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CHAPTER I 

INTRODUCTION 

A person comes to every experience with concepts and 

attitudes which have been formed out of his previous experi­

ences. One of the factors which helps to shape these atti-

tudes is one's position in the social class structure. Dif-

ferent classes are often exposed to different experiences, 

and these culminate in its members having different concepts 

and attitudes. In the same vein, the attitudes and concepts 

which are brought to a situation often color the way in which 

a situation is perceived. 

There have been studies done on the relationship be­

tween class and attitudes toward mental illness and psychia­

tric treatment. It is the consensus that there seems to be a 

definite relationship between the two. Hollingshead found 

that class status affected who went for help with a mental 

illness and who was accepted for treatment. It was his find-

ing that the lower class rarely sought psychiatric help, and 

was even more rarely accepted for treatment. 1 

Purpose of Study 

The purpose of this study is to examine a sample of 

veterans of lower social class who came to the Veterans Admin-

istration Clinic seeking aid. The study will be focused on 

1August B. Hollingshead and Fredrick C. Redlich, Social 
Class and Mental Illness. 
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describing the attitudes toward mental illness and psychia­

tric treatment which these veterans brought to the clinic, 

and how they responded to the suggestion to enter psychiatric 

treatment. 

Learning more about these veterans is important for 

many reasons. In the last decade mental illness has been 

recognized as one of the most serious health problems facing 

our society. For each person that is being treated in a hos­

pital, clinic or by a private psychiatrist, there is at least 

one other who is in need of psychiatric treatment. Why arent 

these people being reached? There are, of course, many obvi­

ous reasons, the most i mportant one being perhaps the lack of 

facilities and personnel. 

The results of this study and of similar studies may 

describe significant kinds of relationships between class and 

attitudes towards mental illness and psychiatric treatment, 

and perhaps give some answers as to why lower class psychia­

tric patients either do not enter treatment or leave after 

only a few visits. If this is done, we may have the basis 

for planning better methods of reaching this class and of 

handling their mental health problems. 

In an effort to get a clearer p icture of these atti­

tudes, the study seeks to answer the following questions: 

1. What are the social characteristics of these vete-

rans? 
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2. Vlhat are their concepts and attitudes toward mental 

illness and psychiatric treatment? 

3. What do the veterans see as the cause of their ill-

ness? 

4. What symptoms do they present? 

5. What kinds of treatment do they request? 

6. Are those patients who have previously b een exposed 

to some form of psychologically-oriented treatment different 

with respect to attitudes from those who have not? 

7. How do they respond to a suggestion to enter psy­

chiatric treatment? 

8. Is t here a relationship between the expressed atti­

tudes and the acceptance or rejection of a psychiatric refer­

ral? 

Method and Scope of Study 

Cases were selected for inclusion in this study on the 

basis of having come to the Mental Hygiene Clinic requesting 

aid i n November, 1962, accept ing and keeping an intake ap­

pointment and meeting the criteria for lower class status. 

The criteria for class status were based on Hollingshead's 

Index of Social Position. Only two of the i ndicators were 

used: the occupational position and the years of school com­

pleted. Members of the lower class were defined as having a 

semi-skilled or unskilled occupation and a s not having com­

pleted high school. 
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The Staff 

At present, the regular staff of t he Clinic consists 

of four full-time psychiatrists, ten psychiatric social work­

ers, five psychologists and an internist. In addition, there 

are several consulting and/or part-time psychiatrists. 

The Veterans Administration is well known for its 

large in-service training programs, and the Clinic is well 

represented in t his area. At present there are nine resident 

psychiatrists, five psychology trainees and eight social work 

students at the Clinic. 

