the psychiatrist—only a 

court dlS^egard f°r his carefully prepared testimony. The 
court is human. It is not above subtle provocations. He 
Who play, "gat even" with the court leal, a. d«s hi. câuaa. 

The old saying that "each man will have his day in 

least nor t0 ^ t0 thC eXpert "i*-- ^t leas, not during his participation as an expert). "Soap- 
boxing" or "preaching" is not an uncommon tendency among 

efï^r1^5* P^°bably because of the "captive audience 
effect. It would probably serve society better if those 
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psychiatrists confined their thespian talents to less serious 
surroundings. Answering questions as concisely as possible 
is what is expected. If the court is interested in a more 

detailed and effective explanation, it will most assuredly 
request it. 

The Role Change 

For the psychiatrist, the witness stand is an antithet¬ 
ical experience. The interrogator becomes the interrogated. 
Old, supposedly worked through, anxieties have a way of re¬ 
turning under the stress. rtuttering, loss of words, or 
pressured speech can occur while testifying unless each an¬ 
swer is carefully thought out prior to speaking. Preparation 

for testifying is a dynamic process which ceases only after 
the last question is answered completely. 

The Language 

Wiseman (8) has written a paper which beautifully dem¬ 
onstrates the ridiculousness of professional jargon in the 
courtrcxim. It was after hearing the testimony of nine psy¬ 
chiatrists and three psychologists that he was prompted to 

politely express the wish that psychiatric witnesses not be 
allowed in the courtroom. We cannot expect even the most 
sophisticated layman to understand terms by which we our¬ 

selves, when honest, are confounded. If the psychiatrist 
cannot explain what he has learned about the accused in un¬ 

derstandable language, then he convicts himself of the crime 
of "uselessness." 

The task of the psychiatrist in the witness stand is 
to give the court his knowledge of the accused's state of 
mind: to help the court understand the accused so that it 
may better judge him. Behavior in the witness stand must be 
directly related to that purpose or it is superfluous. All 
superfluous behavior in court serves to interfere with the 
marriage between Law and Psychiatry, which, after all, was 

a marriage designed more out of need to better serve both 
the community and the individual, than out of any personal 
need. Let's not push the old folks into a divorce until 
we've established a more useful mate for the Old Man Law. 

SUMMARY 

Lver since Psychiatry has proven itself useful in un 
derstanding criminal behavior and in assisting the Law's 
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disposition of the criminal, the two disciplines have labored 

to lessen the misunderstandings which have naturally arisen 
because of the partnership. There is constant concern over 

the conflicts between Psychiatry and the Law in the litera¬ 
ture, but little attention has been given to the individual 
psychiatrist who, unwittingly, often generates or increases 
these conflicts. 

The psychiatrist, by reason of a poor preparation or 
an unprofessional attitude while on the witness stand, does 
not always affect the outcome of a trial, but he does always 
promote the difficulties between Psychiatry and the Law. 

Thus he increases the misunderstandings between the two pro¬ 
fessions, encourages the court's suspicion of Psychiatry, 
and losas the Law's respect for his profession and himself. 

The young Air Force psychiatrist has, in general, had 
little training in Forensic Psychiatry and is therefore prone 
to the mistakes which interfere with the necessary and pur¬ 
poseful cooperation between Psychiatry and Law. 
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MILITARY ALROMEDICAL EVACUATION AND PSYCHl.-TRIC PATIENTS 

Frank W. Hayes 

The primary purpose of military psychiatry is to assist 
in the preservation of the effective fighting strength of the 

Armed Forces. Through a statistical study on all patients in 
the aeromedical system that entered Travis AFB, California, 
from 1 January to 30 January 1967, an attempt is made to de¬ 
termine the percentage of psychiatric patients to total pa¬ 

tients by individual military service. Further analysis of 

the statistics is accomplished, and the percentage of patients 
with psychoses, neuroses, and character defects of the total 
number of psychiatric patients is determined. The validity 

°f trfnsfer aeromedical diagnoses of Air Force patients ter¬ 
minating at David Grant USAF Hospital is explored and the 

patients' dispositions discussed. Studies during World War II 
and the Korean Conflict as well as present policies are uti¬ 
lized in assessing the effectiveness of present day preven¬ 
tive psychiatric practice in the primary, secondary, and 
tertiary realms. An effort is made to determine if there is 

a direct effect of the Vietnam Conflict upon USAF psychiatric 
patients evaluated and treated at David Grant USAF Hospital. 

AEROMEDICAL EVACUATION 

The first known aeromedical evacuation effort was by 
two military officers in 1910 (8, 12). In World War I, the 
airplane was used on relatively few occasions for evacuation 
of casualties (12). During World War II, the Army Air Corps 
repeatedly demonstrated that casualties could be transported 
safely by air faster and more efficiently than by other modes 

transport (12). Although aeromedical evacuation was not 
the primary official mode of medical evacuation in World War 
II, approximately 1,333,000 military patients were trans¬ 
ported by this means (1). 

Since 1949, the Defense Department policy has dictated 
use of airlift for the sick and wounded whenever possible 
(3, 4, 12). Though American war casualties can arrive at 
Travis Air Force Base from Vietnam in 17 hours or in 10 hours 
from Japan, aeromedical flights are not limited to casualties 
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from the combat zone. The Air Force operates an extensive 

network of aeromedical activities throughout the world. 

Statistics on casualties and diseases help military planners 

decide assignment of specialized personnel, but the ultimate 

or the aeromedical system must 
be the flexibility and knowledge of all medical personnel as 
well as their organization (3, 4, 12). 

• , ?f.the,Armed Forces have hospitals and other med¬ 
ical facilities in various areas of the world to treat, as 
soon as practical, all medical, surgical, and psychiatric 
patients resulting from war, accidents, disease, or other 

mishaps. Lach service attempts to maintain the effective 
fighting potential of its men whether directly involved in 
combat or functioning in a supportive role. 

When men are felt to be incapable of continuing to 
function because of a medical, surgical, or psychiatric con¬ 

dition, and it is felt that significant rehabilitation cannot 
be accomplished in the overseas theater of operation, they 

wr0mr?iCally evacVated to tl,e continental United States 
(¿L) fur final evaluation, treatment, and disposition. The 
medical flights from the Pacific area to Travis Air Force 

The C'141’ Primarily a cargo plane, can 
be refitted with aeromedical supplies and equipment within 
25 to 40 minutes. It can carry up to 80 litter patients, 
124 ambulatory patients, or a combination of both (4). This 
impressive four engine jet flies at speeds up to 485 miles 

per hour and has a nonstop range in excess of 5,500 miles (4). 

.. D Tf^is Air Force üase is the medical aerial port for 

Air ForrÍ1Cnar!a; ^°81 C"141 flißhts carrying United States 
Marin! r* U"lt?d.^ates * ^ited States Navy (including 
armes), and civilian patients being returned to the hos¬ 

pitals in the western part of the United States terminate at 
Travis. Once patients arrive at Travis, their continued 

transportation becomes the responsibility of a domestic aero¬ 
medical system (3), or they are admitted to this hospital 
for definitive care. 

David Grant USAF Hospital serves as e consultation cen 
ter for several USAF bases and sites in ten western states. 
This hospital, located at Travis AFP, California, has 400 
active treatment beds and an additional 198 beds under the 
control of the Second Casualty Stagiug Unit (CSU). The 

Department of Psychiatry at this hospital maintains 80 ac¬ 
tive treatment beds. There are 10 additional beds for 
boarding of psychiatric patients who are to continue in the 
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represents a rate of 1.8 psychiatric patients per 1.000 men 
per year. 

From the Pacific area, the Armed Forces aeromedically 
evacuated through Travis, 5,051 patients; 12.9 percent of 

these patients had psychiatric transfer diagnoses. An exam¬ 
ination of the figures from individual branches of the Armed 
Forces reveals that 17.4 percent of the Air Force's, 6.7 

percent of the Army's, and 17,7 percent of the Navy's total 
evacuees were psychiatric prtients. Since Navy medical per¬ 
sonnel are assigned to Marine units and medical care of 

Marines is usually accomplished in Navy medical facilities, 
all Marine casualties are incorporated in the statistics on 
Navy personnel. Of the civilian casualties, 6.6 percent 
were psychiatric. 

Analysis of the transfer aeromedical diagnoses on pa¬ 
tients from the Pacific area reveals that 57.8 peii,«'nt of 
the total number of Air Force psychiatric patients were 

psychotic, 24.5 percent were neurotic, and 17.6 percent had 
character and behavior disorders. Of the Army's psychiatric 
patients, 73.6 percent had psychotic diagnoses, 14.2 percent 
had neurotic diagnoses, and 11.5 percent had character and 
behavior diagnoses. The United States Navy transferred 18.9 
percent of their psychiatric patients with psychotic diag¬ 
noses, 27.6 percent with neurotic diagnoses, and 53.5 per¬ 
cent with character and behavior diagnoses. 

Of interest ir. the Navy was the fact that the number 
of psychiatric casualties remained fairly constant as the 
total number of patients increased. During this period 

there was no significant trend for the Air Force either in 

the total number of patients evacuated or the relative per¬ 
centage of psychiatric patients. Though the total casualties 
for the Army in the last four months was twice the average 
of the first two months of the report, the percentage of 
psychiatric patients by month varied between 3.5 percent 
and 9.6 percent with no significant trend being noted. 

In the domestic (ZI) aeromedical transportation system, 
618 Air Force, 423 Navy, 479 Army, and 458 civilians landed 
at Travis. Of those having primary psychiatric diagnoses 

were 9.5 percent of the totaJ Air Force patients, 15.2 per¬ 
cent of the Army patients, 24.3 percent of the Navy patients, 
and .22 percent of the civilian patients. Although the Army 
did have a relative increase in the percentage of psychiatric 

patients transported, none of the branches of the Armed Forces 
was considered to have shown a significant trend in either 
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the total number of aeromedically transported patients or 
the percentage of psychiatric patients. 

On the basis of transfer, aeromedical diagnoses of psy¬ 
chiatric patients in the domestic system, 44.1 percent of 
the total number of Air Force psychiatric patients were psy¬ 
chotic, 18.6 percent were neurotic, and 27.1 percent had 
character and behavior disorders. Of the Army's psychiatric 
patients, 54.8 percent had psychotic diagnoses, 19.2 percent 
had neurotic diagnoses, and 20.5 percent had characterologic 
defects. The Navy transferred 51.2 percent of their patients 
with psychotic diagnoses, 15.5 percent with neurotic diag¬ 
noses, and 22.3 percent with chóracter and behavior diagnoses. 