As can be seen from the above paragraphs, the social 

work profession is well represented in the Clinic. The role 

of the social worker is to work directly with the patients in 

addition to carrying out the traditional services of social 

workers in a psychiatric clinic. Their duties have been 

delineated in terms of: 

1. Intensive treatment: This cate gory makes up the 
major part of the referrals to social service. The 
worker, through the conscious use of relationships, 
enables the patient to utilize his energies to help 
himself to gain a more adequate solution of his emo­
tional and situational maladjustments. 
2. Support and assistance in adjusting to current 
situations: This applies in severe, chronic, and 
occasional borderline conditions where intensive 
treatment is not indicated. The worker provid€s 
encouragement and support with focus on the current 
situation. The goal is to maintain the patient at 
least at the present level of adjustment i n his 
social environment, and in some instances, to avoid 
hospitalization. 3 

3Boston Veterans Administration Mental Hygiene Clinic, 
Outline of Social Work Service, Unpublished, p. 5. 
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The Intake Process 

When a veteran comes to the Out-patient Clinic seeking 

aid, he first sees a receptionist who reviews his treatment 

folder to Lind out his service-connection. If his service-

connection is for a nervous condition, he is referred to the 

Screening Social Worker. This worker has the task of getting 

some brief social data from the veteran and some idea as to 

the presenting problem. She must then determine what course 

of action is best taken. Is the problem one that should be 

dealt with in the Mental Hygiene Clinic, or should the vete-

ran be referred elsewhere? Does he require immediate care? 

What kind of help is he requesting? Will he accept a refer­

ral to the Mental Hygiene Clinic? 

This initial contact is very important, for the social 

worker must obtain information as to why the veteran comes to 

the Clinic, and must make a diagnostic assessment as to whetlr 

er he needs to see a psychiatrist immediately, needs to be 

hospitalized, or can be given appointments for an evaluation 

at a later time. She is also often in the position of having 

the first professional contact with the veteran. This is 

very important, for: 

If the patient is to know what he is undertaking and 
if he is to be enabled to organize himself appropri­
ately, he must have a true sample and demonstration 
of what is to be expected. This sample should give 
him in capsule form the essence of the interaction 
among him, his problem, and the agency and the forces 
and means that will be brought to bear upon the 
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difficulties at hand. 4 

The worker is the representative of the agency, and 

through her the agency becomes alive and human. 

If the problem the veteran comes with is one that can 

be dealt_ with in the Mental Hygiene Clinic, and if he ac­

cepts a referral, he is usually given two intake appointments, 

one with a social worker and one with a psychiatrist. Intake 

is considered a joint process in which the social worker and 

psychiatrist work together to appraise the problem presented 

and ascertain the motivation and treatment potential. 

The primary role of the social worker in the intake 

process is to gain diagnostic material for the psychiatrist, 

and to help the patient with his feelings about psychiatric 

treatment. This usually entails handling with the patient, 

much ambivalence, anxiety and confusion. One of the social 

worker's large responsibilities is explaining to a patient 

what psychiatric treatment consists of and the rationale for 

it. Hopefully, with these tasks accomplished , the patient's 

path to the psychiatrist is an easier and more meaningful one. 

The final decision as to the disposition of a case 

lies with the psychiatrist. He has the task of · " •••• evalua­

ting the motivation of the veteran, making a dynamic diagnos­

tic survey, estimating the treatment potential and finally, 

4Helen H. Perlman, Social Casework, p . 105. 
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tation and one's past experiences. A factor which plays a 

large role in the determination of these reactions, attitudes, 

concepts and experiences, is one ' s position on the social 

scale, for this is one's basis of orientation. 

Lorr, Katz and Rubenstein, in their study on the "Pre-

diction of Lengt h of Stay in Psychotherapy," found conclu­

sively that one of the factors which determined who entered 

and remained in therapy was social class. 2 They found that 

the socio-economic level of t hose who terminat ed tended to be 

lower than those who remained, and that they tended to have a 

more limited vocabulary. 

Myers and Roberts stated that t heir study suggested 

that a comprehensive understanding of psychiatric illnesses 

in American society needed to include social class variables. 

Using Hollingshead's Social Position Index to arrive at class, 

they found that the typical patient in Class V, the lowest 

class, reacted to stress more fre quently by i mpulsive, anti­

social behavior, hostility or psychosomatic symptoms.3 They 

demonstrated that not only t he paths to psychiatric illnesses 

but the symptom patterns themselves dif fered between the 

classes and that the lower clas ses more often presented 

2Lorr, Katz and Rubenstein , ."The Prediction of Length 
of Stay in Psychotherapy," Journal of Consulting Psychology, 
Vol . 22 (1958), p. 321. 

3Myers and Roberts, Family and Class Dynamics in Men­
tal Illness, p. 265. 
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physical manifestations of their illnesses. They found that 

the lower class individual knew almost nothing about psychi­

atry; those who had some acquaintance with the word psychia-

trist saw him as a "crazyu or "nut" doctor. Mental illness 

was viewed as "craziness" or "insanity," but not as a sick-

ness. The only treatment they knew for "craziness" was in-

voluntary hospitalization in a public mental institution, and 

they feared this greatly. 4 

When lower class patients with psychiatric disorders 

did seek help, they usually went to public clinics or hospi-

tals. When they were referred to a psychiatric clinic, they 

frequently did not know what was happening to them. They 

seemed unable to recognize that there were nonphysical fac-

tors in their illnesses, conceived of their sickness primar-

ily in physical terms and had little or no conception of its 

emotional or interpersonal basis. Their primary presenting 

complaints on first contact with psychiatry were their soma­

tic complaints.5 

Most of this lower class sample was hostile and anx­

ious if they entered treatment. It would appear that the 

hostility was rooted in fear or shame: "I don't want people 

to know I'm seeing a psychiatrist , they'll think I'm nuts."6 

4Ibid., p. 204. 

5Ibid., p. 206. 
6Ibid., p. 207. 
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It seemed difficult for people in this class to accept 

the idea of exploring their emotions; many accepted treatment 

hoping that after "talking" would come the 11 treatment." In 

the lowest class, the request for pills, shots or some kind 

of physical treatment continued throughout the psychiatric 

contact. 

Gurin, Veroff and Feld, in Americans View Their Mental 

Health, support the previously stated finding that the lower 

class more characteristically have bodily symptoms as a mode 

of expressing their illnesses. They also felt that they more 

often manifest external expressions of distress.? The impor­

tance of their findings is that they have supported in a 

nation-wide study what Hollingshead and Redlich had done on a 

community basis. One conclusion of their study, which is of 

significance and which deserves much attention from the com­

munity, is their finding that lower status groups get less 

psychiatric care. This represents a social problem, for they 

found that the groups which used psychiatric facilities the 

least were the ones actually experiencing the most distress, 

less often made use of clergymen, physicians or psychiatrists 

and more often met their problems with passivity and resigna­

tion than with active coping devices. 8 This is the group 

7Gurin, Veroff and Feld , Americans View Their Mental 
Health, p . 205. 

8Ibid., p . 404. 
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country. 10 

That psychodynamic theory is difficult for the lower 

class individual to conceive is highly understandable, for 

they have less formal education and are less rewarded for 

verbalization and thinking . 1ass media may slowly be bring-

ing these concepts to these individuals, but presently, "it 

would seem that the Armed Forces have been the greatest edu­

cators of the lower class in understanding psychiatry and 

mental hygiene. 1111 

In summary, we shall quote some of Redlich's findings 

on class differences and psychiatry. He found that the lower 

classes were: 

1. More likely to conceive of their difficulties as 
somatic and less likely to correct their somatic 
biases during treatment. 

2. Less likely to come to treatment on their own 
initiative and more likely not to change their 
attitude toward psychiatry once in treatment. 

3. Knew less about psychiatry and were less likely 
to pick up information during the course of 
treatment. 

4. Less able to communicate with their therapist. 
They were less likely to understand what their 
therapist was driving at and more likely to 
accept the therapist's authority. They wanted 
relief from misery but did not comprehend how 
understanding themselves had any bearing on their 
life situations. 12 

These findings have implications for doing more re-

10Ibid., p. 301. 