DEFINITIVE DIAGNOSIS AND DISPOSITION 

In the Department of Psychiatry at David Grant USAF 
Hospital, all psychiatric patients are presented at an intake 
conference attended by all ward psychiatrists, the chairman 
or assistant chairman of the department, the psychiatric 
nursing supervisor, the three ward charge nurses, and selected 
technicians. At this conference a detailed history and men¬ 
tal status are presented on each patient by his attending 
psychiatrist. If there is a question as regards a patient's 
diagnosis or disposition, he is presented to a diagnostic 
board comprised of a minimum of three psychiatrists, after 

all psychologic test results, staff observations, and con¬ 
sultations required are collected. All patients with neurotic 
or psychotic diagnoses meet a medical board. 

There was considerable agreement between the definitive 
diagnoses made at the David Grant USAF Hospital and the trans¬ 
fer diagnoses on patients from the Pacific area and Europe. 
On patients received from Tachikawa (Japan) and Wiesbaden 
(Germany), large overseas consultation centers, where the 
chairmen of the psychiatric departments are regular Air Force 
psychiatrists, there was almost a 100 percent concurrence with 
the transfer diagnoses. 

The concurrence by our staff with transfer diagnoses 
from smaller bases with military psychiatrists, though less 

than with other large consultation centers, was significantly 
higher than with bases without military psychiatrists. Some 
of the smaller bases without Air Fore ï psychiatrists have 
contract civilian psychiatrists that nelp evaluate their local 
populace. 
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{+ „X th^ bu8is Cf definitlve diagnoses at this hospital, 

aeroMdf^f ' 5o>G Percent of ^ psychiatric patients 
aeroraedicalxy evacuated to Travis from the Pacific area were 

f^mhA^CvaS W!rr 55*6 percent of the Psychiatric patients 
from Alaska and Europe. Of those patients having a service- 

pÍcifiÍZÍÍePRyC!!ÍK?íC illness* 77*3 Percent came from the 
rro™fih p 6 *7 percent caine from Europe and Alaska. 

natLnÍ! ^aCÍf^ a^a’ 20’4 percent and 33 ^ Percent of our 
p txents from Alaska and Europe were determined to have 
primarily character and oehavior disorders. 

After evaluation and treatment, 56.8 percent of all 
psychiatric patients were returned to duty. Of those retum- 
ing to duty were 31.8 percent of the Pacific area patients, 

. percent of the Alaskan and European area patients, and 
63 percent of the patients from the ZI. From the Pacific 
area, 38.6 percent of the patients were medically retired or 

ï !dditÍOnal 29 *5 percent medically 
retired hut needed further hospitalization by the Veterans 
Administration; 38.9 percent of the Alaskan and European area 

¡¡Mi!"!8 "‘•dically retired or separated and discharged 
hile an additional 16.7 percent needed Veterans Administra¬ 
tion hospitalization. 

If patients diagnosed as having character and behavior 
disorders or having "no disease found" were eliminated from 

T’k percent of th* Pacific area patients 
and 83.3 percent of the European and Alaskan area patients 

Paeiîio ! ÍC!Íly separated retired; 38.2 percent of the 
Pacific area patients needed further care in a Veterans 

í^ ^8 .atÍOn hospital aa did 25 percent of the European 
and Alaskan area patients, and 29.4 percent of the patients 

transferred from bases within the continental United States 

WAR H AND KOREAN CONFLICT PSYCHIATRIC CASUALTY STUDIES 

The need for the Armed Forces to try to reduce ineffec- 

ÒÍT^èrCoíd^T<í° «“«urbane. 1. a„ „„tgro.th 
Of a number of military experiences since 1900 (5, 7, 13, is), 

«i * Mennin8er «a® a member of a commission ;p- 
pointed by his brother, Brigadier General William ?ic’ ? -eer. 
and the Surgeon General to study combat exhaustion in ' o,.-ld 
War II. It was the conclusion of this commission th^c the 

psychologic disorganization seen in combat casual¬ 
ties did not correspond either in its moderate or in .;s 
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syndrome"^14)° ^ rCC°enized or «tablished psychiatric 

in theACentraibA Dr* G1fss of psychiatric casualties 
1/9 1 Apenninis Campaign in 1944 revealed that over 

were fffectivrinrtíUrneV° ^ forward Psychiatrists were effective in the performance of duty. This study fur- 
ther revealed that about 95 percent of the NP casualties 

that were returned to effective duty had satisfactory records 

satisfactorvCUaíl°H °nJy 6 Percent of those with un¬ 
satisfactory records prior to combat were effective (5). 

clinicfr^nH?16 K-rean Co?flict* Glass stated that the 

in Î9S0 we- in * tyP1Cal pSychiatric hospital in Japan 
1950 were those cf a war neuroses and included free-float¬ 

ed iíritSí n0 Se Sea?itivity. ma30f hysterical syndromes, 
^ ¿ U * a88resslve behavior" (6). Experiences in 
World War II and the Korean Conflict demonstrate that effec- 
tiv. and beneficial leadership, meaningful communication 

among members of a group, group identification, and common- 

comba^unit*3086 ^ r8ychiatric casualty rate of a 

When th! P®rc8ntage of psychiatric patients to total 

of Dsvchiatrid ln thís.PaPer is compared with the percentage 
of psychiatric casualties evacuated in World War II durinEg 

excen^1944’ Ü11 three branches of the Armed Forces have 
excellent records. However, during the Korean Conflict be¬ 
tween September 1950 and May 1951, only 6.29 percent of all 

diagnosis fVOm J*pan and Korea had a psychiatric 

P.^y-ÇhIATRIC PATIENTS FROM 1 JANUARY TO 30 JUNE 1967 

The United States Army, with its long history of ex- 
perience with psychiatric casualties, its well-staffed and 

Ärined service, is again compiling an 
excellent record with only a 6.7 percent psychiatric aero- 
medical evacuation rate. This experience and organization 
is also reflected in the fact that 88.5 percent of Army 

psychiatric patients had service-recognized medical dis¬ 
orders. The Air Force had the impressive figure of 77,3 
percent of all psychiatric aeromedical disorders from the 
Pacific area being admitted to Travis having service-recog¬ 
nized medical disorders. 8 



The Array, as opposed to the Air Force, has a very close 
coordination among its psychiatrists in the Far East, and 
better control is thus possible. All borderline or ambula¬ 
tory psychotics who are unable to function in the combat 

zone are sent to hospitals in Japan. From there they are 

reassigned to other areas in the Far East in order tc com¬ 
plete their tour to avoid the continued aggravation of a 

psychiatric condition by unusual stress. Removing these men 
from patient status and keeping them in the Far East tends 
to alleviate some of their guilt secondary to leaving their 
combat units and removes the necessity of having them cling 
to their psychiatric symptoms as justification of their 
patient status. 

This survey indicates that when compared to the Air 
Force and Navy, the Army's preventive psychiatric program is 
functioning in an outstanding manner. The marked effective¬ 
ness of their program is attributed to the Army's general 

philosophy toward emotional disorders and the close coordi¬ 
nation and interplay between line units and the mental hygiene 
services at all bases. Statistics, as well as contact with 
the Army Mental Hygiene Program, reveal effectiveness in pri¬ 
mary and secondary preventive psychiatry. The favorable re¬ 
sults of the Army in the Korean Conflict have been attributed 
to better administrative preparation, changes in attitudes, 

and the prompt institution of proven psychiatric patterns of 
treatment, and control (7). The Army in the Vietnam Conflict 

appears to be continuing their progressive policies with the 
confirmed knowledge that psychiatric patients, after being 
returned to combat, were almost as effective as other person¬ 
nel returned after leaving the line for a variety of reasons 
(7). 

No evidence of a war neurosis (11) or aggravation of a 
psychiatric condition by combat was noted among any of the 
Air Force psychiatric casualties transferred to David Grant 
USAF Hospital. Some patients felt that the separation from 
family and boredom were significant factors in their illness, 
but none blamed the war. Previous studies, however, showed 
that the number of schizophrenics that will appear each year 
per 1,000 men remains relatively constant in the military 
regardless of war or other circumstances (7). 

In the United States Air Force, the percentage of 
psychotic patients aeromedically transferred to our wards 
from the Pacific area and Europe was almost identical, 

approximately 56 percent. From a study in the psychiatric 
clinic at David Grant USAF Hospital of 250 active duty 
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personnel selected at random, only 3 percent of the evaluees 

were found to be psychotic (2). This would tend to indicate 
that a large number of neurotic, character defects, and non¬ 

diagnostic patients were seen and treated at smaller bases 
but not evacuated to the definitive care hospitals in the 
continental United States. 

The overseas bases that do not have regular or career 
reserve Air Force psychiatrists introduced almost all the 
character and behavior diagnosed personnel into the aeromed- 
ical system. It is felt that this might result from a lack 
of knowledge, or acceptance, of the fact that the classifica¬ 
tion of character and behavior disorders as nonmedical con¬ 
ditions was based on many careful studies of psychiatric 

casualties in World War I, World War II, and the Korean Con¬ 
flict. In fact, it was discovered that by September of 
1943, the Army was losing almost as many men each month by 

psychiatric rejections and discharges as were being inducted 

It is Air Force policy to treat and return to duty all 
personnel that can contribute to the effectiveness of their 
unit. Though psychiatric intervention is used to assist 

personnel with characterologic defects when there are emo¬ 
tional crises, it is a policy that these men should be re¬ 

turned to their units as soon as possible. If, after attempts 
at rehabilitation, these military personnel are still unible 
to function effectively, their definitive disposition is a 
nonmedical function of their unit commander. All attempts 
at medical and nonmedical rehabilitation should be done at 
the local level or at the area medical consultation center. 
The majority of the character and behavior disorders are 
recognized, treated, or administratively handled by Air Force 
psychiatrists or other doctors at their local bases. In the 
diagnoses of these patients who are questionable from a noso¬ 
logic standpoint, the emphasis in our department would be 
toward character disorders unless evidence of a psychosis or 
organicity were present. The fact that our diagnostic and 
medical boards concurred in the diagnoses by the two large 
overseas consultation centers, Wiesbaden and Tachikawa, in 
almost 100 percent of the transferred cases reflects the same 
emphasis by regular Air Force psychiatrists at other bases. 