11Redlich, Hollingshead and Bellis, op. cit., p. 68. 
12Ibid., p. 69. 
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search, for recognizing the importance of social factors, for 

attempting to find new treatment methods and evaluating pre­

sent psychiatric care, for expanding the field of well-
. 

trained professionals, for getting more and better public 

mental hospitals and perhaps most importantly, for doing more 

in the field of mental health education. 13 

The solution of the mental health problem remains one 

of the greatest of our times. We must aim, in every way we 

know how, to make the greatest number of services available 

to the greatest number of people. 

The following chapters present the social character-

istics and the concepts and attitudes toward mental illness 

and treatment of a sample of lower class veterans at a Vet-

erans Administration Mental Hygiene Clinic. We shall attempt 

to see if this sample fits into the above description of the 

attitudes that lower class individuals have toward mental 

illness and psychiatric treatment. 

l3Hollingshead and Redlich, op. cit., p. 380. 
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TABLE 2 

MARITAL STATUS AT INTAKE 

Status Number 

Married 16 
Single 8 
Divorced 2 
Separated 2 
Widowed _! 

Total 29 

As was previously stated , sixteen veterans were mar-

ried and were living with their families. Of the thirteen 

remaining, nine lived with some member of their family. Six 

of these were within the original family constellation con­

sisting of mother, father and siblings; three lived with mar­

ried sisters. The four remaining lived alone. 

The group was largely Roman Catholic, having nineteen 

veterans who were in this group. There were six Protestants, 

one Greek Orthodox, and one who was Jewish. The two remain­

ing veterans stated that they had no religious preference. 

By the very nature of the criteria used to select a 

lower-class sample, all the veterans had occupations which 

were unskilled or semi-skilled . As is seen in Table 3, elev­

en of the sample were unemployed at the point of intake, and 

one relatively young man (thirty-nine years) was retired. It 

should be noted that these men all receive some monetary com­

pensation for their psychiatric disability. In the case of 
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legally leave. 

TABLE 4 

EDUCATIONAL ACHIEVEMENT 

Grade Number 

Left school during high school 20 
Left school prior to high school 5 
Left school prior to seventh grade 3 
Unknown 1 

Total 29 

Service Experience 

As has been previously stated, every patient in the 

sample was a veteran, having spent some time in the service. 

Over one half of the veterans had served in World War II. 

The actual breakdown as to length of service and participa­

tion in the service can be seen in Table 5. 

Length of Service 

Total 

Under two years 
·Two-three years 
Four-five years 
Over five years 
Unknown 

TABLE 5 

SERVICE EXPERIENCE 

Total 
ParticiEation in Service 

World World Peacetime Kor.:ea 
War I War II 

29 1 17 9 2 

4 3 1 
13 9 4 

7 1 5 1 
3 3 
2 1 1 

20 



At least three veterans entered during the second 

World War and remained through the Korean conflict. The lon­

gest enlistment totaled twenty-one years, the shortest was 

twenty months. This would seem to point out that all of the 

veterans were able to take the stress of the service for some 

length of time. The table also indicates that at least one 

third of the sample was able to function in the service for 

more than the prescribed length of time. 
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CHAPTER V 

THE TREATMENT CONTACT 

An important indication of how these veterans viewed 

their illnesses and what they were seeking in coming to the 

Mental Hygiene Clinic should be obtained by studying how they 

arrived at the clinic and what they requested. 

Of the twenty-nine in the sample, twenty-six were con­

sidered self-referrals. Of the remaining three, one each 

came from a Veterans Administration hospital, a doctor in a 

medical clinic, and the Veterans Administration Out-patient 

Clinic's General Social Service Department. The term self­

referral can be misleading in that it does not necessarily 

mean that the veteran made the decision to apply for aid all 

by himself. Often the veteran admits that his wife insisted 

that he come in, or that a private doctor recommended that he 

seek additional aid. 