This study demonstrates the need for area consultation 
centers staffed with several psychiatrists and at least one 
regular Air Force psychiatrist. Our concurrence rate with 

the transfer diagnoses from bases without psychiatrists was 
very low, and in addition, 35 percent of the transfers from 



these bases were ones in which the diagnosis was "NP obser¬ 

vation." Of the admissions to our wards from the psychiatric 
clinic and emergency room at Travis Air Force Base, 45.6 per¬ 
cent were eventually diagnosed as character and behavior dis¬ 
orders. This figure reflects not only suicidal attempts or 
gestures and pretrial evaluations, but also a need for men 
to be treated in time of crises regardless of their official 
nosologic label. 

In the Air Force, the percentage of Pacific and European 
area patients with service-recognized psychiatric conditions 
that were medically separated was 88.2 percent and 83.3 per¬ 
cent respectively while 72.5 percent of the patients origi¬ 
nating from domestic bases were medically separated. These 

high percentages for medical separation after inpatient treat¬ 
ment are reflections of an effective screening and treatment 
program on an outpatient basis and at other hospitals. Only 

those patients who have demonstrated their ineffectiveness 
on repeated occasions are usually admitted. David Grant USAF 
Hospital is the final area Air Force treatment ^ad disposi¬ 

tion center. As a result, the percentage of patients returned 
to duty from this hospital is small because every attempt is 
made not to admit but rather to treat them on an outpatient 
basis. After our inpatients' psychiatric conditions are im¬ 

proved or are in remission secondary to intensive therapy by 
our therapeutic teams as well as other factors, those patients 
being medically retired arc transferred to the Definitive 
Care Unit of this department (10). Their social and voca¬ 

tional transition to civilian life is then facilitated by our 
social work service (16), 

SUMMARY 

The statistics provided in this paper , am well as con¬ 
tact with Air Force and Army psychiatrists in the Pacific 

area, reveal that the mission of military psychiatry ie being 
effectively performed. This objective is to function in the 
realm of primary, secondary, and tertiary preventive psychi¬ 
atry and thus help maintain the effectiveness of the military 
man (9). Though preventive psychiatry is very effective in 
b°-h the Air Force and Army, statistics indicate that the 
United States Army's program appears to be more effective. 

Among the Air Force patient population at David Grant 
USAF Hospital, no direct effect of the war was reflected. 
This was felt to be because of good preventive psychiatric 
practice by Air Force psychiatrists in South Vietnam, 

197 



effective control by command surgeons and hospital commanders 
group identification, rotation policies, rwards and rocog- * 

nition, leadership, discipline and adequate food, water, rest, 
shelter, and equipment in the Pacific area (6, 7). 

Of all the admissions directly or by aeromedical trans¬ 
fer to our psychiatric wards, the majority are returned to 

duty. The return to duty after crisis intervention or reha¬ 
bilitation not only helps increase the patient's self-esteem 
and prevents the entrenchment of psychiatric disability but 
also conserves effective manpower for the Air Force. 
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THL RORSCHACH PROTOCOLS OF TWO CASES 
OF TRAUMATIC NEUROSIS OF WAR 

Donald N. Borsoff 

While many men develop mental illness during their tour 
of duty in a war zone, few develop what Kardiner (1) has de¬ 

scribed as traumatic neurosis, that is, a pathologic adapta¬ 
tion created by a self-preservative crisis due to the danger 
of destruction. Until joined by a colleague at Cam Ranh Bay, 
I was the only Air Force clinical psychologist in Southeast 
Asia serving from June 1965 to June 1967 at the USAF Hospital, 

Clark AFB, Philippine Islands, a clearing house for most pa¬ 
tients air-evacuated from Vietnam. In that time, amidst a 
population of approximately 1,500 patients evacuated from 

Vietnam with psychiatric diagnoses, only two of these can be 
considered to have developed a genuine traumatic neurosis of 
wars a syndrome originating in an apparently functioning 
person and contracted acutely while engaged in actual combat 
during which the person was in realistic danger of losing 

his life* This is a rather restrictive definition but serves 
to eliminate the ambiguous and borderline patients who develop 
anxiety slowly in a situation where there is only a perceived 
threat of danger. The Rorschach protocols which I will de¬ 
scribe were derived from two patients who were in genuine 
danger of being killed and who had little foreknowledge of 
the imminent threat to their existence. 

These protocols were administered and scored according 
to the Klopfer method but are being reported in the manner 
of Roy Schafer with response and inquiry in contiguity. 

CASE I 

The patient ..s an 18-year-old, single, Caucasian, Marine 
private first class who was admitted to the Psychiatry Service 
following referral from the Department of Internal Medicine 
with symptoms of insomnia, headaches, dizziness, tachycardia, 
dyspnea, and concern over possible hearing loss. The patient 
had 18 months of service including Vietnam duty from May 1965 

to Febi’uary 1966. He expei ienced no symptoms throughout his 
assignment in Vietnam despite numerous skirmishes with the 
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enemy until he was involved in a grenade explosion on Christ¬ 
mas Eve. The patient is a radio operator and was exposed to 
an unexpected grenade vttack; the resulting explosion sent 
him hurtling across an embankment causing him to hit his 

head and receive minor shrapnel wounds. The patient was 
attended to but the next day began experiencing symptoms of 
headache and dizziness. He was sent back to the receiving 

station where the symptoms continued with the addition of 
recurring nightmares about the traumatic experience. The 
patient was returned to duty (after his wounds were treated). 
ut the nightmaresf insomnia, ani headaches persisted. After 

a month of these symptoms, the patient was sent to Clark AFB 
Hospital. After evaluation there, he was sent to the Marine 
Hospital at Okinawa for final disposition with a diagnosis 

of traumatic neurosis. His Rorschach protocol is as follows? 

Reaction Time: 5" Total Time: 65" 
Card I 

!•* (w F+ A> Some kind of a beetle, like a butterfly 
or something. >/\ That's all I can make out of 

this one. (Urge) That's it. ((Wings, body and 
two little things sticking out here like feelers. 
Butterfly or beetle? More of a beetle. Well, hm, 

h,n, Potion? Like its landed on something, ready 
to take off.)) 

Reaction Time: 6" Total Time: 70" 
Card II 

1. (D FM+ A P) Looks like—could be two elephants, 

trunk on top here. ((Like in circus, touching each 
other's trunk, standing on two legs, ears.)) 

2. (D F- At) Can it be turned a different way? y/ 
Looks something like a rib cage (usual black) in 

a way. That's it, ((Outline of person's body, 
heart, tube and pipe c'.own in through here. Seme 
kind of bone down here. Where see? X-ray. What 

suggests? Just outline. Suggests heart? In^ie- 
center and all expanded out.T) 

Reaction Time: 5" Total Time: 75" 
Card III 

1. (W M+ HP) That looks like two natives dancing, 
two natives. ((Looks like natives working in some 

^Inquiry is found within the double parentheses. Ex¬ 
aminer's questions are underlined. 
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kind of pot. Looks like women, tell by the breasts, 
faces shaped like natives.)) 

2. (d F+ Ad) Two monkeys. ((Face part (usual H 
heads). ? Long nose, way eyes cut back in.)) 

3. (D FM+ A) These two red things look like cats. 
((Like cat that's been scared, like you come up 
behind it, it'll look at you and jump. Position? 
Look like it's leaped off of something.)V 

4. (DF C+ Cg P) Red thing xn the middle looks like 
a bow. ((1 used to go with a girl who used to wear 
a red bow like that.)) 

5. (W Ft (A)) VThis loo’s like a monster with big 
eyes and hands. That’s it. ((Eyes are the 
big black parts. Expression? Mad, mean, angry 
about something, like it's after somebody.)) 

Reaction Time: 8" Total Time: 75" 
Card IV 

1. (W F- PI) Looks like a leaf or something. ((Dried 
up, fell off a tree, curling up cn ends, looks like 
it's dead, was green and then dies.)) 

2. (W Mt H) Looks like some kind of body with feet. 
That's it on that one too. ((Like a clown or some¬ 
thing, big flat feet, bending backward, on his 
heels, leaning back on some old log or something.)) 

Reaction Time: 5" Total Time: 80" 
Card V 

1. (W F+ A P) That looks like another butterfly there, 
kind of a moth. ((Looks more like a moth. 
Position? On ceiling or something.)) 

2. (W FM+ A) Could get a water bug. ((Like in Michi¬ 
gan. Just gliding over the water, wings push it 
across the water.)) 

3. (d F-*- Ad) These things on the end look like a dog 
leg or something. That's it. ((Like on the run 
or something.)) 
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Card VI 

1. 
Reaction Time: 5" Total Time: 70" 

of Pb ^°113 Uke 30,ne ki"d of a »id, 
(Rub^lotî r *. °r something. flattened out. 
iRubs blot) Can t seem to get nothing out of it. 

'fiie "fV the dark crease comes down, two paws 

tight ThemhUnHe? °n the Mal1* straißht. skin'rea tight. The head is up here with skin taken all 

and* dark Coloring, jy™“ Light C0l0ri^ 

Card VII Time: 7" Total Time: 9b" 

1* f!)or+aHd) These toP things look like a head. 

iitÍinPPníS°n' -ha5 kfnd! Couldn’t tell, just 
outime of a person's head. ? Looks ^ \ik 
man. _? Just the shape.)) “ 

h«r>r^^^ ^ocks like a baby rhinocerous right 
here. Cupper 2/3) horns sticking out ííMon^ír, 
around. Bab*? So .«all, tin“)) <(HW« 

3. 

4. 

iïtVlLï'rï íike some kind of iion this way- UThe lion? I don’t remember the lion.)) 

Vie^nam^rî ^ ^ 3 this over in 
Vietnam but I can’t place it. That’s it ((n* 
one of those tombs.)) mat s it. ((On 

Card VIII 
1. 