Psychiatric Diagnoses 

The veterans came with a variety of complaints and 

with a variety of psychiatric diagnoses. Each veteran must 

have been diagnosed psychiatrically disabled to some degree 

to be eligible for treatment. At t he point of intake, they 

are seen by a psychiatrist who re-evaluates them. The defin­

itions used for classifying the psychiatric diagnoses in 

Table 6 can be found in the Veterans Administration Bulletin, 

Nomenclature of Psychiatric Disorder and Reactions . The 
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diagnoses used are those arrived at during the intake evalua­

tion. The largest number of veterans (ten) had been diag-

nosed as having nervous or anxiety reactions. Seven were 

deemed to have a psychosis and these are all schizophrenic. 

One veteran did not have a psychiatric diagnosis originally, 

but was referred on an adjunctive basis since it was felt 

that his physical condition was beginning to affect him emo-

tionally. Diagnostically, the sample is rather representa­

tive of the total population of the Clinic, since the bulk of 

the patients treated are diagnosed anxiety reactions. 

TABLE 6 

PSYCHIATRIC DIAGNOSES 

Diagnosis Number 

Nervous or anxiety reaction 10 
Depressive reaction 2 
Psychoneurosis 8 
Psychosis 7 
Conversion reaction 1 
Physical injury (adjunctive) 1 

Total 29 

Stated Reasons for Coming to Clinic 

Although all except one veteran was service-connected 

for a psychiatric disability, almost every veteran came with 

a somatic complaint as his chief concern. Other kinds of 

problems were mentioned, but the symptoms most regularly 

given were physical . Even when concerns other than physical 
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ones were brought up, they were usually accompanied by re­

quests for medication. Most veterans gave more than one 

reason for coming to the clinic. In Table 7, I have classi-

fied the reasons stated into four categories; definitions and 

examples follow: 

Nerves: Complaints such as nervousness, tension, 
jumpiness and restlessness. "I'm nervous 
and shaky." "I can't keep still, my hands 
tremble." 

Somatic: Physical pains and complaints, especially 
headaches. "I can't sleep, I'm losing 
weight." "I've got this pain in my legs." 

Social Adjustment and Situational Stress: Employment 
or financial difficulties, difficulty in 
marital or interpersonal relations. "I'm 
getting married, I want to straighten out." 
"I'm in financial difficulty." "I lost my 
job last week." 

Psychological: Complaints about mental content, idea­
tional confusion, depression, impulsive or 
aggressive behavior. "I get fits of anger, 
I can't control myself." "I feel so de­
pressed." "I keep getting funny thoughts 
in my head, I can't think straight." 

TABLE 7 

STATED REASONS FOR COMING TO CLINIC 

Symptoms Presented 

Nerves 
Somatic concerns 
Social and situational stress 
Psychological 

Number 

9 
24 

6 
9 

24 



Conception of Cause of Symptoms 

One of the major factors determining what kind of help an 

individual looks for and is willing to accept is what he sees 

as the cause of his difficulties. Some degree of insight, or 

at least a willingness to admit to there being factors other 

than physical ones which might play a part in the presenting 

condition, is important. A total lack of insight into the 

emotional nature of the symptoms presented is often viewed in 

the clinic as an indication of poor treatment potential . 

Following are examples of the kinds of causes veterans 

gave for their conditions; I have classified the responses 

into four categories and the results are presented in Table 

8. 

Past trauma: Combat experience, injuries or accidents. 
"Became nervous after a bomb exploded near 
me in the service." 

Organic: Physical diseases• "Had a seizure and hit my 
head." "I think something's wrong with my 
blood." 

Psychological: Worries, depression, anxiety. "Pres­
sures of the family are getting me." 