Reaction Time: 5" Total Time: 75" 

l«e ?fTheS! he™ can be som« kind of mous< 
hin a' ? , f head* He 8 crawling around, got 
head down looping for something.)) 8 

2‘ ft) /^,Ce"ter part can look Uke rib cage. 
((Way bones look. Where see? Ov«n <„ 

friend of mine. SeiTVis chest blown out?n * 

3‘ il^laughs) Could look like a guy who’s 
g t his head all blown up. That’s it. ((Saw this 

thro g£ok* a VC“ Split open, fragmentation went 

“ • „K ? °V?r fr°nt Part ■’d* blown baik o^r. 
Also see white tissue and bone. Upset you? Don’t 
even like to look at the blot.)) ^ * 
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Summary of Scores 

W 
P 
Dr 

d 
S 

10(2W) 
15 
1+1 
2 
1 

R: 29+1 

F+ 
F- 
F+ 

M 
FH 
CF 
Fm-Fc 
FC 

13+1 
3 
1 
3(1-) 
6(1+) 
1 “ 
1 
1 

EB: 3:1.5 

A 
Ad 
H 
Hd 
AObj 
At 
Paint 
Cg 
Sym 
PI 

13 
4+1 
2 
2 
1 
3 
1 
1 
1 
1 

W% 
D% 
Dr% 
d% 
S% 

A% 
H% 
P 
P% 

35 
52 
3 
7 
3 

F% 59-97 
F+% 78-82 

59 
14 
7+1 

24 

CASE II 

dentalToîfi^enï Í!/ 25-yw-°ld. single, Caucasian Navy 
ntal officer admitteu to the Psychiatry Service following 

ServiceCwiîh°n ^ Vietnam 30(1 terral from the Medical 

haS^een ií Vi^ía^f1587?!;015^8,1010810 8ymPtonis- The patient naa oeen in Vietnam for 10 months of the normal 12 months 

ÎhiThWien WaS 8uPerficially wounded in the chest and right 
LafLt " con8truction battalion camp It 
ba Nang. The patient was awakened from a sound sleeo and 

sîon °Z °f beH by a CraShing m0rtar 8he11* 
seco"d knocked the patient down, but he 

?h¡ f«ack SCHa 6 a nearby fox hole in which he survived 
He PPoceeded to assist at the battle station 

ith serious casualties and was then himself evacuated to a 

Whan ned £°r t^*atment of his own minor shrapnel wounds. 
When he returned to duty the next day, he noted that if he 

killir^ined hn ÍÍS îent dUrÍng the attack he would hav® be«n 
íuiñtó M!“8' h?U throu«h hi* “’•«l «"d quarters were ruined. The patie it slept uncomfortably that 

I W!S n0t “í11 11 days latei> during another but 
nîins r attack that he began feeling severe chest 
p ins similar to a myocardial infarction. The p^in was sham 
and lasted 90 seconds. The following day he began expert ^ 

rltflMiïïîerVeîîtilation 8yn,Pt°m3 alon8 with nightmares, ir¬ 
ritability, and a desire to avoid all sharp noises. He was 

ItiLeVhCUated t0 the USAF HosPital at Clark. After evalu¬ 
ation, he was returned to the United States for further 
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disposition with a diagnosis of traumatic neurosis. His 
Rorschach protocol is as follows: 

Card I 

1. 

Card II 

1. 

Reaction Time: 2" Total Time: 25" 

a beetle in (W F+ A Obj) I see 

about all. (Urge) That's all I see 
closing in on it. Suggests beetle? 
pinchers, head and body. >U£g 

a vice. That's 

((Vice is 
see the 

Nothing ests vice? 

Card III 

1. 

2. 

Card IV 

1. 

really except that it's the first thing that came 
to mind.)) 

Reaction Time: 5" Total Time: 105" 

(W F--CF A Blood) I see a squashed mosquito( it's 
bitten somebody and blood has squirted out of it. 

((Has symmetry of insect and two dark areas would 
roughly be the wings and I see the head and a tail. 
Blood? The red spots.)) 

(D FC+ A) > Can I look at it this way? I see a 
dog that's mirrored in a reflection of a pond. 
((Dog? Looks like a scot terrier, it’s small and 
darl<7 looks like the dog on Scotch whisky. 
Reflected? Mirror image.)) 

(D CF Exp) VIf I turn it this way I can see an 
explosion with a fireball and two dark clouds out 
the side. ((Just the red. £ dust looks like 

everything going out, an expTosion. 7. The color 
imggests fire.)) 

Reaction Time: 8" Total Time: 75" 

(W M*FC'+H P) I see two Negro women working over 
a pot. They look like native Africans, don't have 
any clothes on. ((Natives? Color. Women? 

Breasts. Look like they are cooking something.)) 

(WS F-*FC+ A) \/This way it looks like a bug has 
eaten a butterfly and it's inside it. The butter¬ 
fly is red and the bug has two big eyes and two 
pinchers. That's all. 

Reaction Time: 20" Total Time: 60" 

(W M+ (H)) VA I see a giant. Looks like he's 
lost his balance and falling over backward. 
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Something behind him looks like he's going to fall 

against but I don't know what it is. That's it. 
Lose balance? I don't know, he wasn't pushed, just 

loot his balance. Giant'7 Great height, just looks 
very big and monstrous to me. 

Reaction Time: 35" Total Time: 105" 

Card V 
1. (d FC'+ Wound 0+) My first inclination would 

ray it looks like a butterfly but really doesn't 
impress me too much as a butterfly. I can see a 
wound right in the middle, looks like a fine cut 
with black and blue coming out on either side of 
it. ((See a gash right there. How made? With a 
sharp instrument like a knife. Black or"blue? 
Looks more like black. Come from? Comes Irom the 
wound. Where see? See it as anisolated thing. 

Animal or human? A human. How get? In an 
accident.)) (bottom extensions of usual 

butterfly) 

Reaction Time: 5" Total Time: 45" 
Card VI 

1. (W Ft Obj) I see a violin or some kind of stringed 
instrument. These are the tuning keys, this is the 
handle of the violin or whatever it is and this is 
the main part. ((It's missing something. ?_ 
Three of four strings and the two holes normally 
op either side of the violin. The fact that it 
comes out here doesn't detract from the fact that 
I think it's a violin. Maybe a mandolin.)) 

Reaction Tin.»: 20" Total Time: 40" 

Card VII 
1. (D M+ Hd P) V/A I see one-half of two girls or 

or else it's one girl looking in a mirror and there 
is movement up and down. Right now it is down 
mot'on. This part doesn't mean anything to me, 

the bottom. ((See it moving down. 2, s*e 
hair trailing behind, downward motion made hair 
stand up. Actually see it move? Almost. One-half 
of two girls or reflection of one? Whichever it 
is—think it's one person looking on a mirror, but 
only one-half of a person, only top half. Bottom? 

Don't think it was ever there. 2 Born that way 
or taken away but person doesn't""raiss it, not 

amputated or anything like that. Girl? Long hair 
and shape of chest.)) 
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Reaction Times 30" Total Times 65" 
Card VIII 

1. (W FM+ CF A Fire P) \J/\7> I eee an animal, four¬ 
legged animal, looks like a leopard, cat-like 

creature that's stepping off a rock. Looks like 

it s trying to step backwards to the rock. There's 
a mirror image as if it were a lake or something 

and the cat looks like it's going to be worse off 
than -t was. That's all. ((Leopard? General 

shape ci it, rear lefis. Mirror image? The fact 
that it's exactly the same, looks like crystal 
clear lake or pond. Worse off? Looks like it's 

heading for something violent or what it's not 

expecting. Heading for? Orange color suggests 
fire or flame but animal doesn't seem to be aware 
of it.)) 

Reaction Time: 20" Total Tiriez 95" 
Card IX 

1. (D M- H)\/ (green and pink) I sea somebody looking 

for something, feeling for it, probing cut but not 
getting very far. He's laying uown on floor, on 
ground mayb*, again it looks like if it reaches 
too far they'll either be burned or something will 
happen to make them pull their hands back. ((Guess 
it s his chest. ? On ground or floor. ? In a 
dirty, dusty builïïing, sort of a remote place. 
Reaching for? I don't know, he seems to know but 

1 don t* How does he know? There's purpose in 
the movement. What is the red portirn? Unknown 
place he's searching in.)) 

2. (D M+ H)A> This way looks like a man. He's 

walking with a stick over his shoulder, a bag tied 
to it. ((Looks like old haggard man with beard. 
Going? I don't think he's going anywhere. He's 
wandering around.)) Igreen) 

Reaction Time: 15" Total Time: 60" 
Card X 

1. (D-*-W mF-CF Blast) V/ All I see here is a grwat 
deal of motion, very swift and very straight. 

Looks like something has gone clear through some¬ 
thing, blasted it to both sides and didn't even 
slow it down. ((This is last part of object, nose 
of it is off card. Be? Something metal and flying 

very fast like a missile, just completely destroyed 
what it went through. T_ A wall or something 
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liquid splashed on either side. Liquid? Part of 

it looks like blood but can’t be because it's not 
a living thing it went through, looks like some¬ 

thing stable and immovable but it's very suggestive 
of something living because all different colors 
represent parts of the inside. ? Yellow is blood 
serum, brown-green-orange is bile, red is blood, 
green could be gall bladder, blue may be brain tis¬ 
sue, but yet I don't think it's anything living.)) 

W 8 

D 5 
a 1 

Summary of Scores 

R: 14 

F+ 2 
M 4 (1-) 
FM, CF 1 
FC 2 
M*FC' 1 
F-•FC+ 1 
F-«CF 1 
mF*CF 2 

EB: 5:4 

A 5 

H 4 (1) 
Hd 1 
Obj l+l 

Exp 2 
Wound 1 

Blood 0+1 
Fire 0+1 

W% 57 

D% 36 
d% 7 

F% 21-86 

F+% 100-75 

A% 36 
H% 36 

P 3 
P% 22 

DISCUSSION 

The symptoms described in the narrative matarial of 
these two cases are clearly akin to those described by 
Kardiner (1) which I am paraphrasing: 

1. An altered conception of oneself in relation to 
the outer world. The patient no longer feels in control of 
outside events; rather, he feels overwhelmed by them, 

2. The repetition of catastrophic dreams. 

3. Spastic inelasticity as the patient contracts his 
ego, in snail-like fashion, to the threat of danger. 

4. The creation of conditions for action seen in 
acoustic hypersensitivity, startle pattern, and general pre¬ 
paredness for flight. 

5. Periodic outbursts of disorganized aggression. 



6. The development of the "delusion" that the world 
has become an unbearably hostile place. 

From the psychologist's point of view, not only do the 
symptoms manifested by these two men closely resemble the 
classical syndrome, but their Rorschach protocols clearly 

illustrate the test behavior correlates of these clinically 
seen symptoms. 

The preconception might be that the Rorschach protocols 
obtained from those with traumatic neuroses would follow the 
generally constricted pattern usually seen in those with the 
more common anxiety reactions. This pattem as offered by 
Phillips and Smith (2) and Shafer (3) involves: few re¬ 
sponses, few wholes, many usual details, many animals, co- 

arctated M:C relationship, long reaction times, many card 
rejections, low F+ percent, and a plethora of vague, poorly 
conceived responses such as clouds, x-rays, smoke, and maps. 
But, as the reading of these two protocols indicate, the 

commonly assumed "repressive style" (4) associated with anx¬ 
iety neuroses is almost totally missing here. In almost di¬ 
ametrically opposed contradistinction, these two men produced 
protocols which exhibit sharp, clearly defined, highly imag¬ 
inative, decidedly unstereotyped responses involving the use 
of both color and human movement to a more than expected 
extent. 

What they do show, most significantly, is an almost 
abreactive repetition of the trauma with the inkblots serving 
merely as stimuli or "releasors" in this process. As 
Kardiner describes it, this is how Freud portrayed the 

posttraumatic behavior of the patient, that is, attempting 
to free himself of anxiety by abreacting the jmxiety piece¬ 
meal by constant repetition. Quite evidently, neither of 
these two patients has completed the process, because de¬ 
spite the fac»- that each of them had been tested two to six 

weeks subsequent to the trauma, they were clearly exhibiting 
in their Rorschachs, many of the reactions they must have 
experienced immediately following the event. 

As an illustration of the preceding principle, we can 
review representative responses from the two protocols as 
they relate to each of the symptoms of traumatic neurosis: 

1. The patient feels oveiwhelmed by outside events; 
he develops the delusion that the world has become a hostile 
place: 



Caso I 

A. (III-5) A monster with big eyes and hands . , . 

It's mad, mean, an,¿ry about something, like it's 
after somebody. 

B. (VII-Add) Bear head ... Angry look on him. 

Case II 

A. (1-1) I uee a beetle in a vice . . . The vice is 
closing in. 

B-, (III-2) A bug has eaten a butterfly and it's in¬ 
side it. 

C. (V-l) A butterfly. I can see a wound right in the 
middle . . . A gash right there. 

D. (VIII-1) A four-legged animal . . . Looks like 
it’s trying to step backwards to the rock . . . 

It's going to be worae off than it was . . . Looks 
like it's heading for something violent or what 
it's not expecting . . . Fire or flame. 

E. (IX-1) I see somebody looking for something . . . 
It looks like if it reaches too far they’ll either 
be burned or something will happen to make them 
pull their hands back. 

2. The creation of conditions for action and general 
preparedness for flight; hypersensitivity and startle patterns 

Case I 

A. (1-2) Beetle . . . Ready to take off, 

B. (III-3) Like cat that’s been scared, like you come 
up behind it, it’ll look at you and jump. 

C. (V-3) Dog leg . . . Like on the run or something. 

3. Periodic outbursts of disorganized aggression: 

Case I 

A. (IX-1) Looks like somebody don’t know how to 

paint, kind of splattered around on this one. Like 
something I used to do when mad. 

211 



B. (IX-4) This looks like a guy . . . Looks like 
he's throwing somethingt picked it up and just 
heaved it . . . Mean looking face. 

Case II 

A. (11-1) I see a squashed mosquito, it's bitten 
somebody and blood has squirted out. 

B. (II-3) An explosion with a fireball and two dark 
clouds . . , Just looks like everything going out. 

4, The repetition of catastrophic dreams: (This is 
the most striking of all the symptoms that these two patients 
translated into Rorschach terms. They have almost recreated 
the trauma and appear to be reliving it during the taking of 
the test.) 

Case I 

A. (VIII-1) Rib cage . . . [Would seej over in 

Vietnam, friend of mine, seen his chest blown out. 

B. (VII1-3) Could look like a guy who's got his head 
all blown up . . . Saw this on a gook, a VC. 
Split open, fragmentation went through. Lip over 
front part but blown back over. Also see white 
tissue and bone. When asked how he felt looking 

at it, his response was, "Don't even like to look 
at the blot." Here, the loss of distance was 
startling and for that moment it appears as if the 
patient was reexperiencing a horrifying event. 

Case II 

A. (X-l) All I see here is a great deal of motion, 
very swift and very straight. Looks like something 
has gone clear through something, blasted it to 
both sides and didn't even slew it down . . . 

[It's] something metal and flying very fast like 
a missile, just completely destroyed what it went 
through . . . Liquid splashed on either side . . . 
Part of it looks like blood but can't be because 
it's not a living thing it went through, looks like 
something stable and immovable but it's very sug¬ 
gestive of something living because all different 
colors represent parts of the inside. Yellow is 
blood se ..1, brown-green-orange is bile, red is 
blood, green could be ga’.i bladder, blue may be 
brain tissue. 



Obviously, many of the responses can be attributed to 
more than just the one category they were placed in. Also, 
there were many responses which would not be placed conve¬ 

niently in the four categories named but which are a distinc¬ 

tive and meaningful part of the records, such as, the somatic 
concerns expressed in the anatomy responses, the inner ten¬ 
sion symbolically depicted in the animal skin stretched "real 

tight," the feelings of instability seen in the percept of 
the giant who has "lost his balance and [is] falling over 
backwards," the anxiety over body integrity illustrated in 
the violin that is "missing something" and the "half of a 
person" who was "born that way . . . not amputated or any- 
thing," and finally, the more emotionally-laden, morbidly- 
colored responses that reflect not only concern over bodily 
integrity but real apprehension such as the dried up leaf 
that "was green and then it dies" and the "skeleton of a 
bird, rotted away for awhile . . . eaten away by ants." 

CONCLUSIONS 

In order to maintain what reputation I have in the 
psychologic community, I would not wish to make any far- 

reaching pronouncements on the nature of traumatic neuroses 
or even traumatic neuroses as reflected in Rorschach proto¬ 
cols based only on these two cases. The formulation of 
theories based on an li of two I leave to my colleagues en¬ 

gaged in the practice of psychoanalysis. Thus, the importing 
of these two cases is somewhat of a harking back to the early 
days of Rorschach testing when the reporting of protocols 
was, in and of itself, considered important. 

It was felt that these protocols were worth reporting 
since it appears that traumatic war neurosis, at least in the 
way I have defined it, is rare and that projective material 
gleaned from such cases is even rarer. Furthermore, these 
two protocols are clearly explicit and distinctive records 
beautifully illustrating how the Rorschach may act as a 
"releasor" of highly charged fantasies and affects in an 
acute, situationally-induced illness. These cases also show 
that traumatic neuroses produce a different kind of anxiety 
than is usually associated with the general anxiety neuroses. 

We do not see the extensive blocking, constriction, banality, 
vagueness, and lack of integrative ability associated with 
the records of pan-anxiety cases. Instead >.e see a loss of 
distance, a great deal of projection, the expression of in¬ 
tense feelings, an almost perseverative expression both 

directly and symbolically of concerns related to the trauma, 



and an almost total exclusion of previous, mort time-spanning, 
characterological concerns. It seems, in these two protocols, 

that the trauma has temporarily paralyzed other psychic func¬ 
tioning leading to the complex of symptoms Kardiner explicates 
and which these two protocols manifestly articulate. 
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Levine and SpivacK have developed a measure of the in¬ 
dividual differences in a subject's proneness to repression. 
This is not a measure of repression per se, but rather of 

those ideational properties that may predispose the individ¬ 
ual to repression (4). They have called this the Index of 
Repressive Style (RIRS). 

This index is based on an evaluation of the language 
of the subject's response to the Rorsch'.ch. The responses 

to the Rorschach constitute a "reasonably extensive sample 
of the subject's verbal behavior" and are the end result of 
a process involving perception, associative flow of ideas, 

images, memories, and verbal communication. Repressive style 
may be inferred from the response process in terms of how 
specific and elaborated, or vague and diffuse they are. 

Their working hypothesis stated that the more highly 
developed the language function, the more personalized, de¬ 
limited, and precise the individual's percepts and concepts 
would be. To the extent that this is achieved, Levine and 
Spivack are of the opinion that language, and therefore 
thought, will not be repressed. 

The purpose of this present study is to determine 
whether the RIRS could serve as an estimate of psychologic 
functioning of a group of bright, highly motivated, achieve¬ 

ment-oriented individuals. It was hypothea.zed that this 
group would be highly verbal with the ability to express 
personalized percepts easily, and that evidence of repressive 
function would be low. 

METHOD 

The subjects were 15 male pilots randomly selectee from 
a pool of 80 subjects. Each subject in the process of their 

evaluation had been administered the Wechsler Adult Intelli¬ 
gence Scale (WAIS), the Minnesota Multiphasic Personality 
Inventory (MMPI), and the Rorschach, 

Each instrument was scored in the conventional method. 
In addition, the MMPI was scored for the Byrne repression- 

sensitization scale (RS) (1> and the Welsh anxiety scale (AR) 
(6) each of which are self-reporc measures of the extent to 
which an individual utilizes repressive measures. 

Each Rorschach was scored according to the seven cat?- 
egories developed by Levine and Spivack (4). These are: 



1. Specificity: the quality of nouns in a resnonso- 
the greater the specificity, the less repressive funciioning. 

2. Elaboration : the greater the elaboration in terms 
adjectives, adverbs, and phrases utilized, the greater the 

repression! eXpreSSÍ°n in the ^ponse and the less the 

3. Impulse responses: any reference to sexuality 

• ive functioning^* ^ dep'"denc>r rep«s- 

mpni-Q 4*k Primary.Pr®cess thinking: condensations, displace¬ 

ment PhyS^gn0miC imPressions. and magical notions guided 
mainly by affects and drives. t^uea 

5* Self-references: statements that reflect the 

'êss-!"“.nvPÍIfÍnatUd'd f<!,ílÍneS and "“"'O''1'“ i” conscious- 
reflect direct expressions of affect or a re¬ 

collection of something that is associated with the response. 

6. Movement: 
functioning. 

the more movement, the less repressive 

rnnn» \\ ! the ease with which associational 
connections are made and the subject shapes and organizes 
responses, the less the repression, 

vorn, °f 0 to 2 is assigned to the Specificity cate- 

fr^sc^ed în?f°?h VeV<^ °f Specific extent; Elaborations 
are scored 1 if the adjectives and adverbs reflect size. 
emotional state, physical state, beauty, etc; and 2 if thev 

imply deterioration or impulse states. Impulse states, 

2rÍ«lf pr°CeSS thil*in8. and abstract responses are scored 

,:n!lf:"\ferenCe and movement responses are scored 1. üe- 

reíated P?parate fron' the main response content, but 
related to the main response are scored 1 under Specificity 
or Elaboration. The scores for each category are summed, 
and the mean is obtained. The mean scorable responses c¿n- 

d^iaï?L,the ^ f?r that particular subject. A standard 
deviation may be calculated for each subject (4). 