No conception: Being unable to give any reason for 
his condition. "I don't know why I'm like 
this." 
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TABLE 8 

CONCEPTION OF CAUSE OF SYMPTOMS 

Cause 

Past trauma 
Psychological 
Organic 
N0 conception 

Number 

13 
9 
9 
5 

Interestingly, of the twenty-nine cases studied, thir­

teen gave past traumas as the cause of their difficulty . 

These were usually situations in which the veteran had been 

injured in an explosion or under very tense combat conditions; 

it would seem that the veteran pin-pointed his nervous condi­

tion as having started here. There was special stress on 

head injuries. Although many gave some kind of response that 

could be viewed as psychological, they almost all also gave 

an organic or traumatic condition as being the original cause. 

Reguests for Treatment 

The men presented a quite homogeneous picture in their 

requests for treatment. Table 9 shows the kinds of treatment 

they requested. 
TABLE 9 

TREATMENT REQlfESTED BY PATIENTS 

Kind of treatment sought Number 
Medication or physical treatment 19 
Help with problems 6 
Medication and advice 3 
Uncertain 1 

Total 29 
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he felt better after he had been hospitalized, the other said 

that talking had made him feel better and his headaches had 

gone . The latter patient said that he wanted treatment. 

Response to Recommendation for Therapy 

When one takes into consideration the kinds of treat-

ment requested and the expressed attitudes toward previous 

psychiatric treatment, it does not seem surprising that many 

of the responses to a recommendation for therapy were nega­

tive. Objections were raised by thirteen patients for a var-

iety of reasons. Ten of the patients' re?ponses were ambiva-

lent, and only six gave positive responses. Table 12 shows 

the patients' responses. 

TABLE 12 

RESPONSE TO RECOMMENDATION FOR THERAPY 

Response 

Negative 
Positive 
Ambivalent 

Total 

Number 

13 
6 

10 

29 

Of the thirteen negative responses, five felt that the 

referral was inapplicable: "I'm not nuts, I don't need to 

talk. 11 Three responded to the stigma attached to going to a 

psychiatric clinic: "What if someone should see me coming 

in here?" At least five responded negatively because they 

were being offered something which in their minds had nothing 



to do with what they had requested: ni came here for some 

pills, you don't gain .anything by talking." "Only medicine 

will help me. 11 

The ten ambivalent responses had some of the same tone 

as the negat ive ones; there seemed to be special concern in 

this group about the stigma: "I'd like to give it a try, but 

I'm afraid someone will see me and think I'm nuts . 11 Another 

example of ambivalent response was the patient who said that 

he would accept a referral only if he also got a physical 

examination. Still another said he would come if he didn't 

have to talk with a social worker . 

As seen in Table 12, only six veterans made resp onses 

which could be termed positive . Two of these said that they 

had had positive experiences previously in psychotherapy. 

One stated that talking to someone sounded like a good idea. 

Another said that he had heard about this kind of treatment 

and would like to give it a try . 

Acceptance or Rejection of Recommendation for Therapy 

One would expect from the negative attitudes that most 

patients would reject the actual referral for therapy. In 

actuality , this was not the cas e. Of the twenty-nine cases, 

sixteen accepted the referral and thirteen rejected it. 

32 



TABLE 13 

ACCEPTANCE OR REJECTION OF 
RECOMiv NDATION FOR THERAPY 

Response Number 

Acceptance 16 
Rejection 13 

Total 29 

Of the sixteen who accepted a referral for psychiatric 

treatment, nine discontinued af t er three interviews or . less; 

which would indicate that there was more of an acquiescence 

to the referral than acceptance of it. Some presumably ac­

cepted thinking that medication would soon be forthcoming, or 

that talking for a few times would alleviate all the symp­

toms. Apparently, when they saw that this was not so, they 

ended the contact. Of the nine cases in this category, the 

ambivalence had been apparent in at least six cases. Their 

responses were in terms of passive acceptance: "I'll come in 

if you say I should, you know best . " "I can't see how talk-

ing will help, but I'll give it a try." 