The higher the RIRS, the lower the repressive barrier 
being measured. Separate scores for each of the seven cat- 
ego xes are not calculated and presently play no part in the 
interpretation according to the authors. Clinically, how- 

pi«i4Xh«“. ar*as that sue8aat ”hara a aub3“;t is 
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PROCEDURE 

To determine the influence of intelligence on the 
tendency to repress, a correlation was obtained between the 
RIRS and WAIS Full Scale IQ score (rho). Correlations were 

also obtained between the RIRS and Welsh anxiety (AR) score, 

the Byrne repression-sensitization (RS) score, and the MMPI 
K scale. The AR, RS, and K scores reflect the extent to 

which an individual admits to symptoms of anxiety, tends to¬ 
ward the internalization of feeling, or is defensive. It 
has been hypothesized these measures of repressive functions 
tend to show some significant relationship to the RIRS. 

RESULTS 

The mean RIRS was 2.56 with a SD of 1.10. The median 
score was 2.21 with an interquartile range from 1.82 to 3.16. 
The range of scores was from 1.66 through 6.10. 

TABLE I 

Individual RIRS mean scores and variability 

Case RIRS SD 

1 
2 
3 
4 

5 
6 
7 
8 
9 

10 
11 
12 

13 
14 

15 

1.71 

2.01 
6.10 
2.83 
3.25 
2.38 
1.94 

2.10 
2.00 
2.29 
2.57 
1.71 

2.13 
1.66 
3.05 

KM*2.56 
SDal.10 

Median>2.21 

Range«!.66-6.10 

.67 

1.88 
2.47 
1.34 

1.48 
2.81 

1.31 
2.45 
.76 

1.21 
1.44 

1.15 
1.39 
1.03 
1.53 

SD= .47 
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The mean WAIS Full Scale IQ was 132.7, SD 6.4. The 
correlation (rho) between the RIRS and the WAIS Full Scale 
IQ was .01 (p=NS). Verbal skills are important in both of 
these measures, but this correlation indicates that broad 

intellectual factors per se, are not a major component of 
the RIRS. The correlations (rho) between the RIRS and the 
three M'lPI measures were also not significant. This has 

been a consistent finding in the research reported by Levine 
and Spivack (4). 

TABLE II 

Means, standard deviations, correlations, and 
level of significances of each measure with RIRS 

RIRS 

7=2.56 
SD=1.10 

Measure 

WAIS FS IQ 

V - 132.7 
SD = 6.4 

B^rno1 s RS 

SD = 
36.0 
8.5 

Welsh AR 

SD = 
17.9 
4.2 

MMPI K 

SD = 
20.9 
3.2 

rho 

.01 

-.38 

.06 

-.19 

ns 

ns 

ns 

ns 

DISCUSSION 

Comparing these data with other normative studies using 
the RIRS, it is noted that our results are similar to those 
determined for young executives and malo college students. 
The only directly comparable group was an Army group, how¬ 

ever, their mean score and range was considerably less tnan 
our group. This would suggest that, in general, the group 
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onív ív • î?r^art?US sVeclal Projects. It emphasizes not 
only the individual s level of verbal facility but also his 

freedom of expression. This research did not support a sig¬ 

nificant relationship with measured intelligence or with the 
self-report scales of repression. Our results are similar 
to those obtained for the norm groups of young executives 

and young Army personnel. Further research is in progress 

M )de^Dclne^Íf there are siGnificant differences between 
high RIRo and low RIRS subjects and areas of psychologic 
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DIFFERENTIAL USE OF SOCIAL WORK PERSONNEL 

Robert L. Barker 

There is a modern tale about a military study to find 

ways of making better use of manpower in the Armed Forces. 
One phase of the study was to examine current personnel re¬ 
quirements for artillery units. The investigators found that 
six men were stationed at each field cannon even though there 
seemed to be jobs for only five. They were told that six men 
were assigned because the manual called for that mony people. 
The investigators couldn't understand the discrepancy so they 
consulted the author of the manual, and aged retiree Army 
general. "What is the sixth man supposed to do?" The old 
man replied to the investigators, "Why he holds the horses." 

The story is fictitious, but it illustrates one of the 

most distressing problems confronting 20th Century man. In 
a technologic age in which each year sees new and more ef¬ 
ficient means of providing for human well being, there is an 
almost overwhelming demand for people who have the know-how 

to man these new operations. There is a technologic bottle¬ 
neck, but it is due to shortages of qualified people rather 
than machinery, and because of it any misuse of limited human 
resources is scandalous. When manpower is deployed to the 
achievement of goals which no longer have relevance, as is 
the case in the field cannon example, the achievement of 
man's more valid aims are vitiated. 

The professions are particularly confronted with man¬ 
power scarcities and all are engaged in ambitious efforts to 
do something about it. Recruiting campaigns, enlargement of 
professional schools, automating certain means of rendering 
professional services, and employing "subprofessional" tech¬ 
nicians to offer assistance are four of the major efforts 
of this type. Depending on the particular profession, there 
has been great variation in the relative degree of success 
which each type of effort has achieved. Most of the profes¬ 
sions have recognized that they are never going to be able 

to find all the people they could use to enter their pro¬ 
fessional ranks and have thus looked to the use of auxiliary 

personnel as the best alternative. These aides free the pro¬ 
fessional from the performance of very important functions 
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States (15). The 70 schools of social work in the nation are 
now graduating less than 4,000 MSWs annually while running 
at virtual capacity. While some new schools are develop:i,g 

and existing schools are slightly expanding, it is nothing 

like that which would be required to meet projected demands. 
Even if four times as many graduate schools were to somehow 

quadruple their existing capacities, they would be able to 
fill only half of the vacancies that exist. And the pro¬ 
jected MSW shortage is underestimated at best because the 
overt demand for social workers is conceí’ied by the fact that 
many social work administrators do not ¿dmit to vacancies 
because they feel they have no chance of obtaining them. The 
point is that unless social work foresakes the rol*» of pro¬ 
viding social services, it will ultimately have to recognize 
that utilizing people who are not MSWs is essential. 

The second issue, that of how to utilize the non-HSW in 
social work settings, is vastly more complicated. The trouble 
is that social service provision itself is a rather abstract 
and wide-reaching activity, much more so than that of other 
protessions. The physician, for example, can compartmental¬ 
ize the patient's tangible physical needs into fairly distinct 
entities and assign these entities to various helping person¬ 
nel such as nurses, x-ray technicians, physical therapists, 
and orderlies. The dentist lias developed distinct auxiliary 
occupations such as the dental hygienist and dental techni¬ 
cian to carry out such vital functions as cleaning instru¬ 
ments, cleaning teeth, and so forth. This frees the dentist 
to accomplish the more complex tasks, and he is given the 
mandate to work on the patient's teeth below the gumline. 

The gumline thus becomes the unit by which to differentiate 
the activities which are appropriate for the dentist and his 
auxiliary personnel. 

but what is the gumline in social work? What activities 
in the rearm of social service provision should be the ex¬ 
clusive province of the MSW and what can be adequately per¬ 
formed by non-MSW assistants? The fact that this question 
has not Le.n satisfactorily answered has probably been the 
reason for so much antipathy by professional social workers 
toward the use of the non-MSW in social service. For if there 
is no distinction between what must be done by the profes¬ 
sional from what can be done by the technician, then for the 
protection of the client all services should be met by the 
professional. But the manpower crisis makes it imperative 
to find a way to make the distinction so that the nonprofes¬ 
sional may be systematically employed and so that the pro¬ 
fessionals are not uncomfortable with it. 
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üut that way is not easily found. More than 200 rtV" S001il1 addressi"S theiüselves to the question 

“LfwÒír h! anK h°” t0 UtiliM the "»"Professional in so- 
cial work, have been completed in the past 10 years (2 7) 

The ma^or result of nearly every one of them, although*thi¡ 
is not generally recognized in the profession, is that they 

andGro^?- Ü? ^ Pandora’s of unanticipated problems 
and complications. At the heart of these studies hasbeen 

whãtSifis íhat^r there ÍS need t0 m0re Clearly delineate 
seiileitaîize tí worker actually does and then to 
Sfcgmentalize these activities in such a way as to make dif- 

oHí K assignments to professionals and nonprofessionals 

manv f rh1S foreordained criteria. For example, 
many of these studies have taken the approach that a social 

work organization should specify all the valid and legitimate 
tasks Winch it normally does. Tnese tasxs should then be 

I"!/8 « «’.irdegr.. »f »»»pi-ity by s»,, „.uiî" but 
expert judges, and those which are deemed most complex should 
be assigned to the professional for fulfillment, and those 

Th^lr* !° COUld be done by the nonprofessional (13). 
The demons which emerge from this Pandora's Box alone are 

thl T 3udgments be made and by whom? How can 

^nroh a kS-Le d®lineated in advance of their accomplish- 
Answering these questions is a challenge, but then 

iud^el ïard PT‘- LVen Íf the tasks are delineated~and 
judged as to complexity, it is inevitable that some tasks 

ieSS ccmPllcated. and some which are more so, will 
e to be accomplished almost simultaneously by the same 

person. This being the case, it appears impossible to give 

Peren5 tasks to different workers no matter how complex 
or how simple they are. " 

<;,™iAu0tïer aPproach» one that the National Association of 
Social Workers has been experimenting with since 1963, has 

íhe— Pro^ems- This attempt to differentiate between 
ers a^lvltles whl?h would be reserved for professional work¬ 
ers and nonprofessionals is called the "client vulnerability- 
worker autonomy criterion" (1«0. To briefly describe it would 

be an oversimplification, but it consists of these consider¬ 
ations. Lssentially the attempt is tc delineate clients and 

their situations as the unit of differentiation, or gumline, 

C1WV? VT?® °f aßency that is emPl°ying the workers. 
Client vulnerability was defined as the degree to which the 
client is subject to possible harm from the intervention of 
the helping person. The belief is that certain classifiable 
types of people who come to social work agencies are more 
.Likely to be harmed if they are placed in the hands of one 

who has not been given extensive professional training than 
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are others. The NASW study was never able to specify just 
who these kinds of clients would be, but it was hinted that 
children, and younger people, persons with more serious emo¬ 
tional disorders, and more sophisticated individuals would 
be more vulnerable. Presumably these individuals would be 
seen only by professionals, and those with the opposite 

attributes would safely be seen by the nonprofessional. But 
also involved is the kind of service which the client seeks, 
it it is service which does not particularly require great 
confidentiality and can be subject to outside scrutiny, if 
it consists of tasks which are very specific and explicitly 
stated in advance, and if the agency adheres closely to the 
values of the profession, then the task is deemed appropriate 

This NASW approach was abandoned after several years 
of work because of numerous problems. It was found to be 

untenable because it would restrict work with certain kinds 
of clients only to nonprofessionals, and this seemed to vio¬ 
late the principles of the profession. Furthermore, people 
in all their complexities do not lend themselves to such 

easy classification as to vulnerability. A sophisticated 
middle aged business executive may be more vulnerable to 

harm than a seriously disturbed child in certain instances. 
In short, a new approach has to be taken. 

The fundamental inadequacy of the many former approaches 
has been that they have been built on the premise of finding 
out how to use professional and nonprofessionals in social 
work with little regard to the ultimate job they.are to do. 
The studies are more or less simply trying to find ways of 

carving up the job allocations for the various personnel 
employed with little regard for whether that job is a valid 
one or not. Seeking to find optimal use of personnel start¬ 
ing with this approach is like trying to build a machine out 
of many random parts without having any conception of wh?t 
that machine is supposed to do. Only with a picture of what 
the agency goals are and what are the best means of fulfilling 
them can optimal use of personnel be achieved. 

To determine the agency's job requires a systematic 
analysis of the orgfmization's manifest and latent functions 
(11). In the analysis, six questions must be answered. 
These are: (1) What are the explicit, stated goals of the 

organization?, (2) Which of these goals are most and which 
are least important for fulfillment when there is a scarcity 
of resources?, (3) What are the concealed or latent functions 
of the organization which also must be performed?, (4) Which 
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staff, making appropriate referrals to outside resources, and 
providing concrete social services for the hospitalized pa¬ 
tient's family. These activities are what others expected 
of social work. The social workers themselves, on the other 

hand, saw their unit's purpose as being quite different, at 
least insofar as they spent their time. Rather than devot¬ 
ing the major portion of their activity in the tasks which 
were expected of them such as providing concrete services 
to patients and obtaining information, most of their work 
effort went into the more "therapeutic" activities such as 
providing individual casework and group work for individual 
patients on the wards. The discrepancy was particularly 
great among the MSW workers as compared with those without 

MSW degrees. The professional workers spent most of their 

time in casework and group work activities while the nonpro¬ 
fessionals were engaged in providing those services which 

were expected of the social service units to a significantly 
greater extent. Apart from these differences between MSWs 
and non-MSWs however, it was found that there were little 
other differences between how the two groups are deployed. 

There was no differentiation as to appropriate activities 
for the two distinct groups but only differences as to the 
relative amounts of time which each group tended to spend at 
each of the agency's goals. It was also found that most 
agency chiefs would prefer to not utilize the non-MSW, and 

most felt that there was no unique and distinctive contribu¬ 
tion which could be made by the non-MSW. 

With a much clearer perception of what the social work 
unit's actual mandate is, the job of allocating personnel to 
do it becomes less complex than it would have seemed before. 

After it was learned of the discrepancies between the stated 
purpose of the mental hospital units and what the personnel 
in these units were actually doing, it was possible to re¬ 

organize the personnel deployment practices more in keeping 
with those manifest goals. To test this, a particular hos¬ 
pital sociax service unit, at the Connecticut Valley State 
Hospital was selected by the NASW research staff. When the 
goals were made more explicit, it became possible to consider 
better ways of utilizing the MSW and non-MSW personnel. 

A much more optimal use of personnel was used when three 
orientations were developed by the research staff and put into 
practice at Connecticut Valley (3). These orientations were 
called the "typology of client needs," the social work team, 
and the "episode of service." Each deserves some elaboration. 
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The conception of the "typology of client needs" was 
developed because of the discrepancies between what the ex¬ 
pectations of the social agency are and what the workers 
themselves actually tend to do. The study revealed that the 
workers felt that they were remiss in tfaçir duties if they 
weren't devoting their sole attentions to the needs of the 
hospitalized patient. The social service unit's method of 
"counting" work activity typically was based on how many 
patients were seen. This meant that for the worker to be 
considered as having done his job adequately, he would have 
to confine his activities to only a small part of what is 

actually expected of the social work agency. Thus, the other 
jobs simply do not adequately get done. Part of the reason 
for this seemed to rest in the fact that the social worker's 
concention of whom his client actually was was too circum¬ 
scribed. If the social worker's client is only the patient 
in the hospital, there is no room for the many other services 
which social workers are expected to perform. Webster has 

two definitions for the term "client." The first defines 
client as a "person under the protection of another, a de¬ 
pendent or vassal.” This is the implicit definition which 
the workers seemed to give in their conception of whom their 
clients were, those dependent upon them, i.e., the hospital¬ 
ized patients. 

Webster's second definition offers more possibilities. 
In this one, client is defined as "one who engages the pro¬ 
fessional services of another, a patron or customer." This 

view of client places more responsibility in the hands of the 
person for whom services are provided. There is room in this 
conception for those without a great deal of training in case¬ 
work intervention methods because the services to be provided 
do not imply client inadequacy or the need for professional 
protection. It also makes possible viewing, as the appropri¬ 
ate activity of social work, a wider range of services for 

many groups other than the single helpless individual. Thus, 
everyone who would have something to gain by some kind of 
contact with the social service organization is considered 

a client. This could include members of the general public 
who are more vulnerable to a given social problem or be com¬ 
prised of the general public itself which requires the ser¬ 
vices of the social worker to prevent social problems. Other 
staff members and those who are related to the identified 
patient-client are others who are thus served. Hence, the 
client typology consists of eight different client groups. 
First is the patient-client, the person who is rather depen¬ 
dent because of his suffering from some social malady or 
health dysfunction. Second are :he patient's family members 
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who are not themselves directly in need of services but who 
require assistance because of their having contributed to 

the patient's difficulty and/or who suffer somehov/ because 
of the patient's problem. Third, the patient's personal 
associates such as friends, employers, and neighbors who are 

relevant, but often to a less urgent extent, because of the 
same reasons as the family. Fourth, the patient community 
refers to the entire group of identified patients, either in 
the mental hospital or making up the social agency's clien¬ 
tele, who can be served better through group intervention 

and milieu therapy. Fifth, the staff community are those 
other occupational groups who are also serving the same 

clients but who call upon the social worker to assist in the 
fulfillment of their jobs. The hospital psychiatrists, for 
example, would be in this group because of their requests of 
the social worker to provide them with vital information. 

Sixth is the service community, those people engaged in social 
work and other occupations outside the target agency who also 
help in the provision of services to the patient-client. 
These clients obtain aid from the social worker by seeking 
resources, developing channels of communication, and other 
such activities. Seventh is the vulnerable public which is 
that segment of society which is identified as having greater 
exposure to the conditions which result in the onset of the 
problem. Such people might be members of a particular minor¬ 
ity group with which the agency is involved, people of a 
certain age group or occupational status or whatever. Fi¬ 
nally, there is the lay public at large which requires social 
services in a more general preventative sense. If all these 
sectors are seen as legitimate clients of the social agency, 
as they actually are and which the mandate for social work 
actually requires, then the work of the agency personnel is 
directed appropriately and not in an overly circumscribed 
fashion. 

The second element in the conceptual framework is the 
social work team. Rather than trying to develop criteria 

for separating the work of the various personnel in the so¬ 
cial agency, the social work team encourages unity of work 
toward a common goal. The team approach differs from the 
usual models in that several members of the staff work to¬ 
gether rather than a single helping person being given the 
sole responsibility for meeting the client need. There is 
always at least one MSW and usually several non-MSWs on the 
team. The number depends upon the nature of the agency and 
the goal to be achieved, but four would be at or near the 
minimum. The team leader is always an MSW, and it is his job 

to determine what is the need and the appropriate service to 
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be provided. Ordinarily the team leader does not perform the 
means to the goal achievement but assigns it to one or more 
of his workers. This ensures professional involvement at all 

levels, but it frees the professional from naving to engage 
in all the routine tasks which can just as well be accom¬ 
plished by the non-MSW. In those agenci s where much of the 

function is that of individual treatment, such as in a family 
service agency, psychiatric clinic, or whatever, it is prob¬ 
able that several members of the team would be MSWs. There 
would still be others on the team who are non-MSWs, but their 
work would still entail involvement in the more concrete 

service-providing activities. The team members would be 
expected to develop their own unique specialties and skills 
so that each is not a mere duplicate of the other and so that 
a wider range of expertness is brought into play in the so¬ 
cial work service provision. 

The third orientation, called the Episode of Service 
(EOS), is an attempt to develop a unit of differentiation 
among the agency's personnel. The EOS is any cluster of 

activities that go together to achieve a social work organ¬ 
ization's specific goal. It is identified in terns of the 
goal and includes the connotation of all the alternative 

means by which to achieve it. The means which the team leader 
chooses to achieve the goal should be those that the team 

members are competent to perform. The EOS is assigned to the 
social work team, usually by the agency chief, for a specific 

goal or a long range and indefinite one. It should be pos¬ 
sible to record social work activity in terms of the EOSs in 
which the team is engaged and fulfilling rather than basing 
it upon the number of patients seen or the number of social 
histories taken. 

The use of these three orientations clearly led to a 
better use of personnel in the Connecticut Valley Hospital 
and led to other advantages as well. First, it meant a wider 
range of social services. Second, it led to a distinct, 
unique, and accepted role for the non-MSW, yet it did not 
sacrifice professional involvement in all spheres of the 

service-rendering program. Third, it brought about a much 
closer relationship between what others expected the social 
work organization to do, and this in turn led to greater 
esteem of tfe unit. The manpower problem did not seem so 
overwhelming once it was taken for granted that non-MSWs were 
here to stay and that they could be used effectively. And 
finally, their use did not constitute a threat to the MSWr 

because it provided a distinct and important role for each. 
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There are now many indications that his model for the 
use of social work personnel will be adopted by many state 

mental hospitals and numerous other agencies. If it becomes 
widespread and proves to be an effective means of getting 
the mo-¡t out of the personnel available, much of the man¬ 
power crisis can be eased and better social services can be 
provided. 