The actual behavior in these cases proved that twenty­

two of the twenty-nine patients rejected a referral for psy­

chiatric treatment. It would seem that these results stemmed 

from the fact that these patients saw their illnesses in phy-

sical terms, requested medication, and were not particularly 

accepting of the emotional factors involved in their illness. 



Significant also is the fact that, from the informa­

tion available, many of thos e who entered treatment, for no 

matter how brief a time, used the i nterview sessions to dis­

cuss their physical symptoms with the therapist. They often 

requested medical advice and also continued their requests 

for medication. 

Seven patients from this sample did enter treatment 

and remained for over three months. The following chapter 

discusses these seven patients. 
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veteran was the one who gave as his reason for coming to the 

clinic the fact that he was to be married soon and wanted to 

get straightened out. 

The religious affiliations were about the same as the 

total sample. Four were Catholic, two Protestant and one 

stated that he had no religion (this was the single veteran). 

The educational level was slightly higher. Only one 

veteran had not entered hi gh school; he left school in the 

eighth grade. Two left in the tenth grade and four in the 

eleventh. 

Five of the veterans were considered semi-skilled, and 

two were unskilled. Of these, one of the semi-skilled was 

retired and one of the unskilled was unemployed. The retired 

veteran managed quite well financially because he was receiv­

ing a pension from the Navy Yard in addition to his compensa­

tion. This veteran 1 s compensat ion was determined on the 

basis of an 80 per cent disability rating for his psychiatric 

disorder. This could amount to quite a sum, for any married 

veteran with over a 50 per cent disability rating also re­

ceived extra compensation for his dependents. 

The one veteran who was unemployed was in financial 

difficulty. Interestingly, he was the veteran with the smal­

lest amount of education and with the largest family, having 

five children. He had only a 30 per cent disability rating, 

so only received about sixty dollars a month . 
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Service Exper ience 

The kind and length of service experience can be seen 

in Table 14. In contrast to the total sample, only three of 

these veterans were World ar II veterans, the remaining four 

were veterans of the Korean conflict . 

Length of Service 

Total 
Three-four years 
Unknown 

TABLE 14 

SERVICE EXPERIENCE 

Total ParticiEation 
Worid War II 

7 3 
6 2 
1 1 

in Service 
Korea 

4 
4 
0 

All of the veterans about whom there was information 

were able to stay in the service at least three years. This 

would indicate that they were able to take the stress of ser-

vice for a rather long period of time; in fact, one would 

surmise that most were able to finish out their enlistments . 

It is not known when these veterans received their service-

connected disabilities; whether it was t he cause of dischar ge, 

was awarded at discharge, or if the veteran applied long 

after . 

Psychiatric Experience 

In the following pages, I will describe t he psychia-

tric experiences of our seven veterans and will attempt to 

see if they were diff erent from t hose of the twenty-two other 
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veterans in the sample. 

All of these veterans were considered self-referrals. 

At least two stated that t heir wives were t he reason they were 

coming for help. 

None of these veterans were diagnosed psychotic ; three 

were nervous or anxiety reactions, three were psychoneurotic 

and one came on an adjunctive basis because of a hand injury. 

Four of them had a rating of 10 per cent disability, one of 

30 per cent, one of 50 per cent, and one of 80 per cent. 

Their disability rating on t he average was lower than that of 

the total sample. 

The veterans in this group came presenting the same 

kinds of basic concerns as those in the total sample. The 

difference seemed to lie in the fact that their emphasis, in 

contrast to that of the total sample, was not overwhelmingly 

on physical concerns. Of the thirty-four responses given by 

t hose who did not accept treatment, twenty concerned physical 

complaints, and social and situational stress was mentioned 

only twice. In contrast, in the group that did accept treat­

ment, physical concerns were mentioned only four times out of 

the fourteen responses and were not presented as concerns any 

more often than were symptoms which we would classify as deal­

ing with nerves or social and situational stress. Table 15 

s hows the comparison between the symptoms presented by those 

who accepted treatment and those who did not. 






