-.ocial work in the military services is ahead of its 
civilian counterparts in the utilization of social work 
personnel of all levels of training. This is reflected in 
the military social work literature compared with the civil¬ 

ian. Tne former does not focus on whethar to use the non-MSW 
but on how they can be best deployed (6, 9, 12;. Military 
social woik is ahead of its civilian counterpart also be¬ 

cause there is a more explicit delineation of the job that 
is expected of the workers at all levels of training. There 
is still a great need for further delineation of the appro¬ 
priate role for social workers in the service and a need for 
expanding the activities in which he is engaged. The use of 
the non-MSW in the military service, particularly if well- 

chosen and well-trained, not only has led to greater freedom 
for the MSW to fulfill expectations which are more in keeping 
with his training, but it has led to a better overall range 
of service. Nonmilitary social work is sure to follow suit. 
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quantitative estimate of intelligence, Kriegman and Hansen 
found that, for their population, proration of VIBS by 2.7 

“°uld yield just such an estimation of mental ability. 
Therefore, we were interested to determine if we would obtain 
similar results using VIBS prorated by 2.7 in estimating the 

intelligence levels of our own Air Force patient population. 
In addition to this determination, we were interested in 
finding out if there were differences in the VIBS scores 
derived from the Wechsler-Bellevue Form I as compared with 
Form II and the WAIS. This was especially true since an 

earlier study published by the author on mentally deficient 
subjects reported high correlations between Full Scale 
Wechsler II and VIBS I.Q., scores as well as VIBS and Stan- 
ford-Binet I.Q.'s (3). 

After several months of using Kriegman and Hansen's 
VIBS and prorating by 2.7, it became apparent that resultant 
I.Q.'s were considerably elevated comparea to the expected 
range for our population. While it would have been quite 
simple to adjust the constant, it was decided that an in¬ 
vestigation might disclose some unique test effects of a 

sub-population with a restricted range of scores such as 
comprises our clinical case load. The derivation of an es¬ 
timate of predictive reliability in using a short form also 
seem highly desirable. 

METHOD AMD RESULTS 

Our clinical test files yielded a total of 484 Wechsler 
test scores for our population with distribution and charac¬ 
teristics as indicated in table I. There were too few 

TABLE I 

WAIS WB-I statistics 

Population Test N Mean I.Q. S.D. Range 

Officers 

Officers 

Airmen 

WAIS 

WB-I 

WB-I 

129 

178 

177 

119.5 

126.2 

109.2 

7.8 

7.2 

12.3 

94-137 

109-144 

80-142 
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Wechsler-Bellevue Form II test results to include in our 
study so we were not able to compare Forms I and II. 

At this point it seemed possible that the relationship 

between full scale score (FSS) and VIBS for the airman and 
officer groups might not be the same since these groups 
differ with respect to many factors such as age and educa¬ 
tional level. Therefore, a separation of test scores was 
maintained for this grouping. The fact that the mean I.Q.'s 
for this dichotomy were significantly different at the .001 
level did not necessarily mean that the regressions would 
be different. Obviously the WAIS and Wechsler-Bellevue I 
test scores should not be combined. 

It was obvious that the Kriegman and Hansen sample with 
an N_of 207, mean I.Q., of 76.7, standard deviation of 15.7, 
and a rauge of 36 to 126 was from a Afferent population 
from ours, at least with respect to mean value. 

With this in mind, a regression line of FSS on VIBS 
(FSS = a+b VIBS) was computed for each of our three popula¬ 
tions by the method of Least Squares. After deriving a pre¬ 
diction equation by this method, we tested the hypothesis 
that our intercept values were equal to zero. This hypoth¬ 
esis was tested to see if the intercept is zero as Kriegman 
and Hansen's method assumes. We found that our values were 
significantly different from zero at the .001 level. 

In their estimation procedure (weighted least squares) 
for the slope of the regression line along with assuming 
that the regression line goes through the origin, Kriegman 
and Hansen assume that the standard deviation of full scale 
scores for given VIBS scores increases with any increase in 
the VIBS score. However, scatter plots of FSS against VIBS 
for our population revealed that the variability between 
full scale scores is rather homogenous over the entire range 
of VIBS scores. Thus, the unweighted Least Squares Method 
is the desired estimation procedure. The prediction equa¬ 
tions derived for our populations are given in table II. 

For the two groups having Wechsler-Bellevue Form I 
scores a test of the slopes of the regression lines revealed 

no significant difference. However, the mean predicted FSS 
for the officer group was significantly uifferent at the .001 
level from the mean predicted FSS of the airman group at 
VIBS = 48 (the point midway between the groups). Thus, the 
regression lines for the two groups are parallel but displaced 
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with that for the officers being higher than that for the 
airmen. 

A similar comparison of the two officer groups revealed 
that the slopes were not significantly different (P < .2). 
However, the mean predicted full scale score at VIBS = 53 

(the midpoint) for the WB-I was significantly smaller 
(P < .001) than that for the WAIS. 

In the practical application of the conversion of VIBS 
to FSS, one would be most interested in finding where a true 
full scale score might be reasonably expected to fall for a 

given VIBS score. An accepted means of describing this ex¬ 
pected range of values for a given VIBS score is a tolerance 
interval which is an interval that will include a certain 

percent of the population with a given confidence probability. 
For example, a (.95/.75) tolerance interval includes 75 per¬ 
cent of the population with 95 percent confidence. This band 
is smallest at the sample mean of VIBS and increases as the 
VIBS score falls away from the mean. The computed .95/.95 
tolerance interval for the full scale score at the VIBS mean 
of the officer-WAIS group is. 141.9, plus or minus 18.0. This 
would indicate that for a VIBS score of 52.09, one may ex¬ 
pect true full scale scores anywhere between 159.9 and 123.9. 
One has 95 percent confidence that this interval includes 
the actual full scale score of 95 percent of the population 
of individuals with a VIBS score of 52,09. For the officer- 
WB-I group, the predicted full scale score at the VIBS mean 
of 54.13 is 132.4, plus or minus 15.9. For the airman-WB-I 
group, it is 108.8, plus or minus 17.6 at the VIBS mean of 
43.66. 

The tolerance intervals for our three test populations 
indicate that, at the very best, namely, at the mean VIBS, 
we can be 95 percent confident that 95 percent of the true 
FSS are less than 18 units from the predicted FSS. Thus, 
we are forced to accept the fact that VIBS is not a reliable 
predictor of full scale Wechsler scores for the population. 

At this point, we decided to find out if any sum of a 
limited number of subtests comprising the Wechsler tests 
would predict accurate full scale scores. In order to 
simplify the problem, we decided to work only with the WAIS 
since this is a more recent and supposedly better test. We 
arbitrarily placed the following restrictions on the desired 
short form: (1) that in the interest of brevity, no more 
than five subtests would be utilized, and (2) that predicted 
scores would fall within 5 units (plus or minus) of the true 
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I^'rítros^SrSxVíaí^r^st1^1^ f°- " gÍVen VIBS — 
an expectation from five tests when^h ^ pr°bably to° severe 
measurement reported bv Wp^ho /■c\the stand ,rd error of 
»t of te„ sub^ LvIrÎh.Ünn ^6° “Uh the ful1 

conditions, they could not bTett^iíed^iíh Z s^ighî's™. 

The Wherry-Doolittle method was used 1-0 r,hd-,i 
ticular set of five tests Thi- „ T obtain a par- 
in selecting tests: The first tA«st °i proceeds as follows 

the higheet^orreuti^lírthl "i“^ “ *?« ^ scale score. The second tA<st - j ^°n* tbat 18 • the full 
highest correlation with th ected is that having the 
thï first test se^cïed At ^ ad^stment for 

which has the highest còrrelatioí wUh*the^riîer‘ ^ S®leCted 
ad] usting for the tests already selecïed Se aftCr 
equation used is the multiple iegression’eo.^t- ? ng 
from the selected tests tm gresaion equation calculated 

give the optimum selection ^ tr°CedUre n0t "««warily 
which will have the largest muÎÎÎ T"86 °f yielding the set 
criterion. However in the “ltlple cor^iation with the 

vestigation indicates that i? has^done^uitf^eu!' ^ 

of the testTL^il^^s: "aby8J® /^icated a grouping 
(Similarities. Picture Amener m * 8* 10i i» 6i and 2, 4 
bol; Picture Completion Obíf!^^ Design* Digit ^ym- 

alary; and Comprehension, AruÎmeticr yThIníh^,nati0n, V°Cab" 
Method selected tests 96 in ^ c)* Tbe Wherry-Doolittle 
Vocabulary, Oblecï Asslmhf* c-’ a?d 8 (Block De8ign, 
pldtion)lñ ?h„ order A?%b.lnflarÍtieS- ^ “«uS’c.»- 
pççted either 2 ^ 
selected instead of 8 since «•« «-w .. arithmetic) to be 

been selected from each of the factor^üï’ °nC t6St had 
cept that containing 2 and 4 Actuallv"«1?;818 groupings ex- 
better selection thfn 2, and 2 iouïd be fhÍS 0‘lly 3 Slightly 
that step. uld be the second choice at 

V = 30^90 níÂTolír +baiS12r the SâleCted teStS i«* 
where: 5 2-084x6 + i-625x8 + l.gSTXg + 1.404x10 

Y = predicted FSS 
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score for test 
score for test 

score for test 

score for test 
score for test 

5, Digit Span 
6, Vocabulary 

8, Picture Completion 

9, Block Design 
10, Picture Assembly 

Tolerance intervals were computed for this equation. 
They were computed at the point where the interval is smal» 
lest, namely when each X is equal to its mean for this sam¬ 
ple, and at the points where all X's are one unit from their 
respective mean, and when all X’s are two units from their 
respective means. As indicated above, a tolerance interval 
is an interval which will include a certain percent of the 

population with a given confidence probability. For this 
work, two types of intervals were selected. One interval 

(.95/.95) includes 95 percent of the population with a con¬ 
fidence probability of .95; and the other, the (.95/.75) 
interval, includes 75 percent of the population with a con¬ 
fidence probability of .95. Table III indicates the width 
of the tolerance limits. 

Thus, we see that the estimating equation does not 
satisfy the arbitrary restriction of an interval width of 
plus or minus 5 points. We cannot state positively that the 
selected set is the best set of five subtests without check¬ 
ing all of the possible combinations of five tests of which 
there are 250. However, it is reasonable to assume that this 
is very likely an extremely close approximation to the best 
estimate that one can derive from five tests. 

TABLE III 

Tolerance limits 

Value of X Tolerance interval 

X 

X +1 

X +2 

.95/.95 

+11.283 

+11.559 

+12.2G5 

.95/.75 

+ 6.623 

+ 6.784 

+ 7.197 
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